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Accept 
no  substitute 
for  your  professionol 
judgment 


As  a physician,  you  have  the  rightto 
prescribe  the  drug  which  you  believe 
will  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
cult to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
may  be  required  by  law  to  substitute 
another  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours;  its 
source  is  left  to  the  pharmacist’s  dis- 
cretion. You  will  have  forfeited  your 
right  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
accept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

® You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

» You  can  exercise  the  right  to  selec 
a product  based  upon  its  proven  then 
peutic  performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

® You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  nev 
drug  discovery  and  development 

® You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative 


© 1978.  Pfizer  Inc 
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PMS  AGAIN  CRITICIZES 
BENZODIAZEPINE  RULES 

Medical  assistance  reimbursement  for  oral  benzodiazepine 
prescriptions  again  was  the  subject  of  proposed  rules  in  the 
November  25,  1978  Pennsylvania  Bulletin,  and  again  the  State 
Society  voiced  its  objection  to  government  interference  in 
the  practice  of  medicine.  A December  18,  1978  letter  from 
John  B.  Lovette,  MD,  Society  president,  to  Aldo  Colautti, 
secretary  of  public  welfare,  says  the  proposed  regulation 
"1.  continues  to  discriminate  against  the  Medical  Assistance 
patient;  2.  interposes  itself  between  the  physician  and 
patient;  3.  breaches  confidentiality.  . .and  invades  the 
patient's  privacy;  4.  seeks  to  prohibit  the  use  of  approved 
drugs  for  certain  conditions;  5.  is  hardly  cost  effective  in 
its  paper  requirements;  6.  fails  to  address  the  abuse 
issue."  Dr.  Lovette's  letter  calls  for  a meeting  of  Society 
officers  and  DPW  staff  to  negotiate  changes. 

PMSLIC  RATE  FILING 
SUBJECT  OF  HEARING 

The  Insurance  Department  held  a hearing  December  19,  1978 
on  the  request  for  a 7 percent  increase  in  premiums  for 
the  Pennsylvania  Medical  Society  Liability  Insurance 
Company  (PMSLIC) . Included  in  the  rate  filing  are  reduc- 
tions in  certain  surcharges.  If  the  filing  is  approved, 
PMSLIC' s revised  rates  for  most  policyholders  still  will  be 
lower  than  they  were  in  1977  during  Argonaut's  last  year  in 
Pennsylvania,  according  to  a letter  to  all  Society  members 
from  David  S.  Masland,  MD,  chairman  of  the  PMSLIC  Board  of 
Directors.  PMSLIC  now  insures  5,400  physicians,  approxi- 
mately 700  more  than  were  insured  with  Argonaut  on 
January  1,  1978. 

(PRISON  HEALTH  CARE  PLANS  Montgomery  and  Delaware  County  prisons  are  the  first  in 


RECEIVE  ACCREDITATION 

Pennsylvania  to  achieve  national  accreditation  for  their 
health  care  programs.  Both  were  accredited  for  one  year  by 
the  Voluntary  Jail  Health  Accreditation  Program  of  the 
Pennsylvania  Medical  Society  and  the  AMA.  Questionnaires, 
interviews,  and  on  site  inspections  determined  that  the  two 

prisons  met  the  standards  for  jail  health  care  set  by  the 
AMA  and  the  National  Sheriff's  Association. 

PAVE  CLAIMS  SUCCESS 
IN  COST  CONTROL 

Pennsylvania's  voluntary  effort  to  control  health  care 
costs  is  on  target  according  to  Eugene  J.  O'Meara,  chairman 
of  the  Pennsylvania  Voluntary  Health  Care  Cost  Containment 
Committee  (PAVE) . When  the  committee  was  formed  early  in 
1978  by  the  State  Society,  the  Hospital  Association  of 
Pennsylvania,  and  others,  one  of  its  goals  was  a 2 percent 
reduction  in  the  rate  of  increase  in  hospital  expenses.  An 
11.9  percent  increase  projected  for  fiscal  1978-79  is  2.5 
percent  lower  than  the  estimated  14.4  percent  increase  in 
the  last  fiscal  year. 

MALPRACTICE  INSURANCE 
A MUST  IN  PENNSYLVANIA 

The  Pennsylvania  Supreme  Court  has  upheld  a lower  court 
decision  that  the  mandatory  insurance  provision  of  the 
medical  malpractice  insurance  act  is  constitutional.  The 
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Supreme  Court  made  the  ruling  in  refusing  to  hear  the 
appeal  of  Orlo  G.  McCoy,  MD,  of  Canton,  whose  suit  was  the 
Society's  test  case  to  determine  the  constitutionality  of 
the  requirement.  The  outcome  of  the  test  case  was  awaited 
by  more  than  40  other  physician  plaintiffs.  Physicians  now 
must  provide  for  the  necessary  professional  liability 
coverage  or  lose  their  medical  licenses. 

SOCIETY  ASKS  HEARING; 
CAT  SURCHARGE  WITHDRAWN 

A proposed  surcharge  on  physicians'  malpractice  insurance 
premiums  for  the  state's  Catastrophe  Loss  Fund  was  withdrawi 
December  12  after  PMS  demanded  a formal  hearing  on  why  the 
fund,  with  current  reserves  of  $16.7  million,  needed  addi- 
tional revenue.  The  fund  pays  malpractice  awards  above 
$100,000  and  makes  up  deficits  in  reserves  of  the  Joint 
Underwriting  Association  (JUA) . The  JUA  originally  had 
claimed  a deficit  of  $9  million,  but  later  said  it  would 
not  certify  that  estimate  at  a hearing. 

AMA  CONVENTION  APPROVES 
CHIROPRACTIC  SETTLEMENT 

The  AMA  House  of  Delegates  acknowledged  and  affirmed  the 
authority  of  the  AMA  Board  of  Trustees  to  make  and  agree  to 
a settlement  in  the  suit  brought  by  the  Pennsylvania  Chiro- 
practic Society  and  others  against  the  AMA,  PMS,  and  others 
The  AMA  House  of  Delegates,  meeting  in  Chicago  the  first 
week  in  December,  adopted  a substitute  resolution  to  that 
effect  and  further  stated  that  1.  the  AMA  supports  the 
right  of  a physician  to  choose  those  persons  he  will  accept 
as  patients;  2.  a physician's  obligation  to  provide  informa 
tion  to  a patient  or  any  other  party  is  that  required  by 
customary  good  medical  practice  and  law;  3.  the  AMA  will 
continue  to  warn  the  public  about  the  dangers  of  relying  on 
practitioners  who  subscribe  to  the  theory  that  all  disease 
is  caused  by  misalignment  of  spinal  vertebrae  and  can  be 
cured  by  manual  manipulation  of  the  spine;  and  4.  the 
resolution  should  not  be  interpreted  or  construed  as  an 
amendment  to  the  Principles  of  Medical  Ethics  of  the  AMA. 

PaMPAC  SUPPORTS  WINNERS 
IN  87  PERCENT  OF  RACES 

The  Pennsylvania  Medical  Political  Action  Committee  (PaMPAC 
supported  winners  in  87  percent  of  those  races  in  which  it 
gave  support  in  the  November  1978  general  election.  Of  the 
146  candidates  who  had  PaMPAC  support,  126  were  victorious. 
PaMPAC  supported  87  Republicans  and  59  Democrats  in  the 
1978  election. 

HOSPITAL  REGULATIONS 
ARGUMENTS  HEARD 

The  Hospital  Association  of  Pennsylvania  (HAP)  and  the 
Pennsylvania  Department  of  Health  presented  arguments  in 
Commonwealth  Court  December  6 in  HAP ' s suit  for  a permanent 
injunction  to  prevent  the  Department  of  Health  from  enforci 
hospital  regulations  which  became  effective  in  June  1978. 

A temporary  injunction  is  delaying  implementation  of  some 
of  the  rules.  The  decision  on  the  permanent  injunction  is 
not  expected  for  several  months. 

HEW  SETS  NEW  RULES 
FOR  STERILIZATIONS 

February  6,  1979  is  the  effective  date  of  regulations  tight 
ening  federal  funding  of  sterilization  procedures,  the 
Department  of  Health,  Education,  and  Welfare  has  announced. 
The  rules  prohibit  federal  funding  for  hysterectomies  per- 
formed for  sterilization  purposes  and  establish  strict 
consent  procedures. 
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should  be  directed  to  the  Managing  Editor. 
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$17.00  per  year;  single  issues  are  $1 .00.  Sec- 
ond class  postage  is  paid  at  Lemoyne,  Penn- 
sylvania 17043.  All  material  subject  to  this 
copyright  may  be  photocopied  for  the  non- 
commercial purpose  of  scientific  or  edu- 
cational advancement. 
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PMSLIC  Board  names  chief  executive  officer 


A.  John  Smither  has  been 
named  president  of  the  Pennsyl- 
vania Medical  Society  Liability 
Insurance  Company,  (PMSLIC). 
His  selection  was  the  recommen- 
dation of  the  company’s  search 
committee,  which  interviewed  a 
number  of  applicants  during  the 
past  six  months.  He  assumed  the 
position  November  20,  1978. 

Smither,  with  30  years  of  expe- 
rience in  the  insurance  field,  has 
been  involved  in  all  phases  of 
physicians’  malpractice  insur- 
ance. For  the  past  TVz  years  he  was 
senior  vice  president  and  manager 
of  a medical  unit  with  Frank  B. 
Hall  & Company  of  Pennsylvania, 
Inc.  In  this  capacity,  he  was  the 
administrator  of  the  Professional 
Liability  Insurance  Program 
sponsored  by  the  Society  for  its 
members.  He  authored  the  captive 
company  feasibility  study  on  be- 
half of  the  State  Society  and  the 
subsequent  formal  proposal  and 
specific  recommendations. 

The  new  president  became  ac- 
quainted with  many  physicians 
throughout  the  state  while  man- 
ager of  Hall’s  medical  unit  and  as  a 
member  of  the  PMS  Ad  Hoc  Com- 
mittee to  Study  Malpractice  In- 
surance and  Legislative  Reform. 

In  1975,  Smither  was  appointed 
by  the  U.S.  Secretary  of  Health, 
Education,  and  Welfare,  (HEW), 
to  be  a member  of  a 10-man  Insur- 
ance Issues  Advisory  Panel  under 
the  Commission  on  Medical  Mal- 
practice. 

Appointed  chief  deputy  insur- 
ance commissioner  in  January 
1967  during  the  administration  of 
Governor  Raymond  Shafer, 
Smither  was  given  the  opportu- 
nity to  review  with  physicians, 
lawyers,  and  insurance  executives 
the  state’s  malpractice  problem 
and  to  propose  and  implement  so- 
lutions as  chairman  of  a 16-man 


which  was  circulated  nationwide. 

Smither  said  the  primary  func- 
tion of  PMSLIC  will  be  to  put  to- 
gether a team  to  take  over  work 


A.  John  Smither 

ad  hoc  committee  formed  by  the 
insurance  commissioner.  He  au- 
thored the  report  of  the  committee, 


now  handled  by  Donald  J.  Fager 
Associates  of  New  York  City  and 
the  Hall  Company,  reflecting  the 
wishes  of  the  PMSLIC  Board 
which  feels  the  company’s  day-to- 
day  operations  can  best  be  handled 
on  an  in-house  basis,  rather  than 
under  the  present  contractual  ar- 
rangements. 

PMSLIC  offices  will  be  located 
in  the  Harrisburg  area.  Until 
permanent  space  arrangements 
can  be  made,  the  company  will  use 
facilities  at  Pepper,  Hamilton  & 
Scheetz,  P.O.  Box  1181,  Harris- 
burg 17108.  The  telephone 
number  is  (717)  238-1117. 


Health  department  warns  on  rubella 


Health  care  personnel  who  may 
be  in  close  contact  with  pregnant 
patients  should  be  screened  for  an- 
tibodies to  rubella,  according  to 
the  Pennsylvania  Department  of 
Health.  The  recommendation  fol- 
lows several  reports  of  outbreaks 
of  the  disease  in  hospital  per- 
sonnel working  in  prenatal 
clinics.1-4 

Because  at  least  15  percent  of 
the  adult  population  is  susceptible 
to  rubella,  the  health  department 
recommends  the  following 
guidelines. 

• All  employes,  both  current 
and  new,  should  be  screened. 

• All  susceptibles  should  be  of- 
fered inoculation  with  rubella 
vaccine.  Pregnancy  is,  of  course,  a 
contraindication  to  rubella  inocu- 
lation. 

• Records  of  antibody  status  and 
vaccine  administration  should  be 
entered  in  appropriate  log  books  or 
employe  health  records. 


• Health  care  personnel  who 
develop  febrile  illness  with  a rash 
should  be  evaluated  promptly  and 
not  allowed  to  return  to  work  until 
they  are  noninfectious. 

• Rubella  cases  should  be  re- 
ported to  the  local  health  depart- 
ment. 

• Although  patients  at  any 
stage  of  pregnancy  are  not  candi- 
dates for  rubella  vaccination, 
antibody  examination  should  be 
done  as  early  as  possible  in  the 
pregnancy  to  establish  baseline 
data.  The  susceptible  pregnant  pa- 
tient can  then  be  evaluated  if  she 
is  exposed  to  rubella. 

REFERENCES 

1.  Center  for  Disease  Control,  Exposure  of  patients  to 
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Bulletin  V (9),  March  5,  1977. 

3.  Carne  S.,  Dewhurst,  C.«J.,  Hurley,  R.:  Rubella 
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Acute  Infectious  Disease  Control,  Pennsylvania  Depart- 
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Society  aids  medical  students  as  costs  increase 


The  cost  of  attending  medical 
school  in  Pennsylvania  has  in- 
creased steadily  in  the  past  six 
years.  Tuition  ranges  from  $4,400 
to  $10,000,  with  the  average  cost 
hovering  at  $6,084.  Students  who 
entered  medical  school  this  fall 
were  faced  with  an  average  overall 
cost  of  $11,725,  according  to  the 
budget  estimates  prepared  by  the 
financial  aid  officers  of  the  seven 
state  medical  schools. 

To  help  combat  the  financial 
hardships,  the  Society’s  Commit- 
tee on  Aid  to  Education  has 
granted  a total  of  $263,450  in 
loans  to  144  medical  students  as  of 


Tax  deductible  donations  to  pro- 
vide loans  to  medical  students 
may  be  made  now  for  1 979  income 
tax  purposes.  Send  your  check  to 
the  Educational  and  Scientific 
Trust,  20  Erford  Road,  Lemoyne, 
PA  17043. 


CHAMPUS  claim 
forms  change 

Pennsylvania  Blue  Shield  has 
announced  that  a new  form  to 
process  claims  for  the  Civilian 
Health  and  Medical  Program  of 
the  Uniformed  Services,  (CHAM- 
PUS), now  is  available.  Called 
CHAMPUS  Form  500,  it  is  being 
mailed  to  physicians  as  orders  are 
received.  Though  the  old  form  can 
be  used  through  January  31, 1979, 
Blue  Shield  is  encouraging  imme- 
diate use  of  the  new  claim  form  to 
decrease  processing  time. 

The  new  form  consists  of  three 
sheets:  the  first  provides  tear-off 
instructions;  the  second  sheet  is 
the  original  claim  form  to  be  sub- 
mitted to  Pennsylvania  Blue 
Shield;  and  the  third  sheet  pro- 
vides a copy  to  be  retained  by  the 
beneficiary  or  provider. 

Physicians  who  have  not  re- 
ceived copies  of  the  new  form  may 
request  them  from  Pennsylvania 
Blue  Shield,  Camp  Hill,  PA  17011. 


Nov.  15,  1978.  Of  that  amount, 
$248,700  was  given  to  students  at- 
tending Pennsylvania  schools. 

The  total  assets  of  the  Society’s 
Educational  and  Scientific  Trust 


by  Dec.  31,  1977  reached 

$2,220,279  of  which  $1,781,258  is 
invested  in  student  loans,  accord- 
ing to  the  annual  report  of  the 
trust. 


Pennsylvania  AHA  affiliate  elects  officers 


Stephen  B.  Langfeld,  MD,  of 
Philadelphia,  was  installed  Sep- 
tember 24  as  29th  president  of  the 
American  Heart  Association, 
Pennsylvania  Affiliate,  during  the 
association’s  annual  meeting  in 
Pittsburgh.  Others  named  to  top 
posts  are:  Robert  F.  Zelis,  MD,  of 
Hershey,  president  elect; 
Raymond  L.  Hovis,  Esq.,  of  York, 
chairman  of  the  board  of  directors; 
and  Judith  K.  Daugherty,  RN,  of 
Ligonier,  chairman  elect. 

Dr.  Langfeld  was  installed  by 
the  outgoing  president,  John  S. 
Chaffee,  MD,  of  Erie,  who  received 
a distinguished  service  medallion 
for  outstanding  leadership. 

The  election  highlighted  the 
two-day  state  meeting,  which  in- 
cluded discussion  of  the  resources 
of  the  Heart  Association,  panel 
sessions  on  ways  to  adapt  re- 
sources to  meet  changing  needs, 
business  sessions,  and  meetings  of 
the  Affiliate  board  and  delegates 
to  the  upcoming  national  assem- 
bly. 

Dr.  Langfeld  is  director  of  the 
University  Office  for  Planning 
Health  Care  at  Thomas  Jefferson 
University.  He  has  been  active 
with  the  Affiliate  since  1964,  serv- 
ing as  vice  president  and  a 
member  of  its  board  and  executive 
committee.  He  has  been  chairman 
of  the  Affiliate  Central  Program 
Committee  and  currently  serves 
on  the  board  of  governors  of  the 
Southeastern  Pennsylvania  chap- 
ter. He  is  a graduate  of  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine. 

Dr.  Zelis  is  professor  of  medicine 
and  physiology  and  chief  of  car- 
diology at  the  Pennsylvania  State 


University  College  of  Medicine  in 
Hershey.  Prior  to  his  election  Dr. 
Zelis  served  in  the  newly  created 
post  of  Affiliate  vice  president  of 
public  policy.  He  was  active  in  the 
American  Heart  Association  as 
vice  chairman  of  the  national  pro- 
gram committee  and  a member  of 
the  executive  committees  of  the 
councils  on  circulation  and  ar- 
teriosclerosis. A graduate  of  the 
University  of  Chicago  School  of 
Medicine,  he  is  immediate  past 
president  of  the  American  Federa- 
tion for  Clinical  Research  and 
serves  on  the  editorial  boards  of 
Annals  of  Internal  Medicine, 
American  Journal  of  Physiology, 
and  Circulation. 

Foundation  lauds 
vaccine  developer 

Dr.  Robert  Austrian,  chairman 
of  the  department  of  research  med- 
icine at  the  University  of  Pennsyl- 
vania School  of  Medicine,  has  re- 
ceived the  Lasker  Award  for  his 
development  of  a vaccine  that  pre- 
vents most  kinds  of  bacterial 
pneumonia. 

This  prestigious  award  was 
given  by  the  Albert  and  Mary 
Lasker  Foundation  of  New  York. 
Five  other  scientists  also  were 
named  winners  of  the  award  in 
1978. 

Dr.  Austrian’s  work  led  to  the 
development  of  Pneumovax,  a 
vaccine  produced  by  Merck  & Co., 
West  Point,  PA.  According  to  sci- 
entists, it  is  believed  to  be  90  per- 
cent effective  against  pneumonia 
caused  by  the  bacterium  pneu- 
mococcus. The  vaccine  does  not 
work  against  viral  pneumonia. 
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Training  is  chief  weapon  in  drug  abuse  battle 

Susan  Schild 

Assistant  Managing  Editor 


A husband  and  wife  each  passed  one 
forged  prescription  for  45  Dilaudid  4 
mg  tablets  per  week  for  a total  of  90 
Dilaudid  tablets  per  week.  Street 
value  of  these  tablets  was  $18  apiece. 
This  prescription  forging  continued 
for  one  year.  These  individuals  were 
able  to  make  $84,240. 

How  was  this  forged  prescription 
obtained?  How  can  physicians 
avoid  becoming  victims  of  ruses  to 
obtain  drugs  illegally?  Roger  L. 
Pilotti  has  some  answers  to  offer. 

Pilotti,  (whose  profile  appeared 
in  Pennsylvania  Medicine,  May 
1977),  is  coordinator  of  the 
Compliance/Diversion  Division  of 
the  Bureau  of  Drug  Control. 
Launched  in  January  1975  by  the 
federal  government  as  a Diversion 
Investigation  Unit,  (DIU),  the 
group  combats  drug  peddling  by 
licensed  health  care  providers. 
From  its  date  of  inception  to  June 
20,  1978,  the  unit  has  arrested  23 
MDs,  and  has  a "very  solid”  con- 
viction rate.  With  the  name 
change  in  July  1978,  a new  func- 
tion has  been  added. 

New  role  added 

"We’re  expanding  our  role  and 
have  become  involved  in  training 
physicians,”  Pilotti  said.  A typical 
training  session  would  include 
talks  on  how  to  write  prescriptions 
so  they  cannot  be  altered;  how  to 
prevent  theft  of  prescription  pads; 
and  how  to  detect  ruses  by  drug 
addicts  to  steal  prescription  pads 
and  obtain  drugs. 

"Much  of  what  I’ve  seen  indi- 
cates a definite  need  for  training,” 
he  added.  So  far,  his  organization’s 
talks  have  been  "well  received”  by 
various  county  medical  societies 
and  hospital  staffs  throughout  the 
state. 

"These  groups  have  requested 
our  services,  we’re  not  forcing  our- 
selves,” he  said.  "We’re  willing  to 
put  on  the  program  for  any  doctors 


interested,  no  matter  how  small  a 
group,”  Pilotti  stressed,  noting 
that  there  is  no  cost  to  the  organi- 
zation requesting  the  service. 

Though  unsuccessful  in  in- 
stituting training  programs  in 
medical  schools,  Pilotti,  through 
the  State  Society’s  help,  has  access 
to  the  next  best  thing.  "For  the 
first  time,  I will  be  talking  to  three 
classes  of  physicians  who  have  just 
completed  their  residency  train- 
ing and  will  be  starting  private 
practices.” 

During  the  talks,  all  groups, 
whether  veterans  or  neophytes  in 
the  medical  profession,  learn 
about  the  three  categories  of 
physicians  who  cause  law  en- 
forcement problems. 

Who  is  the  target? 

The  prime  target  of  the 
Compliance/Diversion  Division  is 
those  physicians  who  become  drug 
pushers  for  profit,  according  to 
Pilotti. 

"These  registrants  use  their 
licenses  and  profession  for  mone- 
tary gain.  They  are  the  lowest 
form  of  drug  pushers  and  prosti- 
tute their  profession,”  he  said. 

Arrest  not  answer 

A second  category  of  concern  for 
Pilotti  is  the  impaired  physician 


who  violates  the  law  to  maintain 
his  dependency.  Nationally,  it  is 
estimated  that  there  are  17,000 
physicians  who  are  dependent  on 
drugs  or  alcohol.  Sometimes  this 
physician  can  be  found  trading 
prescriptions  for  scotch. 

"The  impaired  physician  can  be 
rehabilitated  either  through  the 
State  Board  of  Medical  Education 
and  Licensure  or  the  Society’s  Im- 
paired Physician  program,”  the 
coordinator  said.  "There  is  an  al- 
ternative to  arrest.” 

Arrest  is  not  the  answer,  either, 
in  the  third  category,  the  outdated 
physician,  according  to  Pilotti. 

"This  physician  has  not  kept  up 
with  the  practice  of  medicine  or 
the  new  sophisticated  drugs,”  he 
said.  "This  doctor  becomes  easy 
prey  to  many  of  the  drug  addicts 
who  use  ruses  to  obtain  drugs.” 

In  this  situation,  drug  enforce- 
ment officers  first  appeal  to  the 
practitioner’s  family  for  help.  If 
this  avenue  fails,  it  is  suggested 
that  the  person  be  brought  before 
the  licensing  board  as  an  alterna- 
tive, again,  to  arrest. 

Pilotti,  who  holds  a degree  in 
public  security  administration 
and  law  enforcement  from  Kings 
College  and  formerly  owned  and 
operated  a retail  pharmacy  in 
Scranton,  is  quick  to  spot  the 
physician  who  is  about  to  violate 
drug  laws.  However,  he  quickly 
added,  "We’re  not  out  looking  for 
physicians  who  make  mistakes.  A 
small  segment  of  physicians  are 
causing  the  problem.  The  vast 
majority  do  a tremendous  job.” 

Organizations  that  wish  to  ar- 
range a speaking  engagement 
may  contact  Pilotti  at  Building 
No.  208,  Harrisburg  International 
Airport,  Middletown,  17057,  or  at 
(717)  787-1516,  (7). 

"We  hope  to  train  each  county 
organization,”  he  said.  "We’re 
shooting  for  utopia.”  □ 
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Medical  board  announces  actions 


Edward  J.  Heibel,  MD,  of  Erie, 
has  entered  into  a consent  agree- 
ment with  the  State  Board  of  Med- 
ical Education  and  Licensure  as  a 
result  of  the  Board’s  findings  that 
he  issued  prescriptions  not  in  good 
faith  and  violated  professional 
standards  of  care  in  his  treatment 
of  obesity  patients. 

Agents  of  the  Bureau  of  Drug 
Control,  who  had  presented  them- 
selves to  Dr.  HeiBel  as  patients, 
testified  that  Dr.  Heibel  pre- 
scribed amphetamines  without 
giving  a physical  examination, 
took  no  medical  history,  and  did 
not  advise  them  of  any  possible 
adverse  effects  of  the  drugs. 

According  to  terms  of  the  con- 
sent agrement,  Dr.  Heibel  will 
surrender  his  Drug  Enforcement 
Administration  registration  for 
one  year,  be  placed  on  two  years 
probation  with  the  State  Board, 
restrict  his  practice  by  eliminat- 
ing the  treatment  of  obesity  pa- 


tients, and  enroll  in  continuing 
education  courses  during  his  two- 
year  probation  period  and  meet 
the  minimal  requirements  set  by 
the  State  Society  and  the  Depart- 
ment of  Insurance. 

In  further  action,  the  State 
Board  has  suspended  the  licenses 
of  three  out-of-state  physicians 
whose  licenses  were  suspended  or 
revoked  in  their  home  states.  The 
suspended  physicians  are  Morris 
A.  Goldstein,  MD,  of  Beverly  Hills, 
California,  who  is  on  five  years 
probation  for  violation  of  Califor- 
nia drug  laws;  and  Emanuel  Lam- 
pidis,  MD,  of  Brooklyn,  New  York, 

The  Board  has  revoked  the 
license  of  James  C.  Johnston,  Jr., 
MD,  of  Clairton,  Washington,  on 
the  basis  of  revocation  of  his 
license  by  the  state  of  Washington. 
Dr.  Johnston  was  found  guilty  in 
July  1977  of  unprofessional  con- 
duct which  resulted  in  the  deaths 
of  two  patients. 


Dr.  Richard  C.  Lyons,  Erie,  right,  turns  over  the  gavel  to  Dr.  Philip  E.  Ingaglio,  Philadel- 
phia, upon  recent  completion  of  a two-year  term  as  chairman  of  the  State  Board  of 
Medical  Education  and  Licensure.  Dr.  Lyons  was  awarded  the  title  of  Chairman 
Emeritus  of  the  board  and  will  remain  a board  member  until  his  term  expires  Dec.  1, 
1980.  Dr.  Ingaglio,  a board  member  since  1972,  recently  completed  a two-year  term  as 
vice  chairman  of  the  board. 
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1979  Officers’  Conference  features  cost  control 


WANTED:  A health  cost  control 
expert. 

APPLY:  At  the  1979  Pennsylva- 
nia Medical  Society’s  Officers’ 
Conference,  April  25-26,  Penn 
Harris  Motor  Inn,  Camp  Hill. 

Mock  interviews  to  air  varying 
opinions  on  the  multi-faceted 
health  cost  containment  issue  will 
be  one  of  many  highlights  of 
April’s  Officers’  Conference,  at 
which  John  B.  Lovette,  MD,  PMS 
president  will  preside. 

David  H.  Small,  the  Society’s 
assistant  executive  vice  president, 
will  interview  "applicants”  for  the 
job:  Paul  Kase,  MD,  and  represen- 
tatives from  industry,  labor,  gov- 
ernment, hospitals,  and  the  insur- 
ance field.  Each  potential  expert 
will  air  his  interest  group’s  point 
of  view  in  the  matter.  This  seg- 
ment is  scheduled  for  Wednesday, 
the  first  day  of  the  conference. 

In  addition  to  cost  control,  an- 
other area  of  concern  to  today’s 
physician — professional  liability 
insurance — will  be  explored  in  a 
program  set  for  Thursday.  A re- 
port on  risk  management  and  a 
review  of  the  status  of  Act  111  and 
the  Society’s  Liability  Insurance 
Co.,  PMSLIC,  will  be  given  by  A. 
John  Smither,  recently  chosen  to 
head  the  company.  (See  article 
elsewhere  in  this  issue.) 

Scheduled  to  address  the  confer- 
ence are  humorist  Charles  Jarvis, 
DDS,  Wednesday’s  dinner 
speaker;  Abraham  Twerski,  MD, 
Pittsburgh  psychiatrist,  who  will 
speak  at  Thursday’s  prayer 
breakfast;  and  Anne  Somers, 
professor  of  community  medicine 
at  Rutgers  Medical  College,  who 
will  deliver  the  Walter  Foster 
Donaldson  MD  Memorial  Lecture 
Thursday. 

The  relationship  of  the  Society 
with  state  government  will  be  out- 
lined as  the  officers  have  the  op- 
portunity Wednesday  to  meet 
members  of  the  Thornburgh  ad- 


ministration and  view  the  Soci- 
ety’s multimedia  presentation 
which  introduces  the  new  Penn- 
sylvania General  Assembly. 

News  on  crises  and  issues  facing 
the  American  Medical  Association 
will  be  reported  by  George  A.  Row- 
land, MD,  Millville,  who  is  a 
member  of  the  AMA  Board  of 
Trustees. 

Invitations  to  the  1979  confer- 


The  New  York  Times  took  spe- 
cial notice  of  a Pennsylvania 
physician  who  saved  the  lives  of  a 
five-member  family  in  Boiling 
Springs. 

The  Times  and  several  other 
newspapers  reported  that  H.  Rob- 
ert Davis,  MD,  of  Boiling  Springs, 
made  a house  call  at  2 a.m.  Dec.  3 
to  the  residence  of  the  Ankabrandt 
family.  Davis,  a general  prac- 
titioner for  25  years,  said  he  was 
summoned  to  the  house  by  Donald 
Ankabrandt,  who  awoke  to  find 
family  members  staggering,  vom- 
iting, and  suffering  headaches. 

The  physician,  who  had  just 
finished  a stint  at  Carlisle  Hospi- 


ence  and  registration  materials 
will  be  mailed  the  last  week  in 
January. 

Members  of  the  Officers’  Con- 
ference Committee  for  1979  are  J. 
Mostyn  Davis,  MD,  chairman; 
Joseph  M.  Stowell,  MD,  board  rep- 
resentative; Paul  F.  Kase,  MD; 
William  D.  Lamberton,  MD;  Wal- 
lace G.  McCune,  MD;  and  David  L. 
Miller,  MD. 


tal,  arrived  at  the  house  and  de- 
tected a gas-like  odor.  Except  for 
the  senior  Ankabrandt  who  made 
the  call,  other  members  of  the  fam- 
ily were  found  lying  on  the  floor. 

Davis  said  he  opened  the  doors 
and  windows  and  called  the 
emergency  number  for  assistance. 
Ambulances  took  the  family  to 
Carlisle  Hospital,  where  blood 
tests  showed  their  levels  of  carbon 
monoxide  to  be  between  25  and  50 
percent.  They  were  released  later 
that  day. 

Firefighters  discovered  that 
Ankabrandt  apparently  closed  the 
flue  when  he  banked  the  furnace 
and  forgot  to  reopen  it. 


Governor  elect  Richard  L.  Thornburgh  met  with  PMS  representatives  last  August  when 
he  was  Candidate  Thornburgh  to  receive  a copy  of  and  discuss  the  Society's  position 
paper  on  Pennsylvania’s  health  care  needs  (see  PENNSYLVANIA  MEDICINE,  August 
1978).  Shown  with  him  above  at  the  meeting  at  the  William  Penn  Hotel,  Pittsburgh,  is 
Lawrence  D.  Ellis,  MD,  of  Pittsburgh,  who  was  a member  of  the  PMS  delegation. 

Physician’s  house  call  saves  5 lives 
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Insurance,  blood  acts  highlight  legislative  session 

R,  William  Alexander,  MD 


The  final  gavel  has  sounded  on  the 
1977-78  session  of  the  Pennsylvania 
General  Assembly  and  as  usual,  most 
bills  were  left  lying  about  the 
battlefield  in  various  stages  of  mutila- 
tion. Only  a handful  of  health-related 
bills  were  signed  into  law  by  the  gov- 
ernor. 

Insurance  act  passes 

The  Senate  concurred  in  the  House 
version  of  S-679,  the  Society -drafted 
bill  to  permit  professional  corpora- 
tions to  purchase  liability  insurance 
under  Act  111.  This  legislation,  signed 
by  the  governor  into  Act  320  of  1978, 
provides  that  professional  corpora- 
tions may  elect  coverage  "from  any  in- 
surer licensed  or  approved  by  the 
Commonwealth  or  the  Joint  Under- 
writing Association.”  If  the  corpora- 
tion chooses  the  basic  coverage,  it 
"shall  be  required  to  participate  in  and 
contribute  to  the  medical  professional 
liability  catastrophe  loss  fund.”  Cov- 
erage is  not  mandatory  for  corpora- 
tions under  this  act. 

Society  supports  cutback 

The  Society  supported  passage  of 
House  Bill  1934  which  cut  the  annual 
arbitration  assessment  for  physicians 
from  $50  to  $25  and  watched  with  in- 
terest as  the  legislature  revised  the 
Osteopathic  Practice  Act  to  make  it 
conform  to  the  Medical  Practice  Act  of 
1974. 

Assistants  receive  status 

Physicians’  assistants  in  Pennsyl- 
vania finally  achieved  legal  status 
when  the  legislature  passed  and  the 
governor  signed  Senate  Bill  586  into 
law.  The  measure  places  physicians’ 
assistants  under  the  jurisdiction  of  the 
State  Board  of  Medical  Education  and 
Licensure  and  permits  that  body  to 
write  rules  and  regulations  governing 
their  performance. 


Dr.  Alexander,  a radiologist  from 
Reading,  is  chairman  of  the  Society's 
council  on  legislation.  He  is  a member 

Blood  feud  ends 

The  great  American  blood  feud 
erupted  in  Pennsylvania  this  year 
when  a patient  in  Senator  Franklin 
Kury’s  27th  district,  who  had  blood 
bank  credits  in  his  home  area,  could 
not  transfer  those  credits  to  the  ter- 
tiary care  center  miles  away  where  he 
received  care.  When  negotiations  be- 
tween the  American  Red  Cross  and  the 
Association  of  Blood  Banks  failed, 
Senator  Kury  moved  forward  with  leg- 
islation. PMS  was  involved  in  the  ne- 
gotiation of  compromises  which  were 
acceptable  to  both  parties.  Act  200  of 
1978  establishes  reciprocity  among 
blood  banks.  It  says: 

1.  No  individual  shall  be  denied 
blood  or  blood  components  for  any  rea- 
son unrelated  to  the  medical  needs  if 
the  blood  or  blood  components  are  rea- 
sonably available. 

2.  An  individual  who  receives  blood 
or  blood  components  from  a facility 
charging  a non-replacement  fee  shall 
not  be  responsible  for  the  replacement 


of  the  Berks  County  Medical  Society 
and  the  Pennsylvania  delegation  to  the 
American  Medical  Association. 

of  the  blood  or  the  fee  if  a blood  bank 
offers  to,  and  within  seven  days  of  the 
offer,  is  able  to  replace  the  blood  or 
blood  components  so  received. 

3.  All  blood  banks  shall  agree  to  the 
reciprocal  exchange  of  blood  as  re- 
quired by  patient  needs  without  re- 
gard to  geographic  location  or  blood 
bank  affiliation. 

4.  Blood  components  shall  be  ex- 
changed on  a one-for-one  basis  and  a 
kind-for-kind  basis  unless  otherwise 
agreed  to  by  the  parties. 

5.  Effective  January  1,  1980,  any 
person  charging  a non-replacement 
fee  shall  establish  an  upper  limit  on 
that  fee  not  to  exceed  $1,000  per  indi- 
vidual per  period  of  hospitalization  or 
$1,500  per  individual  per  calendar 
year. 

Blue  Shield  Board  changes 

When  the  governor  signed  Act  211 
of  1978  he  ended  the  era  of  physician 
domination  of  the  Blue  Shield  Board. 
The  new  law  stipulates  that  at  no  time 
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shall  the  Blue  Shield  Board  be  less 
than  50  percent  subscribers.  The  law 
specifically  excludes  physicians  or 
their  spouses  as  "subscribers.”  In  light 
of  Federal  Trade  Commission  al- 
legations the  Society  took  no  position 
on  the  change  in  Blue  Shield  Board 
composition. 

Consumers  join  boards 

H-1702,  the  bill  to  add  consumers  to 
the  state’s  licensing  boards,  passed  the 
House  and  Senate  and  was  signed  by 
the  governor  into  Act  292  of  1978.  One 
more  consumer  will  be  added  to  the 
State  Board  of  Medical  Education  and 
Licensure. 

Samaritan  act  extended 

The  legislature  extended  the  scope 
of  the  Good  Samaritan  Act  when  it 
passed  House  Bill  1205  and  the  gover- 
nor signed  it  into  Act  12  of  1978.  Good 
Samaritans  now  include  cardiac  care 
units  of  volunteer  fire  companies  and 
lay  persons  with  proper  training  in 
CPR. 

Therapy  act  studied 

The  Society  watched  Act  H-1238 
very  closely  through  the  legislative 
process  to  be  sure  that  payments  for 
physical  therapy  under  sickness  and 
accident  insurance  contracts  would 
occur  only  when  the  therapy  was  pre- 
scribed by  a physician. 

Anti-fraud  fund  started 

House  Bill  2030,  which  became  Act 
8A  of  1978,  set  aside  $79,000  of  state 
money  to  be  joined  by  federal  match- 
ing funds  to  establish  a medicaid  anti- 
fraud program.  Its  targets  are  both 
providers  and  recipients  of  medicaid 
funds. 

Fee  control  maintained 

There  were  tense  moments  as  Sen- 


ate Bill  937  and  House  Bill  1528 
moved  through  the  legislature  estab- 
lishing a new  set  of  license  fees  for  all 
the  professions  and  occupations  under 
state  control.  Since  the  State  Board  of 
Medical  Education  and  Licensure  now 
has  the  power  to  set  its  own  fees,  it  was 
necessary  to  amend  this  bill  and  pre- 
serve that  right.  The  Society  efforts 
preserved  the  Board’s  ability  to  raise 
and  spend  its  own  money. 

Hospital  smoking  limited 

When  amendments  the  Society 
sought  were  added  to  Senate  Bill  168, 
the  Society  went  along  with  the  pro- 
posal which  calls  for  no  smoking  areas 
in  hospitals  designated  by  the  hospital 
administration. 

Health  bills  stranded 

Despite  this  record  of  achievement, 
more  than  60  pieces  of  health  legisla- 
tion were  left  stranded  in  the  legisla- 
tive process.  S-252,  which  would  lower 


the  drinking  age  to  19,  and  S-901  and 
H-1240,  which  would  permit  the  man- 
ufacture and  sale  of  laetrile,  were  pur- 
posely detained,  with  the  Society’s 
help. 

Looking  ahead 

High  on  the  list  of  bills  facing  the 
new  General  Assembly  is  the  question 
of  certificate  of  need.  The  federal 
health  planning  law  mandates  that 
states  have  an  acceptable  certificate  of 
need  statute  by  September  30,  1979. 

The  recent  ruling  of  the  Pennsylva- 
nia Supreme  Court  that  Act  111  is 
constitutional  will  lead  to  the  proposal 
of  additional  amendments  to  that 
piece  of  legislation. 

Recommended  for  reading  and 
study  by  each  PMS  member  is  the  So- 
ciety’s 1978  Position  Paper  with  em- 
phasis on  sixteen  areas  of  concern. 
Published  in  the  August  1978  issue  of 
Pennsylvania  Medicine,  the  paper  is 
the  basis  of  most  of  the  Society’s  legis- 
lative planning.  Copies  are  available 
on  request.  □ 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days’  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $32,000  or  more  a 
year,  depending  on  your  experience. 

For  more  information,  contact: 

Anthony  Twardziak 
P.O.  Box  946-Federal  Building 
Harrisburg,  PA  17108 
(717)  782-3985 
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Case  report 


Management  of  gastrointestinal  fistulae 

Elliott  M.  Badder,  MD 


Before  1970,  gastrointestinal  fis- 
tulization  was  a problem  of  great 
morbidity  and  high  mortality.  Until 
the  mid  1960s,  the  reported  death  rate 
from  such  fistulae  emanating  from  the 
stomach  to  distal  ileum  varied  from  23 
to  66  percent.1 

In  a classic  description  of  the  care 
and  management  of  fistulae  of  the  G.I. 
tract,  Edwards  et  al.,2  point  out  that 
the  addition  of  antibiotics  to  good 
methods  of  blood  and  fluid  administra- 
tion did  not  significantly  change  the 
known  high  mortality.  Inadequate 
nutrition  and  protein  loss  were  associ- 
ated with  marked  debility  and  high 
mortality  rates. 

The  development  of  parenteral 
methods  of  delivering  large  amounts 
of  calories  has  provided  a technique  to 
sustain  these  patients  through  periods 


Dr.  Badder  was  assistant  professor  of 
surgery  at  the  Pennsylvania  State  Uni- 
versity College  of  Medicine,  Hershey. 
He  now  holds  that  title  at  the  University 
of  Maryland. 


of  sepsis  and  protein  catabolism.  This 
point  is  emphasized  by  McFayden, 
Dudrick,  and  Ruberg,3  who  have  re- 
viewed the  recent  literature  and  noted 
the  reduced  mortality  and  high  inci- 
dence of  spontaneous  closures.  It  is 
clear  that  the  impaired  wound  healing 
of  protein-calorie  malnutrition  can  be 
reversed  by  total  parenteral  nutrition. 
The  ability  to  sustain  patients  for  pro- 
longed periods  has  led  to  improved 
surgical  results  because  patients  can 
undergo  surgery  at  the  appropriate 
time  in  a satisfactory  nutritional 
state. 

Case  reports 

Case  1.  A 72-year-old  woman  devel- 
oped duodenal  ulcer  symptoms  in 
1968.  In  1970  a Billroth  I hemigastrec- 
tomy  and  vagotomy  was  performed  at 
an  outside  hospital.  In  1974  she  devel- 
oped stenosis  of  her  gastric  outlet 
which  was  treated  by  gastrojejunos- 
tomy. By  1975  she  had  developed 
stenosis  of  her  new  ostomy. 

She  was  transferred  to  the  Hershey 
Medical  Center,  where  at  the  third  op- 
eration the  gastrojejunostomy  was  re- 
vised and  the  gastroduodenostomy 
taken  down.  This  procedure  was 
complicated  by  the  development  of 
an  infected  left  upper  quadrant 
hematoma  and  peritonitis.  A gas- 
trojejunocutaneous  fistula  followed 
drainage  of  this  collection.  She  was 
treated  with  antibiotics,  local  sump 
suction,  nasogastric  suction,  and  in- 
travenous hyperalimentation.  The  fis- 
tula closed  spontaneously  in  approxi- 
mately six  weeks  and  the  patient’s 
weight  was  maintained. 

Comment — Because  the  fistula  was 
localized  at  the  time  of  drainage  and 
could  be  controlled  with  suction  from 
the  free  peritoneal  cavity,  early  defi- 
nitive surgery  was  not  indicated.  The 
unobstructed  gastrojejunostomy  and 
normal  distal  small  bowel  permitted 
healing  and  closure  of  the  leak  while 


nutrition  was  provided  parenterally. 

Case  2.  A 17-year-old  white  male 
suffered  a motorcycle  accident  in 
March  1975  leading  to  a severe  right 
upper  quadrant  injury.  During  his 
first  operation  at  an  outside  hospital,  a 
duodenal  perforation  was  closed  and 
hemorrhage  controlled.  Ten  days  later 
he  was  transferred  to  the  Hershey 
Medical  Center  where  he  was  found  to 
have  bile  leakage  from  a right  upper 
quadrant  stab  wound;  sinogram  re- 
vealed a duodenal  leak. 

Because  he  had  peritonitis,  an  oper- 
ation was  performed  to  drain  the  right 
upper  quadrant.  The  common  bile  duct 
was  found  to  be  completely  transected. 
Biliary  diversion  was  performed  with 
a cholecystojejunostomy.  The  duo- 
denum was  closed  and  patched 
with  jejunal  serosa  and  a gastrostomy 
tube  was  passed  to  the  duodenum  for 
suction  proximal  to  the  fistula.  His 
course  was  complicated  by  a pelvic 
abscess  requiring  drainage,  but  the 
fistula  remained  closed. 

Comment — Early  definitive  therapy 
was  required  because  of  the  complete 
discontinuity  of  the  biliary  tree  asso- 
ciated with  generalized  peritonitis. 
Because  he  did  not  have  a persistent 
fistula  after  definitive  surgery,  the 
patient  did  not  need  intravenous 
hyperalimentation . 

Case  3.  A nine-year-old  boy  suffered 
a farm  injury  to  his  upper  abdomen. 
Lacerations  to  the  liver,  left  kidney, 
and  pylorus  were  repaired  during  ex- 
ploratory surgery  at  the  local  hospital. 
Fluid  drained  from  the  abdominal 
wound  postoperatively.  After  transfer 
to  the  Hershey  Medical  Center,  a 
sinogram  was  performed  and  demon- 
strated a peripancreatic  collection  in 
the  pancreatic  duct.  The  patient  was 
treated  expectantly  with  attention  to 
skin  care.  The  fistula  closed  sponta- 
neously in  two  weeks. 

Comment — Pancreatic  ductal  inju- 
ries in  an  unobstructed  pancreas  tend 
to  heal  spontaneously.  Wound  care 
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may  be  an  important  component  of 
therapy  to  prevent  skin  digestion  and 
maceration. 

Case  4.  A 69-year-old  woman 
underwent  hysterectomy  in  1956. 
Postoperatively  she  developed  a ven- 
tral hernia.  During  the  1960s  multiple 
attempts  at  hernia  repair  failed.  In 
1971  a ventral  hemiorrhapy  and  lysis 
of  adhesions  were  performed.  Post- 
operatively a wound  dehiscence  and 
small  bowel  fistula  developed.  She  was 
transferred  to  the  Hershey  Medical 
Center  in  a severely  dehydrated  and 
depleted  condition.  Potassium  was  1.5 
MEQ/L.  She  was  treated  with  wound 
care,  hyperalimentation,  nasogastric 
suction,  antibiotics,  and  hydration. 
Intra-abdominal  abscesses  were 
drained  twice.  The  patient  developed 
recurrent  sepsis  and  renal  failure.  The 
intravenous  hyperalimentation  was 
complicated  by  Candida  sepsis.  It  was 
no  longer  possible  to  continue  in- 
travenous hyperalimentation  sec- 
ondary to  Candida.  An  operative  at- 
tempt to  close  the  fistula  failed  and  the 
patient  expired  from  malnutrition  and 
sepsis. 

Comment — Not  all  patients  with  fis- 
tulae  can  be  managed  successfully  by 
means  of  intravenous  feeding.  Sepsis 
is  still  a significant  problem  and  a 
leading  cause  of  death  despite  appro- 
priate use  of  antibiotics. 

Discussion 

The  etiology  of  gastrointestinal  fis- 
tulae  varies,  but  surgical  complica- 
tions are  probably  the  most  common 
source.  Careful  attention  to  technical 
details  and  awareness  of  local  blood 
supply  will  prevent  some  patients 
from  developing  anastomotic  break- 
down. Unrecognized  injuries  to  the 
bowel  and  erosiorr  of  bowel  across  re- 
tention sutures  represent  commonly 
reported  causes  of  fistulization.  Occa- 
sionally planned  flstulae  from  surgi- 
cally placed  tubes,  as  in  a difficult 


duodenal  stump,  may  fail  to  heal. 
Other  causes  of  small  bowel  fistulae 
include  erosion  of  intra-abdominal 
abscesses  into  the  gut,  foreign  bodies, 
irradiation,  and  erosion  secondary  to 
carcinoma. 

These  difficult  management  prob- 
lems require  close  attention  to  several 
aspects  of  care.  Hydration  and  elec- 
trolyte balance  should  be  maintained. 
All  drainage  should  be  measured  and 
electrolyte  content  determined.  Fluids 
should  be  replaced  and  daily  require- 
ments of  water  and  salt  added.  Blood 
should  be  given  as  needed  and  albu- 
min added  if  protein  levels  are  low.  If 
possible,  the  fistula  losses  can  be  re- 
placed into  the  distal  gastrointestinal 
tract. 

Therapy 

Planning  the  appropriate  therapy 
requires  knowledge  of  the  state  of  the 
bowel  leak.  If  a defect  occurs  with  free 
peritonitis  or  abscess,  the  situation 
mandates  early  or  immediate  opera- 
tive exploration.  An  established  fis- 
tula without  free  peritoneal  contami- 
nation can  be  managed  in  conserva- 
tive fashion  for  a period  of  time  to  de- 
termine if  spontaneous  closure  is  pos- 
sible or  likely.  Only  after  two  or  three 
weeks — when  medical  therapy  with 
bowel  rest  by  nasogastric  suction, 
local  sump  suction  on  wound  tract,  and 
adequate  nutritional  support  seem  to 
be  failing — is  operation  indicated  or 
necessary. 

The  prognosis  for  fistula  closure  is 
affected  by  many  factors.  The  volume 
of  drainage  seems  to  be  important. 
Low  output  fistulae  with  less  than 
150-200  cc  daily  are  more  likely  to 
heal  spontaneously.  Conversely,  high 
output  fistulae  are  both  more  difficult 
to  manage  and  carry  a higher  morbid- 
ity and  mortality  rate.  The  level  of  the 
gut  is  also  important  as  more  proximal 
fistulae  also  are  less  likely  to  heal. 
Other  factors  which  decrease  the 


chance  of  spontaneous  closure  include 
carcinoma,  distal  obstruction,  Crohn’s 
disease,  the  presence  of  a foreign  body, 
and  uncontrolled  infection  or  abscess. 

The  skin  must  be  protected  from 
erosion  by  digestive  enzymes.  Stoma 
bags  with  karaya  seal  are  helpful. 
Sump  suction  has  been  the  main 
method  to  protect  the  skin.  Occasion- 
ally a circular  electric  bed  to  allow 
gravity  drainage  is  a useful  adjunct. 

The  patients’  improved  nutritional 
status  has  been  the  key  to  the  recently 
diminished  mortality  and  morbidity 
from  gastrointestinal  fistulae.  Central 
venous  alimentation  has  altered  sig- 
nificantly the  expected  course  as  pa- 
tients can  tolerate  delay  and  proper 
timing  in  therapy  without  suffering 
more  protein-calorie  malnutrition. 

The  central  venous  approach  is  not 
always  effective.  The  last  case 
presentation  illustrates  that  adequate 
central  alimentation  is  not  always 
possible.  As  demonstrated  nicely  by 
Ryan  et  al.,4  the  reasons  for  discontin- 
uing the  central  catheter  often  are  not 
for  completion  of  the  intended  ther- 
apy but  for  some  real  or  suspected 
catheter  complication.  The  possibility 
of  infusing  adequate  calories  by  10 
percent  lipid  emulsion  may  resolve 
some  of  these  difficulties. 

Conclusions 

In  summary,  a step  by  step  approach 
to  therapy  as  advocated  by  Sheldon  et 
al.,1  seems  appropriate.  The  initial 
phase  of  treatment  should  be  devoted 
to  hydration  and  blood  replacement 
with  electrolyte  correction.  Any  closed 
abscesses  must  be  drained.  Cultures  of 
blood  and  wounds  should  be  obtained 
and  proper  antibiotics  started.  Simul- 
taneously skin  care  should  be  insti- 
tuted and  all  drainage  measured  with 
electrolyte  determinations  in  the 
fluid. 

Parenteral  alimentation  should  be 
started  after  sepsis  has  been  con- 
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Continuing  Education  Programs 

1978-1979 

Institute  for  Medical  Education  and  Research 

Geisinger  Medical  Center 

Advances  in  Clinical  Practice  - 1979 

11th  Annual  Special  Child  Conference 

Saturday,  Sunday,  February  10,  11,  1979 

Saturday,  May  5,  1979 

9 a.m.  to  5 p.m.  Tuition  $105 

9 a.m.  to  1p.m.  Tuition:  $15 

Office  Treatment  for  Common  Problems  in  Otolaryngology 

Common  Problems  in  Allergy  & Immunology 

Wednesday  March  7,  1979 

Wednesday,  May  16,  1979 

9 a.m.  to  5 p.m.  Tuition:  $40 

9 a.m.  to  5 p.m.  Tuition:  $40 

Endocrine  Disorders  of  Pituitary,  Pancreas  & Parathyroid 

Adult  Congenital  Heart  Disease 

Wednesday,  March  21,  1979 

Wednesday,  June  6,  1979 

9 a.m.  to  5 p.m.  Tuition:  $40 

9 a.m.  to  5 p.m.  Tuition:  $40 

Current  Topics  in  Surgery 

Internal  Medicine-Pocono  Course  - 1979 

Wednesday,  April  4,  1979 

August  8-12,  1979 

9 a.m.  to  5 p.m.  Tuition:  $40 

Advances  in  Dermatology  for  the  Practitioner 

Wednesday,  April  18,  1979 

At  Pocono-Hershey 

1 p.m.  to  5 p.m.  Tuition:  $25 

As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger 

Topics  in  Ophthalmology 

Medical  Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in 

Saturday,  April  21,  1979 

Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical 

9 a.m.  to  1 p.m.  Tuition:  $25 

Association.  (Refer  to  each  program  — full  day  - 7 hours  credit  and  Vi  day  - 4 

Endocrine  Disturbances  of  Thyroid,  Adrenals  & Gonads 

hours  credit). 

Wednesday,  May  2,  1979 

For  further  information  write  to: 

9 a.m.  to  5 p.m.  Tuition:  $40 

Millie  K.  Fleetwood,  Ph.Q. 
Geisinger  Medical  Center 
Danville,  Pennsylvania  17821 
or  telephone  (717)  275-6333 

trolled.  A goal  of  3000-4000  calories 
daily  seems  to  work  well.  Blood  sugar 
should  be  monitored  closely  and  uri- 
nary sugar  checked  frequently.  As 
mentioned  the  clinical  introduction  of 
a 10  percent  lipid  emulsion  may  make 
possible  the  delivery  of  adequate  calo- 
ries via  a peripheral  vein.  This  mate- 
rial may  help  avoid  the  complications 
of  central  alimentation. 

At  this  point  careful  delineation  of 
the  fistula  is  possible  with  appropriate 
contrast  x-rays  such  as  upper  and 
lower  gastrointestinal  series.  All 
tracts  should  have  contrast  injected 
and  sinograms  obtained.  Occasionally 
it  is  not  clear  whether  drainage  is  fis- 
tulous in  origin;  oral  charcoal  may  be 
helpful. 

Once  the  tracts  are  defined,  nutri- 


tional delivery  often  may  be  modified 
to  enteral  techniques.  It  may  be  possi- 
ble to  catheterize  the  bowel  beyond  the 
level  of  the  fistula  and  infuse  the 
drainage  into  the  distal  gastrointesti- 
nal tract. 

Operative  therapy  has  not  changed 
much  since  the  1950  article  by  Harbi- 
son5  in  which  he  points  out  that  exclu- 
sion or  resection  procedures  work  best. 
Simple  oversewing  of  the  fistula  is 
often  followed  by  breakdown.  It  is  best 
to  operate  in  noninvolved  areas  and 
through  normal  skin  when  possible. 

Antibiotics  are  probably  a useful 
adjunct  to  most  operative  procedures 
to  control  blood  stream  seeding  of  any 
persistent  foci  of  bacteria.  The  need  for 
operation  seems  to  be  diminished  as 
these  patients  can  be  maintained  for 


prolonged  periods  of  parenteral 
alimentation.6  More  important,  ade- 
quate nutritional  support  allows  sur- 
gical intervention  in  a well-nourished 
stable  patient  with  appropriate  selec- 
tion of  timing  and  expectations  of 
normal  wound  healing.  □ 
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Obtain  the  HUD  property  report  from  the  developer  and  read  it  before  signing  anything.  HUD  neither  approves  the  merits  of 
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Before 

you  decide  on 
your  place  in  the  sun, 
consider 

Palm  Coast,  Florida. 


Legal  counsel  reports 


Court  decision  expands  mental  suffering  recovery 

Fred  Speaker,  Esq. 


A decision  that  apparently  expands 
the  ability  to  recover  for  mental  suffer- 
ing recently  was  handed  down  by  a 
federal  appeals  court,  and  it  should  be 
of  interest  to  the  medical  profession. 

In  the  case  of  Plummer  et  al.  v. 
United  States  of  America,  the  United 
States  Court  of  Appeals  for  the  Third 
Circuit  decided  a case  on  May  28, 1978 
involving  the  claims  of  eight  prisoners 
of  a federal  penitentiary  for  mental 
suffering  as  a result  of  their  infection 
with  tuberculosis.  The  trial  court,  act- 
ing without  a jury,  concluded  that  re- 
covery was  not  allowable  under  Penn- 
sylvania law;  the  appellate  court  re- 
versed. 

The  plaintiffs  had  been  quartered 
near  an  inmate  who,  on  a routine 
physical  examination  upon  arrival, 
was  found  to  have  "old,  healed  lesions 
on  his  left  lung.”  The  following  year 
the  prison  physician  had  diagnosed 
the  inmate’s  cough  as  bronchitis  and 
ordered  him  returned  to  the  prison 
population  with  a prescription  for 
antibiotics.  Within  three  months  it 
was  determined  that  he  was  suffering 
from  tuberculosis  and  he  was  hospi- 
talized. 

Skin  tests  were  then  ordered  for  in- 
mates who  had  been  in  contact  with 
the  hospitalized  inmate,  and  the 
plaintiffs  were  found  to  have  been  in- 
fected with  dormant  tubercle  bacilli, 
which  caused  no  symptoms  but  could 
later  develop  into  tuberculosis. 

In  1970  the  Pennsylvania  Supreme 
Court  had  changed  the  earlier  position 
that  recovery  for  negligence  could  be 
obtained  only  upon  physicial  impact  or 
injury,  ruling  that  a father  who  suf- 
fered a heart  attack  upon  witnessing 
his  son  being  struck  by  an  automobile 
could  recover  damages.1  Thus,  after 
that  decision  and  another  issued  that 
same  year,2  there  could  be  recovery 
without  impact  if  the  plaintiff  actually 


Mr  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society's  legal 
counsel. 


feared  impact  or  the  mental  distress 
was  wantonly  or  intentionally  in- 
flicted. 

In  the  Plummer  case,  the  federal 
appeals  court  ruled  that: 

. . . the  "impact”  of  the  tubercle 
bacilli  which  infected  the  bodies  of 
the  plaintiffs  constitutes  a suffi- 
cient physical  nexus  to  allow 
compensation  for  the  mental 
affliction  of  the  plaintiffs. 

Admittedly,  the  "impact”  of  a 


tubercle  bacillus  does  not  entail 
the  palpable  physical  shock  of  a 
highway  collision.  But  Pennsyl- 
vania cases  have  not  required 
forceful  physical  contact  to  meet 
the  strictures  of  the  "impact”  test. 
Thus  there  was  liability  for  the 
mental  suffering  that  resulted  from 
the  infection. 


1.1  Niederman  v.  Brodsky,  436  Pa.  401  (1970). 

2.1  Papieves  v.  Lawrence,  437  Pa.  373  (1970). 


Preventive  Medicine:  A Focus  on 
Smoking  and  Nutrition 
Hershey  Medical  Center 
March  31,  1979  — 9-4p.m. 

Open  to  physicians,  medical  students  and  others. 

The  Student  Nutrition  Committee  of  the  American  Medical 
Students'  Association  and  the  American  Heart  Association  is 
offering  an  accredited  course  in  preventive  medicine.  Speak- 
ers and  their  topics  in  the  order  of  presentation  include: 

Registration  and  Coffee  8:30  a m. 


Edward  B.  Schwenk 
Class  of  1981 


Introduction:  The  Challenge 
of  Prevention 


QC 

I- 
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Robert  Zelis,  MD 
Chief  of  Cardiology, 
Department  of  Medicine 


Atherosclerosis  and  its 
Prevention 


Graham  H.  Jeffries,  MD 
Chairman, 

Department  of  Medicine 


Nutrition  and  Cancers  of 
the  Colon  and  Breast 


Johanna  G.  Moskowitz,  MD 
Chief  Resident, 
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Pain  control 


Clinical  evaluation  of  biofeedback  relaxation  training 


Alfred  Tung,  MD 
Douglas  DeGood,  PhD 
Ruben  Tenicela,  MD 

Introduction 

Pain  is  not  simply  a function  of  the 
amount  of  physical  damage.  Expecta- 
tion, suggestion,  anxiety  level,  com- 
peting sensory  and  psychological 
stimuli,  attention,  and  other  psycho- 
logical variables  influence  perceived 
pain.  Therefore,  psychological  tech- 
niques emphasizing  attentional  and 
physiological  self-regulation,  which 
can  have  a distinct  effect  on  the  cogni- 
tive and  physiological  basis  of  emo- 
tionality, should  be  useful  also  as  pain 
control  techniques. 

Biofeedback  refers  to  a technique 
which  places  an  organism  in  a closed 
feedback  loop.  Using  instruments  in- 
formation concerning  one  or  more  bod- 
ily processes  (e.g.  heart  functioning, 
brain  waves,  blood  pressure,  muscle 
tension,  localized  skin  temperature, 
etc.)  is  continually  made  known  to  the 
subject  usually  via  a visual  or  auditory 
"feedback”  signal.1  During  the  feed- 
back training,  the  subject  attempts  to 
alter  the  signal  in  a designated  direc- 
tion by  making  the  desired  changes  iri 
the  target  organ  system. 

Method 

Subjects.  Fifty -four  outpatients,  31 
females  and  23  males,  ranging  in  age 
from  15  to  63  (mean  age — 36.8)  par- 
ticipated in  the  relaxation  program  for 
pain  control.  Nearly  two-thirds  of  the 
patients  complained  of  headaches,  ap- 
proximately half  of  which  were  mus- 
cular tension  in  nature.  The  others 
were  vascular  or  both  vascular  and 
tension.  From  the  remaining  third  of 
the  patients,  nine  complained  of  gas- 
trointestinal pain  (four  had  a positive 
ulcer  history),  five  had  chronic  neck  or 
shoulder  pain,  seven  had  chronic 
lower  back  pain,  and  four  had  multiple 
limb  and  joint  pain  (two  of  which  were 
arthritic  in  origin).  All  subjects  were 
seen  as  outpatients.  There  was  great 
diversity  in  age,  chronicity,  and  dis- 


ruption of  life  style. 

Procedure.  After  determining  the 
suitability  of  a patient  for  the  pro- 
gram, we  carefully  explained  the  pro- 
cedure and  provided  a detailed  written 
handout  on  the  technique.  This  criti- 
cal stage  encouraged  the  patient  to 
view  himself  as  an  active  participant 
in  an  educational  experience  rather 
than  as  a passive  recipient  of  an  exter- 
nally administered  treatment. 

In  the  first  session,  we  took  base  line 
physiological  recordings  including  30 
minutes  of  resting  frontales  EMG 
(muscle  tension),  heart  rate,  finger 
temperature  and  skin  conductance. 
These  data  were  compared  against 
recordings  taken  in  later  sesssions. 
We  began  progressive-muscle  relax- 
ation (PMR)  instructions  at  the  second 
session.  This  concrete  set  of  cognitive 
instructions  helped  the  patient  in  his 
relaxation  efforts.  The  PMR  in- 
structions tried  to  give  the  patient  a 
better  sense  of  his  goals  during  the 
subsequent  biofeedback  training.  At 
the  next  session,  the  patient  normally 
began  with  EMG  biofeedback  training 
from  electrodes  located  on  the  fron- 
talis muscles.  Electrodes  at  this  site 
respond  to  muscle  tension  in  the  scalp, 
jaw,  and  upper  neck  areas  as  well  as 
the  forehead,  particularly  when  a wide 
frequency  range  electrical  bandwidth 
is  used.  For  the  patient  who  also 
showed  the  cold  hand  syndrome,  hand 
warming  training  was  normally  in- 
terspersed with  the  EMG  training — 
likewise,  heart  rate  and/or  skin  con- 
ductance, when  these  parameters  ex- 


Dr. Tung  is  associate  director  of  the 
pain  control  clinic  and  assistant  pro- 
fessor of  anesthesiology  at  the  Univer- 
sity of  Pittsburgh  School  of  Medicine. 
Dr.  DeGood  was  assistant  professor  of 
psychology  at  the  university  when  this 
paper  was  written.  He  is  now  associate 
professor  of  psychology  at  Auburn 
University.  Dr.  Tenicela  is  director  of 
the  pain  control  clinic  and  professor  of 
clinical  anesthesiology  at  Pittsburgh. 


ceeded  normal  limits. 

Around  the  midpoint  of  the  eight 
training  session  series,  we  presented  a 
simple  set  of  cognitive  control  exer- 
cises to  the  patient.  We  instructed  him 
to  practice  a slow,  regular,  abdominal 
breathing  pattern.  Once  the  poly- 
graph tracings  indicated  that  the 
breathing  pattern  had  been  suc- 
cessfully mastered,  we  asked  the  pa- 
tient to  continue  to  focus  on  the 
breathing  and  to  mentally  repeat  the 
word  "relax”  with  each  exhalation. 
Focusing  on  respiration  and  mental 
repetition  of  a word  can  serve  as  an 
anxiety-reducing  attention  control 
device  similar  to  the  procedures  com- 
monly used  in  meditation  training. 
We  particularly  hoped  that  the  word 
"relax”  would  begin  to  serve  as  a con- 
ditioned stimulus  which  the  patient 
could  use  to  elicit  his  newly  learned 
"relaxation  response.”2  Such  a medit- 
ational  cue  is  critical  if  the  patient  is 
to  leave  the  training  with  a skill  which 
can  be  used  to  counteract  pain  and 
stress  in  real  world  situations.  A third 
related  exercise,  "covert  cognitive  re- 
hearsal,” required  the  patient  to  imag- 
ine himself  in  a situation  where  he 
was  experiencing  his  pain.  After 
achieving  this  visual  image  he  was  en- 
couraged to  imagine  further  that  he 
could  control  the  pain  by  eliciting  the 
relaxation  response. 

Throughout  the  series,  we  in- 
structed the  patient  to  practice  relax- 
ation at  home  in  a quiet  comfortable 
setting  for  a minimum  of  20  minutes 
per  day.  In  some  cases,  we  provided 
cassette  tapes  with  PMR  and  au- 
togenic training  exercises.  These 
exercises  were  to  be  practiced  at  home, 
too. 

Results.  Table  1 summarizes  our  re- 
sults with  the  mixed  group  of  54  pa- 
tients. In  most  cases  improvement  was 
determined  from  the  daily  self- 
monitor records  which  provided  rat- 
ings of  general  tension/anxiety,  pain, 
and  situational  pressure  at  regular 
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intervals.  The  patient  completed 
monitor  sheets  for  one  or  two  weeks 
prior  to  treatment  onset,  during  the 
course  of  training,  and  for  several 
additional  weeks  following  training. 

As  a group,  these  patients  were 
above  average  in  muscle  tension  and 
demonstrated  a decline  to  near  normal 
levels  over  the  course  of  the  training 
program.  Other  physiological  indices 
varied  significantly  from  subject  to 
subject  and  we  hesitate  to  make  any 
further  general  conclusions. 

Discussion 

Given  the  relative  chronicity  and 
history  of  unsuccessful  previous  treat- 
ment, the  relaxation  program  was 
highly  successful  for  many  of  the  pa- 
tients. Ths  success  rate  with  vascular 
headache  patients  was  somewhat  less 
than  the  80  percent  originally  re- 
ported in  the  Menninger  group 
studies.3  The  long  term  maintenance 
of  improvement  beyond  the  six  week 
follow-up  is  unknown.  This  area  re- 
quires additional  exploration,  particu- 
larly using  alternative  feedback  pro- 
cedures such  as  pulse  wave  amplitude 
which  may  be  more  directly  related  to 
the  physiopathology  of  vascular  head- 
aches than  are  EMG  or  temperature 
training. 

The  group  of  patients  participating 
in  this  study  was  younger  and  better 
educated  than  the  general  population 
in  a pain  clinic.  Many  patients  were 
functioning  adequately  in  the  home  or 
work  situation  and  few  were  receiving 
compensation.  Whether  the  present 
results  could  be  duplicated  with  a 
group  with  a different  set  of  popula- 
tion parameters  is  questionable.  Nev- 
ertheless, for  most  individuals  we  feel 
that  such  training  can  increase  an  in- 
dividual’s sense  of  self-control  and  en- 
hance awareness  of  one’s  personal  role 
in  health  maintenance.  Acquiring 
such  attitudes  and  skills  could  benefit 
an  individual  by  preventing  stress  re- 
lated disorders.  In  this  regard,  we  dis- 


TABLE 1 


Results  after  Biofeedback-based  Relaxation  Training 


No.  of 

Greatly 

Somewhat 

Success 

No 

Pain  Distribution 

patients 

improved 

improved 

rate 

change 

(percent) 

(percent) 

(percent) 

(percent) 

Tension  headaches 

14 

10  (71) 

3 (21) 

92 

1 (8) 

Vascular  headaches 

15 

6 (40) 

4 (26) 

66 

5 (33) 

Gastrointestinal  pain 

9 

4 (44) 

5 (56) 

100 

0 (0) 

Shoulder  and  neck  pain 

5 

2 (40) 

2 (40) 

80 

1 (20) 

Chronic  back  pain 

7 

0 (00) 

3 (43) 

43 

4 (57) 

Others 

125) 

_2  1M 

75 

_J  125) 

Total 

54 

23  (44) 

19  (37) 

(81) 

12  (22) 

covered  that  many  individuals  seek- 
ing relaxation  treatment  are  prone  to 
take  interest  in  exercise  and  diet  con- 
trol. Drinking  and  smoking  habits  are 
also  common  health  related  behaviors 
with  these  individuals. 

Within  this  group  of  patients  sev- 
eral individual  difference  factors  ap- 
peared to  be  related  to  outcome  suc- 
cess. These  included: 

1. Age.  Younger  patients  demon- 
strated a more  favorable  out- 
come. This  finding  may  be  ex- 
plained by  considering  that 
younger  patients  were  in  better 
general  health,  had  their  pain  for 
a shorter  period  of  time,  and 
usually  had  experienced  a lesser 
disruption  of  life  style. 

2.  Motivation.  Hope,  belief,  and  ex- 
pectancy of  improvement  are  in- 
volved in  motivational  differ- 
ences. Other  factors  included  ef- 
forts to  practice  regularly  at  home 
to  maintain  self-monitoring 
records.  Finally,  a self-control 
orientation,  seen  in  an  awareness 
of  one’s  own  role  in  the  treatment, 
was  a major  part  of  the  motiva- 
tional picture. 

3.  General  functioning.  A working, 
socially  active  patient  was  more 
likely  to  improve  than  one  whose 
lifestyle  had  been  more  drasti- 
cally disrupted.  Headache  pa- 
tients are  most  frequently  in  the 
former  category  and  chronic  back 


pain  syndrome  patients,  in  the 
latter. 

4.  Type  of  pain.  Discontinuous  pain 
was  clearly  more  responsive  than 
continuous.  The  patient  with  dis- 
continuous pain  has  current  ex- 
perience without  pain;  the  pa- 
tient in  continuous  pain  cannot 
imagine  being  without  discom- 
fort. The  physiopathology  of  dis- 
continuous pain  such  as  headache 
seems  more  amendable  to  self- 
regulation than  the  conditions 
producing  the  continuous  pain  of 
chronic  backache. 

5.  Drug  use.  Dependence  on  any  of  a 
wide  range  of  drugs  can  compli- 
cate the  patient’s  learning  the 
self-regulatory  skills. 

6.  Therapist’ s skill.  The  skills  of 
both  professionals  and  parapro- 
fessional  working  with  the  pa- 
tient can  vary  in  ability  to  em- 
pathize, understand,  moti- 
vate,and  cajole.  Thus  some  indi- 
vidual therapists  will  be  more 
successful  in  using  this  particular 
technique  than  others. 
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Physicians  travel  to  review  health  care  systems 

Robert  Poole  III,  MD 
William  J.  Kelly,  MD 


Not  many  years  ago  President 
Dwight  D.  Eisenhower  made  the 
simple  observation  that  "people  can 
usually  get  along  with  each  other; 
governments  often  can  not.”  To  elabo- 
rate, he  explained  that  when  persons 
with  similar  interests  are  brought  to- 
gether, friendly  dialogue  usually  oc- 
curs, regardless  of  color  or  language 
differences.  In  a first-hand  way  our 
medical-dental  group  has  experienced 
the  truth  inherent  in  this  statement. 

Based  on  Ike’s  conviction  that  such 
meetings  will  abolish  mistrust  rooted 
in  falsehood  and  promote  interna- 
tional understanding  based  on  truth, 
People  to  People  International,  head- 
quartered in  Kansas  City,  Missouri, 
has  promoted  the  organization  of  var- 
ied delegations  since  1951. 

Our  group,  assembled  by  William 
Kelly,  MD,  Pittsburgh,  had  diverse 
ages,  medical  specialties,  and 
backgrounds.  Our  main  objective  was 
to  evaluate  and  review  the  health  care 
delivery  systems  in  a middle-class, 
socialized  state,  a relatively  poor  but 
moving  socialized  nation,  and  a 
freedom-loving,  affluent  country.  We 
especially  considered  quality  of  care 
and  physician  and  patient  complaints. 


Medicine  is  not  practiced  in  a vac- 
uum. Systems  of  health  care  delivery 
can  be  understood  best  by  knowing 
their  historical,  social,  and  cultural 
context.  Our  group  of  Pennsylvania 
physicians  was  privileged  to  compare 
medical  practices  and  problems  in 
Sweden,  Russia  and  Switzerland. 

We  spent  much  of  the  tour  indulging 
in  foot  broadening  sightseeing,  reck- 
less female-inspired  shopping,  medi- 
cally unsound  overeating,  riding  the 
Moscow  Metro  or  hydrofoiling  on  the 
Gulf  of  Finland.  But  the  highlights 
were  the  intimate  special  dinners  with 
physicians  of  other  nations.  These  oc- 
casions led  us  to  our  insights. 

Sweden 

Sweden,  Europe’s  fifth  largest  coun- 
try, was  our  first  stop.  Most  of  the  pop- 
ulation lives  in  the  southern  two- 
thirds  of  the  area.  The  majority  of 
Swedes  are  of  uniform  ethnic  and  ra- 
cial origin.  Voters  are  divided  among 
five  political  parties;  they  elect  offi- 
cials for  each  community,  county,  and 
federal  (unicameral)  level  of  govern- 
ment. The  people  are  proud  of  their 
ancient  monarchy. 

A social  welfare  system  provides 


cradle  to  grave  security.  Education, 
health  care,  disability  income,  and  re- 
tirement benefits  are  provided  by  the 
government.  Gross  incomes  are  rela- 
tively equitable  but  high  income  taxes 
on  employer  and  employe  as  well  as 
sales  tax  (90  percent  on  alcohol)  have 
produced  a nation  of  the  middle  class 
with  the  narrowest  spread  of  income  in 
the  world.  The  system  has  aptly  been 
described  as  a "take  and  give” 
economy  yet  the  benefits  are  referred 
to  as  "free.” 

At  Upsala,  Sweden’s  religious 
center,  we  toured  the  castle,  the  ca- 
thedral, the  oldest  university  (1477) 
and  the  home  of  the  botanist  Lin- 
naeus. Our  physical  efforts  were  re- 
warded by  an  authentic  Swedish 
smorgasbord  and  a visit  to  the  old 
restored  town  of  Sigtuna,  "Sweden’s 
Williamsburg.” 

In  Stockholm  we  toured  the  Nobel 
Auditorium  where  the  open  air  mar- 
ket flourishes  each  working  day;  City 
Hall  where  the  Nobel  dinner  and  ball 
are  conducted;  and  Wasa,  the  Swedish 
warship  raised  in  1960  after  333  years 
of  submersion  in  the  harbor.  We  also 
took  a boat  trip  to  the  Queen’s  Palace 
at  Drottingholm,  the  old  fortress  city 
with  its  majestic  cathedral. 

Inevitably  we  used  our  free  time  for 
shopping,  unguided  exploration,  and 
hastily  arranged  parties  within  the 
group.  At  the  Stallmastaregarden, 
Stockholm’s  300  year  old  restaurant, 
we  entertained  a group  of  physicians, 
administrators,  and  information  sec- 
retaries. This  occasion  gave  us  the  op- 
portunity to  acquire  valuable  infor- 
mation, deepen  our  understanding  of 
the  people  and  solidify  young 
friendships. 

Through  careful  planning  we  were 
able  to  visit  and  tour  three  hospitals  in 
Sweden:  the  Upsala  University  dis- 
trict hospital;  the  Karolinska  district 
hospital  of  Stockholm;  and  the 
Sodersjukhuset,  a large  regional  hos- 
pital on  Stockholm’s  southern  island. 

In  general  Swedish  hospitals  seem 
to  be  of  high  quality  and  their  creden- 
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Dr.  William  J.  Kelly,  left,  tour  host,  chats  with  James  Doty,  president  of  People  to  People 
International,  tour  organizer. 
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Members  of  the  travel  delegation  inspect  minor  surgical  facilities  at  a polyclinic  in  the 
Soviet  Union. 


tialing  may  be  more  rigid  than  ours. 
Socialized  medicine  is  mediated 
through  private  offices  but  hospital- 
based  physicians  are  separately  em- 
ployed and  patients  must  be  trans- 
ferred from  one  to  the  other. 

Swedish  physicians  are  weakly  or- 
ganized and  negotiate  with  the  gov- 
ernment through  the  National 
Academic  Central  Organization 
(NACO).  Their  work  week  is  35-40 
hours  and  they  are  unavailable  when 
off  duty.  One  of  their  most  frequent 
complaints  is  the  degree  to  which  hos- 
pital boards,  dominated  by  state  and 
local  government  appointees,  disre- 
gard them  in  health  matters. 

Patient  complaints  in  Sweden  gen- 
erally include  impersonal  medical 
care,  insufficient  primary  physicians 
(particularly  rural),  and  long  waits  for 
management  of  elective  problems. 
"Family  practice”  and  "personal 
physician”  are  weak  concepts. 

Sweden’s  health  care  personnel 
have  few  economic  complaints.  After 
conversion,  income  before  taxes  can  be 
understood  by  the  following  gen- 
eralities: medical  school  department 
chief  may  earn  $38,500  to  44,500  (174 
to  200,000  K.);  a young  physician  just 
starting,  $24,800  to  27,000  (112  to 
122,000  K.);  and  a nurse,  $11,300  to 


Dr.  Poole,  West  Chester,  has  recently 
completed  a term  as  chairman  of  the 
Society's  Council  on  Membership  Ser- 
vices and  currently  is  serving  on  the 
Council  on  Health  Planning  and 
Facilities.  Dr.  Kelly,  Pittsburgh,  is  a 
former  president  of  the  Pennsylvania 
Medical  Society.  Other  Pennsylvania 
doctors  who  participated  in  the  travel 
program  with  their  spouses  are  George 
E.  Farrar  Jr.,  Wilbur  E.  Flannery, 
Raymond  C.  Grandon,  Carol  N. 
Maurer,  Ralph  K.  Shields,  Joseph  M. 
Stowell,  Harold  R.  Cottle,  John  T. 
McGeehan,  and  Leonard  G.  Dzuro.  Dr. 
Richard  C.  Lyons,  Erie,  former  chair- 
man of  the  State  Board  of  Medical  Ed- 
ucation and  Licensure,  participated  in 
the  tour  of  the  Soviet  Union. 
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12,600  (51  to  57,000  K.).  Salary  ad- 
vances are  based  on  seniority  and  all 
specialties  are  compensated  equal- 
ly— i.e.  the  psychiatrist  and  sur- 
geon of  equal  seniority  are  paid  the 
same.  Swedish  students  are  salaried. 
Physicians  retire  at  65  with  an  income 
65  percent  of  their  best  15  year  work 
experience. 

In  Sweden  people  are  charged  min- 
imally for  services  rendered  to  avoid 
overutilization: 

Outpatient  care — $4  per  visit  for  the 
first  15  visits 
Hospital  care — $6  per  day 
Doctor’s  office — $6  per  visit 
Dentist — 50  percent  of  first  $200;  25 
percent  above 

Each  prescription — $5  or  less 
Historically  Sweden  has  been  char- 
acterized by  high  suicide  and  al- 
coholism rates,  and  liberal  sexual  at- 
titudes. The  citizens  may  seem  free, 
happy,  and  friendly,  but  news  reports 
suggest  that  boredom  plagues  them. 
They  most  often  complained  about 
high  taxes,  the  desire  for  bigger  and 
better  benefits  and  the  laziness  inher- 
ent in  the  cradle  to  grave  "social”  secu- 
rity system.  There  is  some  concern 


that  the  system  which  has  seemingly 
eliminated  or  prevented  economic  and 
political  problems  may  lead  to  na- 
tional bankruptcy. 

From  Sweden  we  were  shepherded 
to  Leningrad.  With  mixed  humor  and 
concern  we  stripped  ourselves  of  for- 
bidden publications:  newspapers,  and 
any  religious,  pornographic,  Jewish, 
or  anti-Soviet  reading  material. 
Somber  Leningrad  contrasted  sharply 
with  light  and  lively  Sweden. 

Russia 

Leningrad  is  a shipbuilding  city  on  a 
navigable  river  with  24  drawbridges 
between  Lake  Ladoga  and  the  Gulf  of 
Finland.  Our  sightseeing  included  St. 
Isaac’s  Cathedral,  the  world’s  third 
largest,  the  Winter  Palace  of  Peter  the 
Great,  Palace-Square,  and  by  hydro- 
foil on  the  Gulf  of  Finland,  Peter’s  ex- 
travagant summer  palace. 

Peter  I and  Catherine  II  are  the 
hero-czars  of  Soviet  history.  They  are 
praised  for  their  "progressive”  efforts 
to  dignify  work  and  to  glorify  culture. 
Churches  and  palaces  are  now  muse- 
ums where  Russians  flock  to  view  the 
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magnificently  preserved  historical 
treasures.  We  were  impressed  by  rep- 
resentative works  of  El  Greco, 
Michaelangelo,  Raphael,  da  Vinci, 
Van  Dyck,  and  Rubens. 

Aerflot  from  Leningrad  to  Moscow 
was  a unique  experience;  it  best  re- 
flects the  Soviet  lack  of  excellence, 
born  of  regimented  conformity. 
Battleship  gray  on  the  inside  and 
packed  with  bodies,  Aerflot  is  aptly 
described  as  a flying  locker  room  with 
bald  tires. 

A six  course  Russian  banquet  and 
the  Russian  Opera  and  Ballet,  and  an 
evening  of  Cossack  and  folk  dancing 
by  the  Moldavian  Troupe  at  the 
Tchaikovsky  Concert  Hall  gave  us  an 
insight  into  Soviet  art  forms. 

Moscow  is  a progressive  city  where 
evidences  of  Western  influence  in- 
clude variety  in  architecture  and  a 
beautiful  and  efficient  subway  system 
that  defies  description.  Red  Square, 
the  Kremlin,  Tomb  of  the  Unknown 
Soldier,  GUM  Department  Store,  St. 
Basil’s  Cathedral,  Lenin’s  Tomb  and 
Library,  Bolshoi  Theater,  and  the 
State  History  Museum  were  accessible 
from  our  hotel. 

We  toured  museums  and  churches 
inside  the  Kremlin,  the  Palace  Hall 
Congress  of  the  15  Soviet  States,  the 
literary  center  in  Pushkin  Square,  the 
theatrical  center  on  Myokovski 
Square,  the  university,  the  developing 
Olympic  Complex  for  1980  and  the 
Exhibition  of  Economic  Achievement. 
With  great  pride  our  guides  showed  us 
the  pavilion  on  space  exploration. 

Robert  Pringle,  the  son  of  a 
Pittsburgh  physician,  paid  us  a cour- 
tesy visit  from  the  US  Embassy.  He 
discussed  his  work  with  Americans  in 
trouble  in  Russia  and  the  medical  sys- 
tem in  Moscow  proper.  We  also  spent 
several  hours  with  physicians,  health 
administrators,  and  a medical  stu- 
dent, and  learned  more  about  hospi- 
tals, medical  schools,  and  the  health 
delivery  system. 

Russia,  like  Sweden,  is  a socialized 
nation  but  in  Russia,  the  government 
owns  everything.  Salaries  and  taxes 
are  low,  and  it  is  a nation  of  relative 
poverty.  Profits  from  enterprise  (in- 
dustry) and  agriculture  (collective)  go 
to  the  government  which  in  turn  pro- 
vides public  transportation,  health 
care,  utilities,  the  military,  etc.  Gov- 
ernment ownership  disallows  compe- 


tition or  variety  in  operation;  confor- 
mity is  evident  everywhere. 

Most  city  dwellers  live  in  small  one 
or  two  room  apartments.  Soviet  fami- 
lies dedicate  their  lives  to  improving 
their  living  conditions.  Moving  to  a 
better  apartment  involves  a six  to 
seven  year  wait  even  though  Soviet 
construction  is  progressing  at  a 
feverish  pace.  Few  Russians  own  au- 
tomobiles or  travel  outside  the  coun- 
try. Regulated  and  censored  com- 
munications media  control  news  about 
the  outside  world. 

Everyone  who  is  able  works.  Dis- 
ability is  closely  regulated  by  the  med- 
ical profession.  For  most  the  work  day 
is  five  to  six  hours.  Farmers  working 
on  collectives  are  given  small  plots  for 
private  agricultural  use.  Excess  pro- 
duce raised  on  these  may  be  sold  in 
farmer  free  markets.  This  limited 
exercise  in  free  enterprise  produces 
much  of  the  peoples’  food.  All  other 
forms  of  free  enterprise  are  heavily 
taxed  or  are  referred  to  as  "Black 
Market,”  which  thrives  in  Moscow  and 
Leningrad. 

Income  tax  is  low  for  all  employes 
paid  by  the  government.  But  for  those 
few  persons  with  private  businesses, 
income  tax  is  close  to  90  percent.  The 
socialized  citizen  rationalizes  his  pov- 
erty by  maintaining  that  when  every- 
thing is  free,  there’s  only  a minimal 
need  for  money. 

All  young  men  between  the  ages  of 
18  and  20  serve  in  the  military,  and 
they  are  evident  everywhere.  Al- 
though the  Russian  people  are  known 
to  be  warm  and  creative,  conformity 
appears  to  have  subdued  them  and 
made  of  them  a somber  nation.  Power 
and  rank  seem  to  be  dominant  con- 
cerns, and  displays  of  happiness  are 
infrequent.  Nevertheless,  gay,  almost 
gaudy,  print  dresses  are  in  style. 
Young  and  old  yearn  for  Western  gum, 
lipstick,  panty  hose  and  blue  jeans.  We 
offered  these  gifts  freely  and  the  recip- 
ients were  never  offended. 

"Progress”  is  the  leading  word  in 
most  Soviet  conversations,  yet  we 
noticed  that  repression  of  personal  ex- 
pression is  conducive  to  the  developing 
of  obsolete  ideas  and  inferior  products. 
Nevertheless  the  Russians  seem  proud 
of  their  communities  and  their  herit- 
age. In  terms  of  environmental  care, 
there  is  much  that  we  can  learn  from 
them. 


We  were  denied  hospital  visits  in 
Russia  but  were  permitted  to  tour 
micro-district  polyclinics.  There  we 
saw  only  what  they  wanted  us  to  see. 
The  rest  of  the  picture  can  be  de- 
duced by  extrapolation.  Physical 
facilities  in  Russia  are  clean  but  sub- 
standard. 

We  visited  polyclinics,  out-patient 
facilities,  in  Moscow  and  Leningrad. 
They  are  housed  in  four  or  five  story 
buildings  strategically  located  in  resi- 
dential areas.  They  are  organized  by 
clinical  districts  and  staffed  by  80  to  90 
physicians,  150  to  175  nurses,  and  50 
to  75  administrative  and  staff  per- 
sonnel. 

Moscow,  whose  population  is  eight 
million,  has  160  districts.  The  district 
we  visited  had  26  subdivisions,  or  mi- 
crodistricts. Each  residential  microdis- 
trict provided  health  care  for  about 
60,000  people.  Our  district’s  populace 
was  serviced  by  seven  adult  and  six 
children  polyclinics.  The  physicians 
included  generalists,  for  home  visits, 
ambulance  duty,  or  clinic  duty,  and 
specialists  in  19  fields.  The  buildings 
are  open  from  8 a.m.  to  9 p.m.  and 
covered  by  the  staff  working  in  two 
shifts.  Specialty  clinics  are  held  at 
specific  times  but  the  general  clinic  is 
open  9 to  12  a.m.  and  6 to  9 p.m.  daily. 

As  in  most  of  Europe,  physiotherapy 
is  emphasized.  Each  citizen  resident 
receives  an  invitation  for  a preventive 
visit  once  or  twice  per  year.  Patient 
compliance  is  a problem.  An  effective 
preventive  method  is  the  compulsory 
annual  physical  check  each  worker  re- 
ceives at  his  industrial  polyclinic. 

Sicker  patients  are  removed  from 
polyclinic  care  and  admitted  to  spe- 
cialty hospitals  scattered  through  the 
districts.  Except  for  minor  laboratory 
procedures,  which  are  performed  in 
the  polyclinics,  all  tests  are  done  in 
central  laboratories. 

Although  we  saw  none  of  these 
facilities,  in  our  discussion  with  Sovi- 
et physicians  we  were  told  that  hospi- 
tals differ  greatly  from  pre-revolution 
buildings  with  large  wards  to  newer 
structures  single  and  double  rooms. 
We  were  also  told  that  physicians’  as- 
sistants called  "feldschers”  are  used 
extensively,  particularly  in  rural 
areas. 

Young  doctors  who  have  completed 
their  free  medical  education  can  be  as- 
signed for  three  years  to  areas  of  need. 
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After  this  they  are  free  to  settle  where 
they  desire.  Accordingly,  physician 
distribution  is  a problem  common  to 
both  sides  of  the  Iron  Curtain. 

As  a result  of  World  War  II,  78  per- 
cent of  Russian  physicians  are  female. 
During  this  present  peace  time,  more 
males  are  entering  the  profession.  As 
in  Sweden,  there  are  no  "family  physi- 
cians.” 

The  maximum  earnings  for  practic- 
ing physicians  are  200  ruples  per 
month.  Rural  physicians,  radiologists, 
and  infections  specialists  are  paid 
about  15  percent  above  average  be- 
cause of  need  and  risk.  In  general, 
however,  increases  are  based  on  sen- 
iority as  follows: 

District  physician: 

1 to  5 years — $2,160  per  year 
(1620  R.) 

5 to  10  years — $2,320  per  year 
(1740  R.) 

10  to  15  years — $2,480  per  year 
(1860  R.) 

Full  professor — $9,600  per  year 
(7200  R.) 

Nurse — $1,280  per  year  (960  R.) 
— 80-125  R.  per  month 

Housekeeper  in  hospitals — 70-75  R. 
per  month 

Vacations  are  18  to  24  working  days 
(30  for  radiologists)  and  retirement 
pensions,  60  to  70  percent. 

In  Russia  medical  care  is  free  and 
prescription  charges  are  20  percent  of 
cost  at  the  state  owned  pharmacies. 
Quality  of  medical  care  is  difficult  to 
judge.  Activity  in  the  Soviet  poly- 
clinics suggests  that  many  of  their 
practices  are  primitive  by  Western 
standards. 

Switzerland 

Our  journey  neared  its  end  as  we 
landed  in  Zurich,  where  we  confronted 
the  exuberance  of  Swiss  freedom,  in 
contrast  to  the  monotony  of  Soviet  life. 

Switzerland  is  an  independent  na- 
tion of  6.3  million  people  and  only 
60,000  square  miles.  It  is  bordered  by 
five  nations  and  divided  into  22  coun- 
ties or  cantons  with  government  at  the 
community,  canton,  and  federal 
levels.  The  power  at  the  federal  level 
lies  in  the  bicameral  Parliament. 
Zurich  is  the  largest  city  with  a popu- 
lation of  750,000. 

Workers  pay  a five  percent  salary 
tax  to  provide  unemployment,  sick, 
widow,  and  old  age  benefits.  It  is  rec- 


ommended that  each  citizen  make  his 
own  arrangements  for  personal  secu- 
rity and  welfare.  Strikes  are  usually 
avoided  by  virtue  of  negotiations  to 
reach  solutions  for  the  needs  of  work- 
ers. Unemployment  is  less  than  1 per- 
cent. 

At  the  Orthopedic  Hospital  of 
Zurich  we  each  had  the  opportunity  to 
go  on  bedside  rounds.  Patients  pro- 
vided the  catalytic  path  to  brother- 
hood familiar  to  all  physicians.  Swiss 
physicians  are  private  practitioners 
not  employes  of  government. 

Our  tour  of  Zurich’s  university, 
Fraumunster  Kirche,  and  Zwingli 
monument  was  followed  by  an  evening 
banquet  with  Swiss  physicians  of 
numerous  specialties.  One  young 
Swiss  family  physician,  who  trained  in 
Europe,  Russia  and  the  United  States, 
told  our  group  that  he  advises  all  his 
young  peers  to  train  in  the  States, 
"where  you’ll  work  like  a dog  but 
where  physicians  take  a personal  in- 
terest in  training  good  doctors.” 

Conclusions 

Internationally  the  problems  of  all 
medical  systems  remain  unsolved. 
More  well-trained  family  physicians, 
better  physician  distribution,  and 
higher  quality  care  for  all  continue  to 
be  our  objectives. 

Medicine  universally  still  attracts 


the  best  students.  Applications  to 
medical  school  far  exceed  available 
spaces,  which  are  awarded  largely  in 
accordance  with  academic  excellence. 
This  reflects  the  high  premium  all 
people  place  on  good  health.  Similarly 
in  each  country,  students  are  drawn  to 
medicine,  not  necessarily  for  economic 
reasons  but  by  that  common  humanis- 
tic desire  to  participate  in  healing. 

Sweden  and  Switzerland  are  more 
Western  oriented  than  Russia;  they 
have  not  been  affected  by  the  devasta- 
tion of  war.  Russians  still  have  a clear 
memory  of  the  conditions  following 
World  War  II.  The  great  progress  they 
have  experienced  has  been  directed  by 
the  government.  Cities  have  been  re- 
built and  a medical  care  system  has 
been  provided.  But  socialization  pro- 
duces many  familiar  medical 
problems:  extended  admission  delays, 
prolonged  hospital  stays,  and  more 
time  lost  from  work.  Perhaps  the  most 
important  consequence  is  the  sacrifice 
of  personal  doctor-patient  relation- 
ships. 

Sweden’s  economic  leveling  tech- 
niques solve  problems  to  a certain  de- 
gree but  seem  to  breed  uniformity  and 
boredom. 

We  have  faced  many  problems  in 
our  diverse  society  but  in  America’s 
brief  200-year  history  we  have  con- 
fronted and  solved  them  in  a context  of 
freedom.  □ 


Dr.  Raymond  C.  Grandon,  New  Cumberland,  stands  beside  a Russian  ambulance  in 
front  of  Russian  Residential  Polyclinic. 
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PHILADELPHIA  G.  I.  GROUP 

Presents 

“COMMON  G.  I.  PROBLEMS 
EMPHASIZING  MANAGEMENT” 

February  24,  1979 
MARRIOTT  MOTOR  HOTEL 

City  Line  Ave.,  at  Monument  Rd.,  Philadelphia,  Pa. 

9:00  a.m.  - 5:00  p.m. 

Registration:  8:30  a.m. 

PANELS 


FUNCTIONAL  G.  I.  DISEASE 

Moderator:  Stanley  H.  Lorber,  MD 
Ian  S.E.  Gibbons,  MD  Julian  Katz,  MD 

Franz  Goldstein,  MD  William  J.  Snape,  MD 

ESOPHAGITIS , DYSPHAGIA  AND  CHEST  PAIN 

Moderator:  Sidney  Cohen,  MD 

Harris  R.  Clearfield,  MD  Barbara  B.  Frank,  MD 

Robert  S.  Fisher,  MD  Walter  Rubin,  MD 

LIVER  TOPICS 

Moderator:  O.D.  Kowlessar,  MD 

Martin  Black,  MD  John  R.  Senior,  MD 

William  H.  Lipshutz,  MD  Bruce  W.  Trotman,  MD 

G.  I.  BLEEDING 

Moderator:  Julius  J.  Deren,  MD 

Marvin  Derezin,  MD  Stephen  D.  Ward,  MD 

Vincente  P.  Dinoso,  Jr.,  MD  Paul  B.  Weisberg,  MD 


American  Academy  of  Family  Physicians  6 hours 

Pennsylvania  Academy  of  Family  Physicians  6 hours 

AMA  Physicians’  Recognition  Award-Category  I 6 hours 

American  College  of  General  Practitioners 

in  Osteopathic  Medicine  and  Surgery-Class  II  6 hours 


Registration  $45 


Luncheon  and  Syllabus  Included 


Physicians  in  Training  $10 


Mail  Check  Payable  to  “Philadelphia  G.  I.  Group”  to:  Norman  N.  Cohen,  MD 

Program  Chairman 

Mercy  Catholic  Medical  Center 

Darby,  Pennsylvania  19023 


John  B.  Lovette,  MD,  Chairman 
Raymond  C.  Grandon,  MD,  Vice  Chairman 
R.  William  Alexander,  Secretary 
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practice  management 


Good  collection  principles  really  matter 

Leif  C.  Beck,  LIB,  CPBC 
Vasilios  J.  Kalogredis,  JD 


Physicians  face  an  increasingly  dif- 
ficult business  squeeze  play:  their 
costs  are  rising  with  the  general  infla- 
tion yet  health  care  costs  are  being 
contained.  Accordingly,  fee  increases 
may  be  undesirable.  Physicians  must 
find  some  method  to  guarantee  suffi- 
cient receipts  to  maintain  their  prac- 
tices as  the  cost  of  living  rises. 

When  an  office  collects  more  of  its 
fees  than  before,  it  can  at  least  fore- 
stall the  squeeze.  Effective  collection 
procedures  are  ascending  from  the 
area  of  casual  physician  concern  to 
high  priority  attention. 

Collection  is  important 

We  are  occasionally  amazed  by  a 
practice  that  admits  its  collection  ratio 
is  "perhaps”  80  to  85  percent.  In  an 
average  practice  that  would  indicate 
the  loss  of  $10,000  to  $20,000  of  profit 
per  doctor  per  year.  A two-man  prac- 
tice doing  $250,000  charged  business 
annually  would  lose  a net  income  of 
maybe  $40,000  per  year  with  that  col- 
lection ratio. 

A physician  who  fails  to  collect  for 
services  has  expended  his  time  and 
talents  without  financial  return.  An- 
other serious  implication  is  that  he 
has  had  to  maintain  adequate  office 
space  and  personnel,  purchase 
supplies  and  equipment,  and  expend 
other  moneys  for  a practice  considera- 
bly larger  than  that  for  which  he  is 
being  paid.  A doctor  who  loses  $10,000 
annually  on  bad  collections  would 
have  to  do  almost  $17,000  more 
charged  business  to  make  up  for  that 
loss  (assuming  a 40  percent  expense 
ratio). 


The  authors  are  the  principal 
consultants  of  Management  Con- 
sulting for  Professionals,  Inc.,  Bala 
Cynwyd. 


We  recognize  legitimate  areas  of 
non-collection.  A practice  wishing  to 
participate  in  Blue  Shield  and/or  take 
Medicare  assignments  will  have  some 
write-offs  which  we  identify  as  "disal- 
lowances.” Such  losses  may  be  good 
reasons  for  reassessing  one’s  philoso- 
phy toward  participation  and7or  as- 
signment, but  until  the  doctor  decides 
differently  the  losses  must  be  accepted 
as  unavoidable.  Similarly,  write-offs 
on  public  welfare  charges  are  inevita- 
ble as  are  those  private  patient  ac- 
counts where  there  truly  is  an  in- 
ability to  pay. 

Given  the  level  of  possibly  "accept- 
able” non-collection  from  such 
sources,  we  submit  that  there  is  a real 
financial  necessity  to  effectively  col- 
lect all  other  patient  accounts. 

Is  it  professional? 

"Collection  success”  is  more  than  a 
matter  of  mere  finances.  Physicians 
are  highly  professional  people  who  de- 
serve both  the  patient’s  and  the  pub- 
lic’s confidence.  That  confidence  can- 
not exist  if  doctors  resort  to  harsh,  in- 
flexible or  demeaning  methods  of  col- 
lecting overdue  accounts. 

Another  important  reason  for  keep- 
ing collection  efforts  within  careful 
bounds  is  the  malpractice  liability  sit- 
uation. Some  competent  underwriters 
have  estimated  that  over  half  the  mal- 
practice claims  made  against  physi- 
cians result  from  factors  that  are  not 
purely  clinical.  Many  of  the  claims 
arise  from  poor  communications,  or 
harsh,  impersonal  handling  of  pa- 
tients. For  these  reasons,  we  routinely 
ask  a client  if  there  is  any  possibility  of 
a malpractice  claim  before  advising 
him  to  refer  a collection  matter  out  of 
his  office.  Collection  "success”  thus 
means  assuring  payment  for  services 
in  a manner  that  retains  the  patient’s 


trust  and  respect. 

We  believe  that  collection  success 
calls  for  assuring  payment  only  by  pa- 
tients who  can  afford  to  pay  (plus,  of 
course,  third  party  insurers).  Those 
patients  who  are  unable  to  pay  for 
medical  services  should  be  excused 
from  payment  and  continued  as  pa- 
tients of  the  practice.  Too  much  ad- 
verse publicity  is  attached  to  hospitals 
in  this  regard  (refusing  admission  be- 
cause a patient  might  be  unable  to 
pay),  and  that  stigma  should  be  kept 
from  the  medical  profession  and  speci- 
fically from  each  responsible  physi- 
cian. Thus  a good  collection  system  re- 
quires prompt,  sympathetic  identifi- 
cation of  those  patients  who  should  be 
excused  from  payment. 

This  need  for  professional  restraint 
is  a major  reason  for  several  of  our 
favorite  instructions.  One  is  to  "make 
your  collection  effort  a sincere  and  de- 
termined effort  from  the  start.”  Offices 
gain  nothing  by  giving  such  mild- 
mannered  initial  collection  reminders 
that  patients  disregard  them.  The  re- 
sult will  too  often  be  the  later  "heavy 
dunning”  without  ever  having  really 
been  in  direct  contact  with  the  patient. 
We  favor  early  efforts  to  confront  the 
delinquent  patient  and  get  the 
problem  resolved  before  harsh  feelings 
develop. 

When  a patient’s  bill  becomes  over- 
due, successful  resolution  is  probable 
only  if  the  doctor’s  office  handles  it 
promptly.  The  practice’s  bookkeeper  or 
other  aide  should  have  a specific  sys- 
tem for  communicating  with  delin- 
quent patients  as  early  as  possible. 
Early  personal  attention  tends  to  re- 
duce the  embarrassments  which  grow 
as  accounts  get  older.  It  also  permits 
the  doctor’s  office  to  work  out  payment 
arrangements,  and  identify  patients 
unable  to  pay  as  soon  as  practical. 

Our  other  instruction  is  to  "be  your 
own  collection  agency  to  the  greatest 
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extent  possible.”  We  feel  that  an  of- 
fice’s internal  collection  procedure  (to 
be  discussed  next  month)  should  work 
well  enough  that  few  accounts  need  be 
turned  over  to  outside  agencies.  When 
an  office  corresponds  directly  with  the 
patient  either  to  obtain  payment, 
work  out  an  extended  schedule  or 
write  off  the  account,  it  will  be  far  bet- 
ter served  than  sending  that  account 
out  for  collection. 

Go  to  the  source 

Our  constant  calls  for  immediate 
collection  from  office  visit  patients  ("at 
the  source”,  or  casually  called  "over- 
the-counter”)  must  become  tiresome  to 
those  with  whom  we  work.  There  is  in- 
deed an  increased  awareness  of  the 
principle  among  doctors,  but  more 
emphasis  is  needed  to  assure  positive 
results. 

Some  doctors  still  feel  unprofes- 
sional having  their  aides  request 
payment  when  the  patient  is  leaving 
the  office.  They  often  protest  that  such 
requests  would  insult  their  patients, 
especially  in  higher  income  areas. 
Courteous  aides  who  are  consistent  in 
making  requests  for  immediate  pay- 
ment can  be  professional  and  inoffen- 
sive. 

Immediate  request  tends  to  reveal 
any  legitimate  payment  problems  the 
patient  may  have  at  the  earliest  in- 
stant. It  is  far  less  embarrassing  to 
learn  immediately  that  the  patient  re- 
ally cannot  pay  his  bill  than  to  dis- 
cover it  after  several  dunning  efforts. 
With  an  immediate  payment  policy, 
finances  should  not  cause  any  tension 
between  a patient  and  the  medical  of- 
fice throughout  treatment  and  consul- 


tation and  the  doctor-patient  relation- 
ship can  be  improved. 

The  percentage  of  total  receipts 
which  should  be  collected  at  the  source 
varies  among  the  specialties.  High 
volume  office  practices,  such  as  the 
primary  care  specialties,  should  re- 
ceive at  least  50  percent  of  their  in- 
come over  the  counter.  We  know  of 
primary  care  offices  with  "in-office” 
collection  ratios  of  over  80  percent. 
Surgical  practices  have  far  less  ability 
to  collect  at  the  source.  Nevertheless, 
whatever  charges  are  generated  from 
office  visits  should  be  collected  over 
the  counter  to  an  aiming  point  set  at 
the  same  50  percent  level. 

There  are  two  fairly  simple  rules  for 
successful  collection  at  the  source.  The 
first  is  carefully  train  the  receptionist 
to  see  each  patient  after  his  or  her  ap- 
pointment. The  second  is  continually 
emphasize  and  review  the  recep- 
tionist’s success  or  failure,  to  keep  the 
responsibility  firmly  upon  her.  We 
have  previously  stressed  this  latter 
"surveillance”  factor  in  our  articles 
recommending  monthly  financial  in- 
formation. 

Staff  is  responsible 

Usually  no  valid  outside  excuse  will 
account  for  failure  to  collect  at  least  90 
percent  of  a practice’s  chargeable  work 
(after  insurance  disallowances).  Suc- 
cess or  failure  depends  upon  the  doc- 
tor’s diligent  efforts  to  impress  his 
staff  with  the  importance  of  "collec- 
tion success”  and  developing  an  effec- 
tive system.  The  office  staff,  not  an 
outside  billing  or  collection  service, 
should  be  responsible  for  the  system 
and  the  doctor  must  continually  stress 


this. 

In  training  receptionists,  we  review 
actual  dialogues  with  a patient.  For 
instance,  the  question  "Would  you  like 
to  pay  now  or  shall  we  bill  you?”  in- 
vites prolonged  payment  and  unsuc- 
cessful immediate  collection.  When  a 
patient  requests  billing,  the  prefera- 
ble reply  is  that  this  is  perfectly  fine 
but  the  office’s  policy  encourages  im- 
mediate payment.  The  new  recep- 
tionist needs  instructions  on  these 
psychological  ploys,  and  the  doctor 
must  be  certain  that  she  follows  them. 

Monthly  or  quarterly  collection 
ratios  (both  overall  and  "in-house”) 
should  be  reviewed  by  the  doctor  and 
manager.  They  should  then  be  dis- 
cussed with  the  appropriate  business 
assistants  and/or  receptionists.  If  the 
programs  are  going  well,  these  people 
should  be  complimented  and  urged  to 
keep  striving  to  improve  the  ratios 
still  further.  If  the  figures  do  not  indi- 
cate good  performance,  the  doctor  or 
manager  should  discuss  it  with  the 
employes  and  help  develop  more  effec- 
tive techniques. 

Conclusion 

Collection  of  properly  earned  fees 
requires  delicate  but  effective  effort. 
The  doctor  and  office  manager  must 
create  the  right  circumstances.  Effec- 
tive procedures  are  essential  and  they 
must  be  transmitted  and  continually 
reinforced  with  the  appropriate 
employes.  Those  assistants’  success 
levels  must  be  monitored  to  ensure 
continued  improvement.  A well  exe- 
cuted and  developed  collection  policy 
thus  provides  a preferable  alternative 
to  indiscriminate  fee  raising. 
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Filing  system  lends  order  to  chaotic  office 

Suzanne  M.  Shultz 


Everyone  recognizes  the  need  for  a 
filing  system  for  patients’  charts  or 
other  correspondence  that  must  be 
routinely  managed  in  an  office  prac- 
tice. But  the  paper  jungle  that  ac- 
cumulates from  mishandling  or  ignor- 
ing professional  publications  and  re- 
prints sometimes  defies  belief.  From 
the  beginning  of  his  education,  a 
physician  is  encouraged  to  subscribe 
to  scientific  journals  to  "keep 
current.”1  New  medical  knowledge 
and  the  number  of  publications  have 
increased  at  steady  rates  over  the 
years.2  A plan  to  cope  with  this  preva- 
lent dilemma  is  essential. 

Binding  offers  an  alternative  to 
helter-skelter  stacks  of  journals.  In- 
coming issues  should  be  monitored  for 
completeness,  bindery  preparation, 
size  of  the  bound  volume,  index,  and 
supplements.  These  are  important 
considerations  when  choosing  a qual- 
ity binding.  A list  of  certified  bind- 
ers may  be  obtained  from  the  Library 
Binding  Institute,  160  State  Street, 
Boston,  Mass.,  02019.  Binding  may 
not  be  a practical  solution  because  of 
the  expense  and  the  transportation 
and  storage  problems. 

Informal  studies  have  shown  that 
physicians  are  more  likely  to  be  "rip- 
pers” rather  than  "binders.”3'4 

Organizing  a filing  system  for  medi- 
cal literature  is  a difficult  problem  for 
many  physicians.  There  are  a limitless 
number  of  ways  to  approach  the  task 
and  the  physician  may  feel  exasper- 
ated by  time  involved  both  in  setting 
up  and  keeping  current  his  files.  Other 
deterrents  are  the  variety  of  subject 
matter  to  be  encompassed,  and  the 
volume  of  medical  literature  pub- 
lished. Even  after  the  problems  of  fil- 
ing are  solved,  the  system  will  be  use- 
less unless  the  information  can  be  re- 
trieved easily. 

The  literature  concerning  filing  sys- 
tems reveals  detailed  descriptions  of 
many  approaches.  Ambuel  described  a 


system  based  upon  the  American  Med- 
ical Association’s  Standard  Nomen- 
clature of  Diseases  and  Operations ,5 
Number  codes  are  assigned  to  three 
major  categories:  topographical,  gen- 
eral and  therapeutic.  As  files  expand, 
numerical  subdivisions  are  added. 
Provision  is  made  for  a cross  reference 
system. 

Fuller  described  a system  developed 
by  Dr.  Maxwell  Wintrobe.6  It  is  a 
numerical  system  using  an  extensive 
index  which  lists  all  topics  and  sub- 
divisions. Initially,  a textbook  table  of 
contents  could  be  used  with  re- 
finements made  as  the  file  expands. 
Dr.  Wintrobe’s  index  includes  about 
1500  topics,  and  Dr.  Fuller’s,  about 
500.  The  elaborate  index  eliminates 
the  need  for  cross  references. 

Gaeke  and  Gaeke  offered  a 
simplified  version  of  the  Wintrobe- 
Fuller  system.7  A textbook  table  of 
contents  serves  as  an  index  and  num- 
erical codes  are  assigned  to  chapters 
not  already  numbered.  Folders  and  ar- 
ticles are  then  numbered  accordingly. 
Cross-reference  guides  are  "see  folder 
number”  slips. 

Perrill  suggested  using  a half-year 
journal  index  to  obtain  a list  of  topics, 
then  numerically  coding  the  topics 
and  corresponding  folders  in  multiples 
of  five.8 

Slocum  described  a reference  file 
based  upon  a five  part  index.9  This  sys- 
tem uses  the  International  Classifica- 
tion of  Health  Problems  in  Primary 
Care  (ICHPPC)  coding  index  as  a basis 
for  all  categories  of  disease.  Additional 


The  author  is  the  medical  staff  librarian 
at  Polyclinic  Medical  Center,  Harris- 
burg. Standards  for  libraries  in  hospi- 
tals licensed  or  approved  in  Pennsyl- 
vania were  published  one  year  ago  in 
the  Pennsylvania  Bulletin.  Some  of 
these  standards  have  been  in  effect 
since  June  1978. 


parts  are  Basic  Sciences,  Family  Prac- 
tice, and  Other  Interests.  Number  cod- 
ing corresponds  to  the  index. 

An  accession  number  indexing  sys- 
tem, a combined  alphabetical  numeri- 
cal system,  was  described  by  de  Alar- 
con.10 Two  card  files  for  references  and 
key  words  are  linked  to  a reprint  file 
that  is  serially  numbered.  The  refer- 
ence cards  include  the  author’s  name, 
title  of  the  article,  citation,  summary 
or  comments,  key  words  and  accession 
number.  The  key  word  file  includes 
the  accession  number  of  each  refer- 
ence to  which  that  key  word  was  as- 
signed. The  reference  or  reprint  file  is 
consecutively  numbered. 

A purely  alphabetical  reprint  file 
system  was  described  by  Parker.11 
This  system  operates  through  a card 
file,  similar  to  a library  card  catalog. 
Using  Medical  Subject  Headings 
(MeSH)  for  placement  in  a file  folder, 
reprints  are  then  filed  by  the  main  au- 
thor’s name.  At  least  two  cards,  main 
author  and  main  subject,  are  neces- 
sary for  filing  and  relocation. 

Bartlett  described  a system  based  on 
the  Standard  Nomenclature  of  Dis- 
ease'2 that  does  not  involve  numerical 
coding.  Three  major  divisions,  topo- 
graphical, alphabetical  and  paramedi- 
cal, form  the  skeleton  of  the  file.  A 
body  general  file  includes  all  articles 
which  apply  to  the  body  as  a whole  and 
can  not  be  suitably  filed  topographi- 
cally. Alphabetic  and  paramedical 
files  include  all  articles  which  do  not 
fit  into  the  main  section. 

One  pathologist  at  Polyclinic  Medi- 
cal Center  developed  a quasi- 
alphabetic  personal  reprint  file.  Based 
upon  organ  systems  (topographic) 
which  are  alphabetically  ordered, 
each  system  is  subdivided  into  its 
component  parts.  For  example,  the 
gastrointestinal  system  (filed  under 
G)  is  subdivided  into  tongue,  esoph- 
agus, stomach,  duodenum,  etc.  A 
general  folder  includes  items  that  per- 
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nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/lOO  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B-l)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
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LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (H-l)  25  mg 

Riboflavin  (B-2)  2 mg 


Pyridoxine  HCL  (B-6)  10  mg. 

In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp 
toms  of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera 
peutic  effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 
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tain  to  the  gastrointestinal  tract  as  a 
whole,  e.g.  tumors  of  the  gastrointes- 
tinal tract.  Organ  systems  are  color 
coded  for  easier  filing  and  information 
retrieval.  Items  that  do  not  fall  into 
any  category  may  be  added  in  al- 
phabetic sequence. 

A similar  alphabetic  system  is  used 
by  a clinician  at  Polyclinic  Medical 
Center.  His  index  is  based  upon  a lit- 
erature file  suggested  by  Jeghers  and 
is  a combination  of  diseases,  organs 
and  organ  systems.  Suggested  filing 
and  retrieval  systems  have  been  pub- 
lished for  several  specialties.13'15 

Most  successful  literature  filing  sys- 
tems have  certain  characteristics. 
They  begin  small  but  have  the  ca- 
pacity to  expand.  They  require  little 
maintenance  and  minimal  time  for 
updating  and  weeding.  They  are  par- 
ticularly suited  to  the  physician’s  in- 
terests and  type  of  practice.  Locating 
and  retrieving  information  are  ac- 
complished easily.  No  filing  system 
will  be  perfect  but  adapting  suggested 
approaches  to  a system  suitable  to  you 
will  be  the  key  to  an  effective  and  effi- 
cient medical  literature  filing  system. 
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classifieds 


PHYSICIANS  WANTED 

House  Staff  Physician — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $35,000  peryear  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Physician  for  Department  of  Emergency  Services — 200-bed 
general  hospital  in  a beautiful  university  community  located  in 
western  Pennsylvania.  New  construction  and  renovation  pro- 
gram underway.  Salary  highly  competitive.  Pennsylvania  license 
required.  Contact  William  B.  Yeagley,  M.D.,  Director  of 
Emergency  Services,  Indiana  Hospital,  Indiana,  PA  15701;  (412) 
463-0261. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  oneyear.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Immediate  openings  for  Staff  Psychiatrists  and  Primary  Care 
Physicians  in  1100  bed  JCAH  and  AMA  Accredited  Psychiatric 
Hospital  with  3 years  approved  Residency  Training.  Affiliated  with 
Temple  University  Hospital,  Department  of  Psychiatry.  Located 
30  miles  from  Atlantic  City  and  Philadelphia.  Salary:  $27,356  to 
$44,888.  Private  practice  after  duty  hours  permitted.  Liberal 
fringe  benefits  include  Professional  Liability,  Blue  Cross,  Blue 
Shield,  and  Life  Insurance.  Write  Max  C.  Pepernik,  MD,  Medical 
Director,  Ancora  Psychiatric  Hospital,  Hammonton,  New  Jersey, 
08037  or  call  Area  609-561-1700,  Ext.  304. 

Emergency  Room  Physician — Full-time.  Progressive,  300+  hos- 
pital. Small  Pennsylvania  community  with  farming,  mining,  small 
industry,  hunting,  fishing,  good  schools  and  friendly  people.  Two 
hours  from  Philadelphia,  four  hours  from  the  shore  (casinos), 
New  York  City  and  D C.  $26/hr.  and  fringe  benefits.  Schedule  tai- 
lored to  needs.  Write  Department  796,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  PA  17043. 

Emergency  Room  Physician — Salary  commensurate  with 
emergency  department  experience.  Contact  Thomas  H.  Aughin- 
baugh,  MD,  Director,  Emergency  Medicine,  Clearfield  Hospital, 
PO  Box  992,  Clearfield,  PA  16830;  (814)  765-5341. 

Emergency  Room  Physicians — Immediate  opening  for  full  and 
part  time  emergency  room  physicians  at  Pocono  Hospital,  East 
Stroudsburg,  PA,  in  the  Poconos,  1.5  hours  from  NYC  and 
Philadelphia.  Salary  competitive.  Please  contact  MAPS,  Pocono 
Summit,  PA  18346,  or  phone  (717)  839-8851. 


Numerous  opportunities  available  throughout  Eastern  U.S.  for 
physicians  in  all  specialties.  All  fees  employer  paid.  Send  c.v.  with 
geographic  preference  and  availability  date  along  with  objec- 
tives. Descriptive  brochure  available.  MediSearch  Unlimited, 
1509P  Four  Gateway  Center,  Pittsburgh,  PA  15222;  (412)  355- 
0215  (answers  24  hours). 

OB/GYN — Excellent  Opportunity — Immediate  opening.  Well- 
established  multi-specialty  group  in  Central  Pennsylvania.  Full 
benefits  and  guaranteed  base  salary.  Enjoy  the  benefits  of  a rural 
setting.  One-half  hour  from  university  town.  Send  CV  to  Recruit- 
ing Physician,  PO  Box  687,  Philipsburg,  PA  16866  Telephone 
(814)  342-5402. 

Family  Practice:  suburban-rural  Western  Pennsylvania.  45  min- 
utes from  Pittsburgh's  Golden  Triangle.  Major  industrial  and 
large  nursing  home  contract  available.  Two  man  practice  within 
two  years.  Contact:  Physician  Search  Committee,  Box  2913, 
Pittsburgh,  PA  15230. 

Emergency  Physician:  Immediate  opening  in  emergency  de- 
partment for  full  time  physician  in  progressive  352  bed  general 
hospital,  located  in  recreational  and  cultural  Laurel  Highlands 
area  of  Western  Pennsylvania.  University  affiliated  family  practice 
residency  program.  Excellent  multispecialty  backup.  Excellent 
fringe  and  salary  benefits  program,  including  malpractice  insur- 
ance and  four  weeks  vacation.  Contact:  A.  J.  DeFail,  Assistant  to 
the  Administrator,  Latrobe  Area  Hospital,  Latrobe,  PA  15650. 

Wanted — Emergency  room  physician,  licensed  in  Pennsylvania. 
Hospital  easily  accessible  in  a beautiful  rural  community;  excel- 
lent schools,  churches,  outdoor  facilities;  45  minutes  from  air- 
ports, near  Interstate.  $50,000  minimum  salary,  flexible  schedule. 
Opportunity  for  private  practice.  Call  collect:  Administrator,  An- 
drew Kaul  Memorial  Hospital,  St.  Marys,  PA  15857,  (814)  781  - 
7500,  Extension  250. 

Emergency  Physician — Immediate  opening  for  qualified  physi- 
cian, board-certified/eligible  in  emergency  medicine,  surgery, 
family  practice,  internal  medicine  or  comparable  experience  in 
emergency  medicine.  Modern  community  hospital  emergency 
department — full  departmental  status — full  specialty  backup — 
active  pre-hospital  care — telemetry — paramedics  and  EDNA 
nurses.  Excellent  community,  good  schools,  recreational  and 
cultural  facilities.  Competitive  compensation  and  benefits  pack- 
age exceeding  70K  for  an  average  42  hour  week-10  months  a year. 
Additional  income  available  for  extra  hours.  Send  CV  in  confi- 
dence to  Carlos  Castellon,  MD,  Director  Emergency  Services,  Lee 
Hospital,  320  Main  Street,  Johnstown,  PA  15901,  telephone  (814) 
535-7541 . 

Largest  health  care  placement  service  in  U.S.  has  immediate 
local/national  positions  in  clinical,  industrial  or  group  practice  for 
qualified  physicians.  Send  CV  or  call  Roth  Young  Personnel,  51 0 
Walnut  St.,  Philadelphia,  PA  19106,  (215)  627-4180. 

Pathologist  to  join  group  in  Delaware  Valley  area.  Must  be 
board-certified  in  anatomical  and  clinical  pathology.  Send  CV  to 
Department  810  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Physician — Pennsylvania  license  required.  Large,  expanding 
geriatric  facility.  Forty-hour  work  week.  New  three-bedroom 
home  included,  maintenance  free.  Beautiful  country  atmosphere. 
Full  range  of  fringe  benefits.  Liberal  salary.  Malpractice  insur- 
ance fully  paid.  Job  available  April  1979.  Send  resume  to:  Walter 
L.  Wentzel  Jr.,  Executive  Director,  Masonic  Homes, 
Elizabethtown,  PA  17022. 
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Anesthesiology  resident  training  program  seeks  qualified  Penn- 
sylvania applicants.  Experience  in  general  practice  or  primary 
care  preferred.  Enquire:  Lucien  E.  Morris,  MD,  Department  of 
Anesthesia,  Medical  College  of  Ohio,  Caller  Service  #10008,  To- 
ledo, Ohio  43699. 


Family  Practice — In  Overbrook  section,  Philadelphia.  Partner 
wanted  to  share  busy  practice  with  x-ray  equipment.  Presently  no 
hospital  practice,  but  desires  partner  who  likes  hospital  patients. 
Please  contact  Dr.  Harvey  S.  Kleinberg,  (215)  473-7577. 


Primary  Care  Physician — Board-certified  or  eligible  full-time 
positions  for  multi-specialty  primary  care  center.  Positions  avail- 
able January  1 and  July  1 . Competitive  salary  and  fringe  benefits. 
Contact:  Alfonso  Gomar,  MD,  Medical  Director,  Scranton  Primary 
Health  Care  Center,  Inc.,  P.O.  Box  829,  Scranton,  PA  18501,  (717) 
344-9684. 


Physicians — July  and/or  August  for  brother-sister  camp  in  Penn- 
sylvania's Pocono  Mountains — beautiful  lake  facilities.  Write 
qualifications  and  family  accommodations  needed  to:  David 
Blumstein,  1410  East  24th  St.,  Brooklyn,  NY  11210. 

Physician — During  July  and  August,  1979  for  children’s  camp 
located  at  Beach  Lake,  PA,  accommodates  350  campers,  ages 
6-16;  complete  modern  health  center;  two  R.N.s  in  attendance; 
will  accept  one  MD  for  each  month;  no  children  accepted  who  are 
of  camp  age.  Camp  opens  June  28  and  closes  August  23.  Private 
room  and  facilities.  Write  to  Trail's  End  Camp,  c/o  Beach  Lake, 
Inc.,  215  Adams  St.,  Brooklyn,  NY  11201,  and  include  your  phone 
number. 


Camp  Physician  and  Nurses — July/August  for  two,  four  or  eight 
week  period.  N.E.  Pennsylvania,  family  accommodations,  private 
lake,  tennis,  two  R.N.s.  Camp  Wayne,  1 2 Allevard  St.,  Lido  Beach, 
NY  11561,  (516)  889-3217. 

Board-eligible  or  certified  internist — To  join  in  hospital-based 
practice  in  Palmerton,  PA;  independent  association  with  two 
internists.  Comfortable,  well-run  community;  with  pool,  tennis, 
excellent  fishing  and  hunting  area,  camping  and  boating.  Town 
6500;  rural  drawing  area  25,000.  Good  schools  and  recreational 
facilities,  one-half  hour  to  urban  center  of  300,000,  providing 
rapid  subspecialty  consultation  and  major  specialty  surgery  two 
hours  to  Philadelphia  and  New  York.  In  foothills  of  Pocono 
Mountains  and  very  near  state/federal  recreation  areas.  Long- 
established,  accredited,  80-bed,  open  staff  hospital  in  new 
building,  housing  medical,  surgical,  obstetrical-gynecology, 
nursery,  pediatrics,  intensive  care  and  emergency  room.  Spe- 
cialty services  directed  by  either  board-certified  or  board- 
eligible  physicians.  Rent  free  first  year,  added  incentive  assur- 
ance of  first  year  income  during  establishment  of  practice.  Ad- 
dress inquiries  to  Dr.  E S P.  Cope  or  Dr.  L.E.  Leshock,  Palmerton 
Hospital,  Palmerton,  PA  18071. 

Psychiatrist — Board-certified  or  board-eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia, 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411;  (717)  586-2011. 

Physicians — To  fill  more  than  150  opportunities  available  in 
Pennsylvania.  All  specialties  included.  For  further  information 
write  PMS  Physician  Placement  Service,  Donna  F.  Wenger,  As- 
sistant Director  Educational  Activities,  Pennsylvania  Medical  So- 
ciety, 20  Erford  Rd.,  Lemoyne,  PA  17043;  (717)  763-7151. 


POSITIONS  WANTED 

Internist — Board-certified,  all-university  trained.  Age  30.  Strong 
interest  in  cardiology.  Seeks  to  relocate  within  Pennsylvania. 
Consider  solo,  group,  or  industrial  opportunity.  Reply  to  Depart- 
ment 808,  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
1 7043. 

Urologist,  30,  trained  at  Eastern  referral  center,  board-eligible, 
completing  fellowship  in  transplantation,  seeks  academic  and/or 
private  practice  opportunity  in  Pennsylvania  or  New  Jersey.  Con- 
sider all  areas.  Respond,  Department  809,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

If  You  Need — A partner  or  associate;  a physician  to  continue  your 
practice  upon  your  retirement;  or  a specialty  physician  for  your 
hospital  staff,  contact  PMS  Physician  Placement  Service,  Donna 
F.  Wenger,  Assistant  Director  Educational  Activities,  Pennsylva- 
nia Medical  Society,  20  Erford  Rd.,  Lemoyne,  PA  17043;  (717) 
763-7151. 


FOR  RENT 

Levittown,  PA — New  Falls  Professional  Center  office  space  up  to 
2,000  square  feet,  will  divide.  William  Mahoney,  (215)  945-5700. 

CONTINUING  EDUCATION 

Gastroenterology  for  the  Primary  Care  Physician,  March  9-10, 
1979,  Cross  Keys  Inn,  Columbia,  Maryland  is  sponsored  by  the 
Division  of  Gastroenterology  of  the  University  of  Maryland  School 
of  Medicine.  AMA  and  AAFP  accredited.  For  information:  Pro- 
gram of  Continuing  Education,  10  South  Pine  Street,  MSTF300  E, 
Baltimore,  MD  21201;  (301)  528-3956. 

University  of  Pennsylvania  Department  of  Psychiatry  presents 
two  February  CME  programs:  Schizophrenia:  A new  look  at  an 
old  problem,  Feburary  3,  1979;  Borderland  of  Neurology  and 
Psychiatry,  February  24,  1979.  AMA  Category  I credit.  For  further 
information,  call  (215)  662-2849. 


MISCELLANEOUS 

Biomedical  Electronics  Service — Repairs  medical,  laboratory, 
and  other  electronic  equipment.  Will  install  and  remove  x-ray 
equipment.  Walker  Electronics,  143  North  9th  St.,  Lebanon,  PA 
17042.  Telephone  (717)  274-3919. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $12.00  per  insertion  up  to  30  words;  50  cents  each 
additional  word;  $1 .00  per  insertion  for  answers  sent  in  care  of 
Pennsylvania  Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  pre- 
ceding month  of  publication.  Send  to  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is 
reserved  to  reject  or  modify  copy  to  conform  with  publication 
rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department 
numbers  forbid  disclosure  of  their  identity.  Written  inquiries 
are  forwarded  to  such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two 
initials  of  a name,  each  abbreviation,  isolated  numbers, 
groups  of  numbers,  hyphenated  words. 
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Angina 

freedom 

fighter.. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cardilate^  (erythrltyl  tetranltrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  ot  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris, rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  ot  nitroglycerin 

PRECAUTIONS:  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  ot  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS:  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane.  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  tew  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1,000 

Also  available  Cardilate®-P  (Erythrityl  Tetramtrate  with  Phenobarbital)*  Tablets 
(Scored) 

(‘Warning — may  be  habit-forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


editorials 


The  great  1978  certified  check  caper 


The  Pennsylvania  Medical  Society  ended  1978  with  a 
victory,  but  had  to  go  all  the  way  to  the  governor’s  office  and 
threaten  to  sue  to  stop  the  latest  bureaucratic  harassment 
by  government  functionaries  in  the  state  capitol. 

The  lesson  for  Pennsylvania  physicians  is  that  the  State 
Society  did  what  we  as  individual  physicians  could  not — 
forced  the  bureaucrats  to  rescind  an  unfair  and  burden- 
some regulation. 

Barton  A.  Fields,  secretary  of  the  Commonwealth,  and 
James  G.  Krause,  commissioner  of  the  Bureau  of  Profes- 
sional and  Occupational  Affairs,  said  the  rule  that  licens- 
ing fees  be  paid  by  certified  check  or  money  order  was 
imposed  on  individuals  licensed  by  all  boards  because  the 
bureau  had  no  power  to  recall  a license  once  it  was  issued, 
even  if  the  check  in  payment  was  bad.  License  renewals 
arrived  in  the  mailboxes  of  the  state’s  physicians  at  the  end 
of  October,  just  before  members  of  the  PMS  House  of  Dele- 
gates arrived  in  Lancaster  for  the  Annual  Meeting.  And 
they  arrived  furious. 

Despite  the  fact  that  PMS  officials  and  staff  were  in 
contact  with  the  bureau  staff  just  prior  to  mailing  of  the 
renewals  to  help  the  bureau  alert  physicians  to  the  biennial 
event,  none  of  the  bureaucrats  mentioned  the  new  regula- 
tion. When  members  made  their  leaders  aware  of  the  situa- 
tion, and  Society  officers  approached  the  bureaucrats  to 


negotiate  alternative  solutions,  they  met  a wall  of  resis- 
tance. 

At  the  end,  with  the  Society  threatening  to  sue,  as  di- 
rected by  the  House  of  Delegates,  a meeting  was  held  in 
the  governor’s  office.  A study  that  resulted  from  that  meet- 
ing showed  that  at  the  previous  biennial  renewal,  there 
were  no  cases  of  bad  checks  written  by  physicians  for 
license  fees.  The  rule  was  rescinded  for  all  licensees. 

No  clearer  case  of  bureaucratic  harrassment  can  be 
made.  It  is  first  of  all,  of  questionable  foundation,  not  sup- 
ported by  any  legislation  or  even  any  proposed  legislation. 

Surely  a better  method  than  this  exists  to  deal  with 
bouncing  checks.  PMS  officers  suggested  that  the  bureau 
hold  licenses  until  personal  checks  cleared  the  bank  but 
were  told  that  this  would  require  too  much  time  and  paper- 
work. Perhaps  the  Bureau  of  Professional  and  Occupa- 
tional Affairs  should  study  PennDot,  which  handles  ap- 
proximately 4.29  million  applications  for  drivers  licenses 
annually  without  requiring  a certified  check. 

But  all  these  are  lessons  for  the  bureau.  The  lesson  for  us 
as  we  enter  1979  is  that  membership  in  PMS  pays  off — in 
big  and  small  matters.  We  know  what  we  get  for  our  dues 
money! 

David  A.  Smith,  MD 
Medical  Editor 


GLAUCOMA  SYMPOSIUM 

Continuing  Medical  Education  Programs 
The  Milton  S.  Hershey  Medical  Center 

NEWER  MEDICAL  THERAPIES 

January  25,  1979  An  Introduction  to  Family 

Therapy 

OF  GLAUCOMA 

February  3,  1979 — 9:00  a.m.-12:00 

March  2 and  3,  1979  Temperament  as  a Factor 

Affecting  the  Family  System: 

Research  and  Application 
Hotel  Hershey 

Faculty 

Irvin  Pollack,  MD  Wilmer  Eye  Institute 

March  9,  10,  and  11,  1979  Office  Practice  Update 
Pocono  Hershey  Resort 

Johns  Hopkins  Hospital 

March  31,  1979  Preventive  Medicine:  A Focus 

William  Boger,  III,  MD  Massachusetts  Eye  & 

on  Nutrition  and  Smoking 

Ear  Hospital 
Glaucoma  Service 

Edwin  Keates,  MD  Thomas  Jefferson  Univ. 

April  16-18,  1979  Bioethics  and  Human  Services 

Host  Inn,  Harrisburg 

Hospital 

George  L.  Spaeth,  MD  Wills  Eye  Hospital 

April  23-27,  1979  Emergency  Medicine  B 

College  of  Physicians  No  registration  fee 

Workshop 

April  30  - May  4,  1979  Week  long  F & C Medicine 

Review 

Hotel  Hershey 

19  South  22nd  Street  For  information  call 

For  further  information,  write  or  telephone  Sandy  Miceli, 

Philadelphia , PA  (215)  972-6380 

Continuing  Medical  Education,  The  Milton  S.  Hershey  Medical 

Center,  Hershey,  PA  17033.  Telephone  (717)  534-8898. 
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It  makes  sense  to  use 
the  PMS  Credit  Union. 

Whether  it’s  a skiing  trip  to  Vermont,  paying  college  tuition, 
or  meeting  tax  bills,  the  PMS  Credit  Union  works  for  you. 


Get  a loan  up  to  $1,500  with  only  your  signature. 
No  collateral! 


Larger  loans  for  cars,  furniture,  and  more  are  also  available. 


Fill  out  coupon  and  mail  today! 


PMS  Credit  Union 
membership  is 
open  to  all  PMS 
members,  their 
families, 
employes, 
and  employes’ 
families. 


PENNSYLVANIA  MEDICAL  SOCIETY  CREDIT  UNION 

20  Erford  Rd.,  Lemoyne,  PA  1 7043  Phone  (71  7)  763-71 51 


Yes,  I am  interested  in  PMS  Credit  Union  loans  and  membership.  Please  send  me  more 
information  today. 

I know other  persons  who  also  want  information  about  the  PMS  Credit  Union. 


NAME:  _ 
ADDRESS: 
CITY:  


PHONE:  ( 1 

area  code 

_ STATE:  ZIP: 


PMS-AMA  Membership  Categories,  Dues  at  a Glance 


The  PMS  Benefits  designated  below  as  “all”  include  participa- 
tion in  or  eligibility  for: 

Appointment  to  commissions,  committees  and  councils;  elec- 
tion to  office;  the  right  to  vote 
Automobile  leasing  program 
Group  insurance  programs: 

PMS  Professional  Liability  Insurance  Program 
Disability  Income  Plans 
Exceptional  Risk  Disability  Income  Plan 
Executive  Major  Medical  Coverage 
Excess  Major  Medical  Coverage 
Business  Overhead  Expense  Plan 
Accidental  Death  and  Dismemberment  Plan 
Individual  Life  Insurance  Program 
Group  Life  Insurance  for  Professional  Corporations 
Hospital  Indemnity  Program 
Workmen's  Compensation  Dividend  Plan 
Medical  Benevolence  Fund 
Medical  Education  Resource  Center 
Educational  Fund 

Pennsylvania  Medical  Care  Foundation 
PSRO  Information 

Legal  opinions  on  medico-legal  questions 

Counsel  on  questions  of  medical  ethics 

Peer  review  on  request  in  disputes  involving  third  parties 

Input  on  legislative  matters  through  an  effective  lobby 

Medical  staff  bylaws  information 

Pennsylvania  Medical  Cooperative 

PENNSYLVANIA  MEDICINE 

Physician  Placement  Service 

PaMPAC 

Speech  writing  service 
Public  relations  counsel 
Free  health  education  pamphlets 
PMS  Memberloan  program 
PMS  Credit  Union 

Membership  Classifications 
PMS  and  AMA  Dues  Purposes 

ACTIVE  MEMBER — Any  member  who  holds  an  unrestricted 
license  to  practice  medicine  and  surgery  in  Pennsylvania.  Also 
includes  all  federally  (civilian  and  military)  employed  physicians 
(licensed  and  unlicensed).  Active  members  must  meet  the  Con- 
tinuing Education  Requirement. 

Dues:  * PMS— $225.00 

* AMA — $250.00  (AMA  dues  may  be  excused  if  over  age 
70). 

Benefits:  PMS — All 

AMA — All  except  publications  for  AMA  dues  exempt 
are  available  only  by  subscription. 

MILITARY  (ACTIVE  MEMBER) — Any  active  member  serving  tem- 
porarily in  the  armed  forces  or  other  federal  government  service 
(before  March  1). 

Dues:  PMS — Dues-exempt 

AMA— $35.00 
Benefits:  PMS — All 
AMA— All 

DISABILITY  (ACTIVE  MEMBER) — Any  Active  Member  who  is  pre- 
vented from  the  practice  of  medicine  by  reason  of  illness  or 
disability. 

Dues:  PMS  and  AMA — Dues-exempt 

Benefits:  PMS — All 

AMA — Same  as  AMA  dues  exempt  above 


INTERN  and  RESIDENT — Any  member  serving  an  accredited 
hospital  internship,  residency,  or  other  recognized  full-time 
postgraduate  training. 

Dues:  PMS — $22.50  (10%  of  regular  assessment) 

AMA— $35.00 

Benefits:  PMS — All 
AMA— All 

SENIOR  ACTIVE  MEMBER — Any  Active  member  at  least  65  years 
of  age  on  January  1 with  at  least  30 years  continuous  membership 
(membership  in  other  states  or  AMA  may  be  included). 

Dues:  PMS — $112.50  (50%  of  regular  assessment) 

AMA — $250.00  (AMA  dues  may  be  excused  if  over  age 
70). 

Benefits:  PMS — All 

AMA — Same  as  Active  Member  except  publications  for 
AMA  dues  exempt  are  available  only  by  sub- 
scription. 


AFFILIATE  MEMBER — Any  member  of  a component  society  not 

engaged  in  active  practice  within  the  jurisdiction  of  the  compo- 
nent society  who  belongs  to  one  of  the  following  classes: 

(a)  members  of  national  medical  societies  or  foreign  countries; 

(b)  American  physicians  whether  or  not  licensed  to  practice 
medicine  and  surgery  in  Pennsylvania  engaged  in  missionary 
or  philanthropic  labors; 

(c)  Full-time  teachers  of  medicine  or  of  the  arts  and  sciences 
allied  to  medicine  who  are  not  holders  of  an  unrestricted 
license  to  practice  medicine  and  surgery  in  the  Common- 
wealth of  Pennsylvania; 

(d)  physicians  notfully  licensed  to  practice  medicine  in  Pennsyl- 
vania who  are  engaged  in  Pennsylvania  in  research  or  admin- 
istrative medicine; 

(e)  physicians,  whether  or  not  fully  licensed  to  practice  medicine 
in  Pennsylvania,  who  are  retired  from  active  practice; 

(f)  physicians  in  active  practice  who  move  out  of  the  Common- 
wealth of  Pennsylvania  if  they  maintain  active  membership  in 
a county  society  and  the  state  society  in  their  new  state  of 
residence.  Members  in  this  category  are  not  eligible  for  any 
Society-endorsed  insurance  programs. 

Dues:  PMS  and  AMA — Dues-exempt 

Benefits:  PMS — cannot  vote  or  hold  any  office,  serve  as  a dele- 
gate, member  of  a commission,  committee,  or 
council,  and  is  not  entitled  to  benefits  of  Medi- 
cal Benevolence  Fund  or  Educational  Fund. 

AMA— Same  as  Associate  Member 


ASSOCIATE  MEMBER — Any  Active  or  Senior  Active  Member  who 
is  at  least  70  years  of  age  and  who  has  at  least  30  years  continuous 
membership  (membership  in  other  states  or  AMA  may  be  in- 
cluded). 

Dues:  PMS  and  AMA— Dues-exempt 

Benefits:  PMS — All. 

AMA— 

All,  except  dues  exempt  will  not  receive  scientific  publications 
except  by  direct  subscription. 

* First  calendar  year  of  active  practice  PMS  and  AMA  dues  are  50 % 
of  active  member  dues. 
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tyazide 

capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
erene)  and  25  mg.  of  hydrochlorothiazide. 

takes  Sense  in 
lypertension 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  I iter/ day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  flu. as)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently.  both  can  cause  K+  retention  and  elevated 
serum  K+  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly.  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions, nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules.  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 


SK&F  CO. 

a SmithKiine  company 

Carolina,  P R 00630 


MDs  in  the  news 


Frederic  J.  Mallen,  MD  has  joined 
the  staff  of  the  department  of  oph- 
thalmology, Hahnemann  Medical 
College  and  Hospital.  David  B.  Soil, 
MD,  FACS,  professor  and  chairman  of 
the  department,  announced  the  ap- 
pointment. Dr.  Mallen  served  his  resi- 
dency in  ophthalmology  at  New  York 
Hospital-Comell  Medical  Center. 


DR.  MALLEN  DR.  CHEZ 


Three  physicians  recently  received 
appointments  at  The  Pennsylvania 
State  University  College  of  Medicine 
at  The  Milton  S.  Hershey  Medical 
Center.  Ronald  A.  Chez,  MD  has 
been  appointed  professor  and  chair- 
man of  the  department  of  obstetrics 
and  gynecology.  Ralph  A.  W.  Leh- 
man, MD  has  been  appointed 
professor  of  surgery  and  chief  of 
neurosurgery.  David  Nahrwold,  MD 
will  continue  to  serve  as  professor  of 
surgery  and  chief  of  general  surgery  as 
he  assumes  his  new  position  as  associ- 
ate dean  for  patient  care. 

R.  Beverly  Raney,  MD,  associate  on- 
cologist at  the  Children’s  Hospital  of 
Philadelphia,  presented  the  results  of 
a two-year  study  of  rhabdomyoscar- 
coma  (tumor  of  soft  muscle  fibers)  to 
the  Children’s  Cancer  Society.  Dr. 
Raney  is  assistant  professor  of  pedi- 
atrics at  the  University  of  Pennsyl- 
vania School  of  Medicine. 

The  American  Heart  Association, 
Pennsylvania  Affiliate  honored  three 
physicians  at  its  annual  assembly. 
Joseph  M.  Young,  MD,  Monessen 
received  a service  recognition  award; 
Philip  M.  Alden,  MD,  Swarthmore 
received  the  Charles  T.  Mears  Hu- 
manitarian Award  for  outstanding 
contributions  to  the  advancement  of 


the  association’s  goals;  and  Frank  D. 
Sills,  MD,  East  Stroudsburg  was 
awarded  the  distinguished  achieve- 
ment medallion. 

Dan  R.  Baker,  MD,  FACS  was  re- 
cently honored  by  the  board  of  the 
Robert  Packer  Hospital.  Dr.  Baker  re- 
ceived a plaque  in  appreciation  for  his 
31  years  of  service  to  the  hospital  as  an 
intern,  resident,  and  chief  of  or- 
thopedic surgery.  Dr.  Baker  is  the  au- 
thor of  more  than  24  scientific  medical 
articles. 

Armand  Saragovi,  MD,  president  of 
the  Greater  Delaware  Valley  Ul- 
trasound Society,  announced  that  the 
society  will  hold  open  meetings  the 
third  Tuesday  of  every  month  from  Oc- 
tober 1978  to  May  1979.  The  meetings 
will  feature  guest  speakers  and  inter- 
esting case  presentations.  They  will  be 
held  from  6 to  8:00  p.m.  at  the 
Thompson  Auditorium,  Thomas  Jef- 
ferson University  Hospital,  Philadel- 
phia. The  society’s  new  officers  for 
1978-79  are:  Harvey  Nisenbaum, 
MD,  vice  president;  Denis  Paul,  RT, 
treasurer;  and  William  G.  M.  Ritchie, 
MD,  secretary. 

"Friends  of  the  Doctors”  honored  three 
Crafton  physicians  for  their  combined 
178  years  of  general  medical  practice. 
Noss  D.  Brant,  MD,  Charles  M. 
Tuthill,  MD,  and  Walter  R.  Foster, 
MD  each  have  practiced  in  the  com- 
munity for  over  50  years.  Dr.  Brant 
and  Dr.  Foster  are  members  of  the 
staffs  of  Allegheny  General  and  Ohio 
Valley  Hospitals.  Dr.  Tuthill  is  affili- 
ated with  Shadyside  Hospital. 

Herbert  Diamond,  MD,  Philadel- 
phia and  Wynnewood,  was  recently 
appointed  a co-editor  of  the  Commun- 
ity Mental  Health  Journal  and  a 
member  of  the  editorial  advisory 
board  of  Quality  Review  Bulletin.  Dr. 
Diamond  is  medical  director  of  the 
West  Philadelphia  Community  Men- 
tal Health  Consortium,  Inc.  He  also 
serves  as  associate  professor  of 
psychiatry,  department  of  psychiatry, 
University  of  Pennsylvania  School  of 
Medicine. 


Michael  Coplon,  MD,  Merion  Sta- 
tion, has  been  named  director  of  the 
young  adult/adolescent  unit  at  the 
Northwestern  Institute  of  Psychiatry, 
Fort  Washington.  The  facility  special- 
izes in  short  term  treatment  of  the 
mentally  or  emotionally  disturbed. 
Dr.  Coplon  had  previously  served  as 
clinical  senior  instructor  at  Hah- 
nemann Medical  College. 

Bernard  Segal,  MD,  Villanova  has 
been  elected  to  his  first  term  on  the 
board  of  the  American  Heart  Associ- 
ation’s Southeastern  Pennsylvania 
Chapter.  Dr.  Segal  is  director  of  the 
William  Likoff  Cardiovascular  Insti- 
tute at  Hahnemann  Medical  College 
and  Hospital.  Frank  S.  Harrison, 
Jr.,  MD,  Villanova  has  been  reelected 
to  a second  term  on  the  association’s 
board. 

Matthew  T.  Moore,  MD,  FACP  was 

co-chairman  of  a seminar  on  "Degen- 
erative diseases  of  the  nervous  sys- 
tem” at  the  8th  International  Con- 
gress of  Neuropathology  in  joint  ses- 
sion with  the  American  Association 
of  Neuropathologists.  Dr.  Moore  is 
emeritus  professor  of  neuropathology 
at  the  University  of  Pennsylvania 
School  of  Medicine. 


Dr.  Charles  L.  Leedham,  left,  was  honored 
for  50  years  of  medical  service  at  a recent 
meeting  of  the  Dauphin  County  Medical 
Society.  Dr.  Thomas  F.  Fletcher  Jr.,  presi- 
dent of  the  society,  presented  Dr. 
Leedham  with  an  award.  Dr.  Leedham  is  a 
member  of  the  medical  section  of  the 
American  Medical  Association  s House  of 
Delegates. 
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A Difference  in 
TheophyllineTherapy 

micro-pulverized 

BRONKODYL  Capsules 

brand  of  theophylline,  USP  (anhydrous) 


Achieves  blood  levels  rapidly 
With  minimal  gastric  irritation 


*Please  see  complete  prescribing  information,  a summary  of  which  follows. 


I ^DESCRIPTION: 

Each  green  and  white  hard  gelatin  capsule  contains  theophylline  USP  anhy- 
drous, 200  mg.,  in  a micro-pulverized  form.  Each  brown  and  white  hard  gelatin 
capsule  contains  100  mg.  The  elixir  contains  80  mg.  theophylline  per  15  ml. 
in  a 20%  alcohol  elixir  (approximately  20  calories,  0.9  gm  carbohydrate  per 
tablespoonlul). 

ACTION:  Theophylline  is  a methylxanthine  which  relaxes  the  smooth  muscu- 
lature of  the  bronchioles  through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  monophosphate  by  phosphodiester- 
ase. It  also  has  diuretic,  cardiotonic,  and  CNS  stimulant  effects. 

INDICATIONS:  Bronkodyl  is  indicated  for  symptomatic  relaxation  of  bronchiolar 
spasm  in  the  chronic  obstructive  bronchopulmonary  diseases:  e g.,  bronchial 
asthma,  chronic  bronchitis  and  pulmonary  emphysema. 

CONTRAINDICATIONS:  Bronkodyl  is  contraindicated  in  persons  known  to 
have  had  serious  idiosyncratic  responses  to  theophylline,  its  salts,  or  the  other 
methylxanthines,  theobromine,  or  caffeine  and  may  be  contraindicated  in  peptic 
ulcer. 

WARNINGS:  All  methylxanthines  should  be  used  with  caution  in  children  and  in 
others  who  are  currently  taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or  related  drugs. 

USAGE  IN  PREGNANCY:  Although  theophylline  has  been  used  for  many 
years,  with  no  evidence  of  adverse  fetal  effect  or  teratogenicity,  its  safety  in 
pregnancy  has  not  been  established.  Therefore  use  of  Bronkodyl  during  lacta- 
tion or  in  women  of  childbearing  potential  requires  that  possible  benefits  of  the 
drug  be  weighed  against  possible  hazards  to  fetus  or  child. 

PRECAUTIONS:  Bronkodyl  should  be  used  with  caution  in  patients  with  cardiac 
or  circulatory  disease. 


ADVERSE  REACTIONS:  Gastrointestinal:  Epigastric  distress,  nausea,  vomit- 
ing. Cardiovascular:  palpitations.  CNS:  Insomnia,  restlessness,  irritability,  con- 
vulsion. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Usual  dosage  of  Bronkodyl  is  200 
mg.  every  6 hours  (four  doses  in  each  24  hours).  This  dosage  may  be  adjusted 
to  reflect  individual  clinical  response  as  an  indication  of  slow  or  rapid  metab- 
olism of  the  drug.  If  adverse  reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be  lengthened,  or  both.  If  clinical 
response  is  not  satisfactory,  indicating  possible  rapid  inactivation  of  the  drug, 
dosage  may  be  gradually  increased  to  achieve  the  desired  response.  In  some 
instances  of  either  too  slow  or  too  rapid  metabolism,  plasma  levels  of  theo- 
phylline should  be  determined  and  dosage  adjusted  accordingly  to  achieve 
levels  above  10  mcg/ml,  but  not  to  exceed  20  mcg/ml. 

Dosage  in  Children:  Usual  dosage  should  be  based  on  administration  of  10 
per  kg  per  24  hours,  divided  in  4 doses  per  day,  given  every  6 hours.  As  th  j 

not  be  possible  with  use  of  the  capsules,  Bronkodyl  elixir  may  be  us  o- 

phylline  saliva  levels  (approximately  60%  of  simultaneous  blood  I nay 

facilitate  dosage  adjustments,  especially  in  children,  to  obtain  :i ; jriate 
response. 

HOW  SUPPLIED: 

Bronkodyl  100  mg.,  brown  and  white  capsules  in  100  s,  Code  #18:' 

Bronkodyl  200  mg. .green  and  white  capsules  in  100s, Code  #18: 

Bronkodyl  Elixir,  80  mg.  per  15  ml,  in  pints.  Code  ttlSS1: 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York.  N.Y  10016 


fhe  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6 ,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
in  ethical  pharmaceutical  product  been 
described  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
tew  data  related  to  Motrin  have  been  published. 

Fhe  6,000,000  patients  already  treated 
ith  Motrin  is  an  objective  measure  of  physicians’ 
rnfidence  in  the  ability  of  Motrin  to 
elieve  t!  un  and  inflammation  associated  with 
heumatoiu  hritis  and  osteoarthritis. 

D 1978  The  Upjohn  Company 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


Motrin 

ibupofenUpiohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 

Motrin 400 ma 

itxjprofeaUpphn 

Indications  and  Usage:  Treatment  o<  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence;  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q i d Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 

• ‘ion  Federal  law  prohibits  dispensing  without  prescription. 

NIM-3 

, ^ The  UPi°hn  Company 
luia  J Kalamazoo,  Michigan  49001 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


new  members 


BEAVER  COUNTY: 

Dominic  A Antico,  MD,  Radiology,  71  Bridge  St.,  Rm  109,  Bridgewater  15009 

Michael  Arbitman.  MD,  Radiology.  71  Bridge  St. . W Bridgewater  15009 

Laximi  N Hegde,  MD,  Urology,  1218  6th  Ave  , Beaver  Falls  15010 

Yovsef  Mehrabi.  MD.  Pediatrics,  1125  8th  Ave  , Beaver  Falls  15010 

Keith  D Mosienko.  MD,  Family  Practice,  Med  Ctr  of  Beaver  Co..  Rochester  15074 

BERKS  COUNTY: 

Robert  Poiletman,  MD.  Psychiatry.  St  Joseph  Hosp  , Reading  19603 
Mark  A Vasa,  MD,  Radiology,  Reading  Flosp.  Med  Ctr  Rad  , Reading  19603 

CAMBRIA  COUNTY: 

Lawrence  T Beatty,  MD,  Family  Practice,  401  Olive  St. , Johnstown  15905 
Mireya  A Castellon,  MD,  A-317  Kenesaw  Rd  . 5,  Johnstown  15905 
Thomas  R Ellenberger,  Jr . MD,  Internal  Medicine.  243  Vine  St,.  Johnstown  15901 
Bruce  R Kelly.  MD,  Family  Practice,  1130  Franklin  St. , Johnstown  15905 
Kenneth  D Lefler,  MD,  Family  Practice,  132  Marshall  Ave  . Johnstown  15905 

DAUPHIN  COUNTY: 

Thomas  H Cahn.  MD,  Family  Practice.  62  Univ  Manor.  Hershey  17033 
Chris  C Chang.  MD.  Pediatrics,  2645  N 3rd  St.,  Harrisburg  17105 
Mark  C Friedman,  MD,  Internal  Medicine,  3909  Ridgeland  Blvd  , R D 8. 
Mechanicsburg  17055 

Stephen  A Friedman.  MD,  Internal  Medicine,  100  Townsend  Dr , #8.  Hummelstown 
17036 

Charles  R Inners,  MD.  Internal  Medicine,  425  N 21st  St  , Camp  Hill  17011 
Douglas  R Shumaker.  MD.  Internal  Medicine,  7861  Jefferson  St.,  Hummelstown 
17036 

ELK-CAMERON  COUNTY: 

Tariq  Mahmood,  MD,  Internal  Medicine.  123  Centre  St.,  Ridgway  15853 

ERIE  COUNTY: 

Samir  Bsata,  MD,  Urology,  232  W 25th  St.,  Erie  16512 
Richard  A Cole,  MD,  Internal  Medicine,  24  W 41st  St.,  Erie  16508 
Raquel  Cross.  MD,  Internal  Medicine,  4601  Glenwood  Pk  Ave  , Erie  16509 
Heidrun  D Hardy,  MD,  Anesthesiology.  1102  Appletree  Ln  . Erie  16509 

INDIANA  COUNTY: 

Sung-Shu  Lan,  MD,  Family  Practice,  20  Byron  Ct  , Indiana  15701 

LACKAWANNA  COUNTY: 

Saadeddine  A Hijazi . MD.  General  Surgery,  107  Crestwood  Twn  , R D #2.  Moscow 
18444 

Cecilia  R Ventura.  MD,  Pediatrics.  119  Main  St.,  Blakely  18447 

LANCASTER  COUNTY: 

John  J Etnoyer,  MD,  Obstetrics/Gynecology,  1887  Lititz  Pike,  Lancaster  17601 

LAWRENCE  COUNTY: 

Carlos  I Flores.  MD.  Pediatrics.  565  W Neshannock,  New  Wilmington  16142 

LEHIGH  COUNTY: 

C Brown,  MD,  Radiology,  1245  Winchester  Rd  , Allentown  18104 
Kenneth  H Harris.  MD,  Radiology,  961  N 32nd  St..  Allentown  18104 
Stephen  K Klasko,  MD,  Obstetrics/Gynecology,  Allentown  Gen  Hosp  . Allentown 
18102 

Kan  C Shieh,  MD.  Radiology,  Sacred  Heart  Hosp  , Allentown  18102 
William  H.  Singer,  MD,  Anesthesiology,  421  Chew  St  . Allentown  18102 
Emil  R Szabo,  MD.  Obstetrics/Gynecology,  Allentown  Hosp  . Allentown  18102 

LYCOMING  COUNTY: 

Chia  S Shy.  MD.  Obstetrics/Gynecology,  1201  Grampian  Blvd  . Williamsport  17701 

MCKEAN  COUNTY: 

H.  Tagizadieh,  MD,  Orthopedic  Surgery,  Bradford  Hosp  . Bradford  16701 

MIFFLIN-JUNIATA  COUNTY: 

Martin  J Fleishman,  MD,  Family  Practice.  4th  St  & Highland  Ave  . Lewistown  17044 
Shashpal  Malhotra,  MD,  Family  Practice,  18  N Main  St  . Lewistown  17044 
Phyllis  J Morningstar,  MD.  Family  Practice,  Big  Valley  Area  Med  Ctr  . Belleville 
17004 

VENANGO  COUNTY: 

Mary  J Kinosiam,  MD.  Neurology.  1411  Liberty  Dr.,  Franklin  16323 
Joseph  R Kraynak,  MD,  Family  Practice,  316  Pinoak  Dr  . Franklin  16323 
Daniel  McGehee,  MD.  Family  Practice,  1 Spruce  St.,  Franklin  16323 

WESTMORELAND  COUNTY: 

John  G Bear,  MD.  Family  Practice,  363  Millerdale  Rd  . R D #1.  Greensburg  15601 
Stuart  A Glasser.  MD.  Dermatology,  533  W Newton  St . Greensburg  15601 
Carol  F Truitt.  MD,  Pediatrics,  3907  Old  Wm  Penn  Hwy  . Murrysville  15668 
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30-MG  AND  15-MG  CAPSULES 

SLEEP  LABORATORY  PROOF: 

□ significant  effectiveness  from  night  1 through  nght  28  in  chronic  insomnecs'  M 

Insomnia  is  often  transient  and  the  prolonged  administration  of  Dalman^;.^ 
seldom  necessary  When  extended  therapy  is  required,  periodic* 
blood  counts  and  liver  and  kidney  function  tests  should  be  perform^ 

n no  insomnia  rebound  when  discontinued  after  14  consecutive  nights  of  ^ise 1 


Please  see  reverse  side  for  a summary  of  product  information. 


The  model  of  hypnotic  evaluation  and  efficacy 

DALMANE 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — recommended  dosage 
for  elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI ),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective 
sleep  laboratory  data  have  shown  effective- 
ness for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often 
transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alert ness(e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide, diazepam, and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  tri- 
mester of  pregnancy.  Dalmane,  a 
"nzodiazepine,  has  not  been  stud- 
! c'  adequately  to  determine  whether 
v be  associated  with  such  an 
ed  risk.  Because  use  of  these 
drug  -arely  a matter  of  urgency, 
their  u 'uring  this  period  should 


almost  always  be  avoided.  Consider 
possibility  of  pregnancy  when  insti- 
tuting therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Not  recommended  for  use  in  persons  under 
15  years  of  age.  Though  physical  and 
psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated, 
limit  dosage  to  15  mg  to  reduce  risk  of  over- 
sedation, dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects 
with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  patients  who 
are  severely  depressed,  or  with  latent 
depression  or  suicidal  tendencies,  or  with 
impaired  renal  or  hepatic  function.  Periodic 
blood  counts  and  liver  and  kidney  function 
tests  are  advised  during  repeated  therapy. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  seda- 
tion, lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or 
overdosage,  have  been  reported.  Also 
reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkative- 
ness, apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint 


pains  and  GU  complaints.  There  have  also 
been  rare  occurrences  of  leukopenia, 
granulocytopenia,  sweating,  flushes,  diffi- 
culty in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness 
of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations, 
paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum 
beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debili- 
tated patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. ’ 

REFERENCES:  1.  Kales  A,  ef  al:  Clin 
Pharmacol  Ther  18:  356-363,  Sep  1975 
2.  Kales  A,  et  al:  Clin  Pharmacol  Ther  19. 
576-583,  May  1976.  3.  Dement  WC,  et  al: 
Long-term  effectiveness  of  flurazepam 
30  mg  h.s.  on  chronic  insomniacs.  Presented 
at  the  15th  annual  meeting  of  the  Associa- 
tion for  Psychophysiological  Study  of  Sleep, 
Edinburgh,  Scotland,  Jun  30-Jul  4,  1975. 

4.  Kales  A,  et  al:  J Clin  Pharmacol  17: 
207-213,  Apr  1977. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 
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Current  Yield 
TAX  FREE 
MUNICIPAL  BONDS 


Call  Collect:  (717)  233-5766  G.  Thomas  Weber 

or:  (717)  233-5761  Fixed  Income  Coordinator 

LOEB  RHOADES,  HORNBLOWER  & CO. 

Members  New  York  Stock  Exchange 
Brokers  in  all  Pennsylvania  Municipal  Bonds 


Please  send  information  on  above 
Please  send  current  offering  sheet 
Please  send  information  on: 

□ Tax  shelters  □ Pension  funds 

□ Gold  □ U.S.  Government  securities 

□ No-load  money  market  fund  □ Insured  Pennsylvania 

□ Investment  advisory  service  tax  free  trust 

□ 

We  invite  serious  inquiries 


NAME 

ADDRESS  

CITY  STATE  - _ZIP 

TELEPHONE:  HOME  BUSINESS 


Loeb  Rhoades 
Horn  blower 


Attn:  G Thomas  Weber,  FIC 
P O Box  1015 
212  Locust  St 
Harrisburg,  PA  17108 


THE  SECOND  ANNUAL  EDWARD  G. 
WATERS  GYNECOLOGIC  CONFERENCE 

Presented  by  the  Department  of  Obstetrics  and 
Gynecology  of  the  New  Jersey  Medical  School- 
CMDNJ  at  the  Playboy  Club  Resort  Hotel,  featuring: 

“SEXUAL  COUNSELING  WORKSHOP” 
MARCH  1,  1979  and 
“CONTROVERSIES  IN  GYNECOLOGY” 
MARCH  2-4,  1979 

For  further  information  please  contact  Herik  Cate- 
rini,  MD,  Department  of  Obstetrics  and  Gynecology, 
New  Jersey  Medical  School,  65  Bergen  Street, 
Newark,  New  Jersey.  (201)  643-0407  or  (201) 
456-4223 


EDUCATIONAL  CREDITS: 


AMA  Credits  Category  I: 
ACOG  Cognates: 

AAFP  Prescribed  Credits: 
American  Osteopathic 
Association: 

New  Jersey  Nurses 
Association: 


Sexual 

Counseling 

Workshop 

March  1 

5 

6 
8 
5 


Controversies 
in  Gynecology 

March  2-4 

21 

17 

17 

20 

17.5 
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Each  tablet  contains:  aspirin,  227  mg;  phenacetin,  162 
mg;  and  caffeine,  32  mg;  plus  codeine  phosphate  in 
one  of  the  following  strengths:  "4-60  mg  (gr  I ); 
*3-30  mg  (gr  '/2);*2-15  mg  (gr  '/«);  and  * 1-7.5  |]|| 
mg  (gr '/«),  (Warning—  may  be  habit  forming), 


Wellcome 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  P7709 
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DESCRIPTION:  Methyltestosterone  is  1 7/*-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone  is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1 Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3.  Impotence  due  to 
androgenic  deficiency.  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  |aundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  oiher  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia, 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
m divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg., 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R B 
Greenblatt.  MO  ; R.  Witherington,  M.D.;  1. 8.  Sipahioglu. 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric  Drug  Therapy,  Sept  1976 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250  Rx  only 


When  - 

impotence 

is  due  tolandrogenic  deficiency 


Android  5 10  25 

Methyltestosterone  U.S.P  Tablets 


A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric/eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 
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Write  for  new  double-blind  study  reprints  and  samples. 

(BR<AW!!fc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street.  Los  Angeles,  California  90057 


obituaries 


indicates  membership  in  the  Pennsylvania  Society  at  time  of  death. 


• Mary  Louise  Carpenter  Gloeckner,  Conshohocken;  Women’s 
Medical  College  of  Pennsylvania,  1928;  age  74;  died  November  4, 
1978.  Dr.  Gloeckner  had  practiced  general  medicine  in  Con- 
shohocken for  50  years  and  was  a former  vice  president  of  the 
American  Medical  Association.  From  1950  to  1969,  she  was  the 
only  female  member  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

• William  C.  Barnett,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1932;  age  71;  died  September  28,  1978.  He  was 
a member  of  the  Braddock  Hospital  medical  staff  for  26  years  and 
was  a charter  member  of  Allegheny  County  Medical  Society  and 
Academy  of  General  Practice. 

• J.  Collier  Bolton,  Camp  Hill;  Temple  University  School  of  Med- 
icine, 1931;  age  73;  died  October  21,  1978.  A retired  physician  at 
the  time  of  his  death,  Dr.  Bolton  was  on  the  staff  of  Polyclinic 
Medical  Center  for  43  years.  He  was  a past  president  of  the  Harris- 
burg Academy  of  Medicine,  Dauphin  County  Cancer  Society  and 
Dauphin  County  Medical  Society. 

• H.  Ford  Clark,  Huntingdon;  University  of  Pittsburgh  School  of 
Medicine,  1934;  age  68;  died  September  20, 1978.  He  was  a member 
and  past  president  of  the  Pennsylvania  Federation  of 
Ophthalomology  and  Otolaryngology.  The  doctor  also  was  a 
member  of  the  Huntingdon  County  Medical  Society  and  served  as 
treasurer  for  many  years. 

• Stephen  J.  Deichelmann,  Fort  Washington;  Hahnemann  Med- 
ical College,  1939;  age  70;  died  September  24,  1978.  Dr.  Deichel- 
mann was  a neuropsychiatrist  and  a pioneer  in  the  field  of  shock 
therapy.  He  served  as  medical  director  of  Dufur  Hospital,  Ambler, 
for  38  years,  and  was  a past  president  of  the  Montgomery  County 
Medical  Society. 

• John  T.  Dickinson,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1943;  age  60;  died  October  17,  1978.  He  had 
been  a member  of  the  Mercy  Hospital  staff,  Pittsburgh,  since  1948 
and  was  president  of  the  staff  from  1967  to  1969.  Dr.  Dickinson  was 
an  internationally  known  plastic  surgeon  who  was  instrumental 
in  the  development  of  Mercy  Hospital’s  Communicative  Disorder 
Center.  He  taught  otolaryngology  at  University  of  Pittsburgh  and 
West  Virginia  University. 

• Harold  Dillon,  Rosemont;  University  of  Maryland  School  of 
Medicine;  age  59;  died  October  1,  1978.  Dr.  Dillon  served  on  the 
staffs  of  the  University  of  Pennsylvania  Hospital,  Graduate  Hospi- 
tal, the  Institute  of  the  Pennsylvania  Hospital  and  Presbyterian- 
University  of  Pennsylvania  Medical  Center.  He  was  a psychiatrist 
and  neurologist. 

• David  M.  Dunbar,  Washington;  University  of  Pennsylvania 
School  of  Medicine,  1923;  age  81;  died  February  22,  1978.  Dr.  Dun- 
bar began  his  medical  practice  in  1924  and  at  the  time  of  his  death 
was  the  oldest  practicing  physician  in  Washington  County. 

• George  Edward  Dvorchak,  Hastings;  George  Washington 
University  School  of  Medicine,  1938;  age  66;  died  August  30, 1978. 
Dr.  Dvorchak  operated  the  medical  clinic  at  Hastings  since  1959. 


• Joseph  W.  Ehrhart,  Forty  Fort;  Hahnemann  Medical  College, 
1940;  age  65;  died  October  15,  1978.  He  was  a member  of  the 
teaching  staff  of  Hahnemann  Hospital  and  board  of  directors  of 
Nesbitt  Hospital.  Dr.  Ehrhart  was  the  deputy  coroner  and  prison 
physician  for  Luzerne  County. 

• Louis  G.  Fetterman,  Palmyra;  Temple  University  School  of 
Medicine,  1932;  age  74;  died  October  14,  1978.  He  was  a retired 
physician  who  had  practiced  in  the  Campbelltown  and  Hershey 
areas  for  45  years. 

• Lester  P.  Fowle,  Laguna  Hills,  California;  University  of  Penn- 
sylvania School  of  Medicine,  1923;  age  80;  July  21, 1978.  Known  in 
the  field  of  dermatology,  he  headed  Bucknell  Univesity’s  medical 
service  until  1963,  and  then  was  appointed  senior  physician  at  the 
university. 

• Wesley  B.  Fox,  Lansdowne;  Hahnemann  Medical  College,  1943; 
age  62;  died  October  8, 1978.  Dr.  Fox  was  on  the  staffs  of  Delaware 
County  Memorial  and  Haverford  General  Hospitals. 

• Samuel  G.  Henderson,  Clearwater,  Florida;  University  of 
Pennsylvania  School  of  Medicine,  1925;  age  78;  died  September  22, 
1978.  He  had  served  as  chairman  of  the  radiology  department  at 
Magee  Women’s  Hospital,  Pittsburgh. 

• Nancy  C.  C.  Holt,  Pittsburgh;  University  of  Nebraska,  1960; 
age  42;  died  August  21,  1978. 

• Harry  Loikrec,  Pittsburgh;  University  of  Michigan  Medical 
School,  1929;  age  75;  died  September  27,  1978.  Dr.  Loikrec  had 
practiced  privately  in  Pittsburgh  for  47  years. 

• Edward  P.  Polevoy,  Philadelphia;  Hahnemann  Medical  Col- 
lege, 1943;  age  60;  died  October  10,  1978.  He  was  Hahnemann’s 
chief  of  gastroenterology  and  was  chief  of  diabetic  services  at  St. 
Agnes  Hospital.  A former  police  and  fire  surgeon  and  physician 
with  the  Philadelphia  courts,  he  was  a member  of  the  American 
College  of  Gastroenterology  and  the  Fraternal  Order  of  Police. 

• Thomas  E.  Schadt,  Bethlehem;  University  of  Pennsylvania 
Medical  School,  1923;  age  81;  died  September  30,  1978.  Dr.  Schadt 
was  a specialist  in  obstetrics  and  gynecology  before  his  retirement 
in  the  1960s.  He  was  chief  of  staff  at  St.  Luke’s  Hospital  in 
Bethlehem. 

• Berthold  M.  Stern,  Philadelphia;  University  of  Heidelberg 
Medical  School,  1923;  age  78;  died  October  16,  1978.  He  was  in 
charge  of  the  allergy  department  of  St.  Luke’s  and  Children’s 
Medical  Center,  Philadelphia,  for  more  than  25  years. 

• Howard  R.  Weddell,  McKeesport;  University  of  Pittsburgh 
School  of  Medicine,  1919;  age  85;  died  October  7,  1978.  He  was  a 
physician  and  surgeon  in  McKeesport  for  55  years. 

• William  F.  Whelan,  Philadelphia;  Jefferson  Medical  College; 
age  89;  died  October  15, 1978.  An  ear,  nose  and  throat  specialist,  he 
was  an  associate  professor  of  otolaryngology  at  the  University  of 
Pennsylvania  Medical  School. 
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Proceedings 

129th  Annual  Session  of  the  House  of  Delegates 
Lancaster,  October  30-November  1,  1978 

(Secretary's  Note:  Affirmative  action  by  the  House  on  the  Rec- 
ommendations of  the  Reference  Committees  was  taken  unless 
otherwise  specifically  reported.  Copies  of  all  reports,  addresses, 
and  resolutions  in  their  entirety  are  available  upon  request.) 


Opening  Session  of  the  House 
October  30,  1978 

D.  Ernest  Witt,  M.D.,  Speaker  of  the  House,  called  the  opening 
session  of  the  House  of  Delegates  to  order  at  10:12  a. m.,  Monday, 
October  30,  1978,  in  the  Baroque  Ballroom  of  the  Host  Farm 
Resort  Motel,  Lancaster.  Dr.  Witt  called  on  Mr.  David  H.  Small, 
chairman  of  the  Convention  Task  Force,  who  discussed  the  for- 
mat of  the  Official  Reports  Book.  After  receiving  a report  from  the 
chairman  of  the  Committee  on  Credentials,  indicating  that  a 
quorum  was  present,  the  speaker  called  upon  Robert  Poole,  III, 
M.D.,  Chester  County,  to  offer  the  invocation.  Following  the  invo- 
cation, the  speaker  indicated  that  delegates  should  be  aware  of 
Resolution  72-6  prohibiting  smoking  in  the  House  of  Delegates  or 
reference  committee  hearings. 

Committee  on  Rules 

John  L.  Kelly,  M.D.,  Delaware  County,  chairman  of  the  Com- 
mittee on  Rules,  presented  the  following  written  report: 

"Mr.  Speaker  and  members  of  the  House  of  Delegates:  the 
Reference  Committee  on  Rules  met  and  unanimously  approved 
the  adoption  of  the  Standing  Rules  of  the  House  of  Delegates  of 
the  Pennsylvania  Medical  Society  as  published  on  pages  9-10  of 
the  1978  Official  Reports  Book. 

"Mr.  Speaker,  I recommend  that  the  Standing  Rules  of  the 
House  of  Delegates  be  adopted  as  presented. " 

Necrology  Report 

The  House  stood  in  tribute  following  the  Necrology  Report 
presented  by  George  A.  Rowland,  M.D.,  chairman  of  the  Board  of 
Trustees: 

“At  this  time  it  is  customary  to  ask  you  to  give  a moment's 
thought  to  our  members  who  may  have  been  with  us  here  a year 
ago,  but,  in  the  past  months,  have  responded  to  their  last  roll  call. 
Their  names  have  been  memorialized  in  county  medical  society 
bulletins  and  in  Pennsylvania  Medicine,  the  journal  of  the  Penn- 
sylvania Medical  Society. 

"From  September  1,  1977  to  August  31,  1978,  we  have  lost  by 
death  180  members:  13  not  over  50  years  of  age;  68  between  51 
and  70;  and  99  in  the  group  aged  71  to  over  90.  Of  these  180 
members,  94  were  Associates,  all  of  whom  were  70  years  of  age  or 
over.  The  Necrology  Report  at  the  last  Annual  Session  reported 
the  loss  of  194  members. 

"May  we  rise  for  this  moment  in  silence  and  respect  to  those 
members  who  have  passed  to  their  eternal  reward  during  the  past 
year." 

Memorial  Resolution 

Dr.  Witt  called  on  John  L.  Kelly,  M.D.,  Delaware  County,  who 
presented  a Memorial  Resolution  for  John  Kotik  which  was  au- 
thored by  Berks,  Bucks,  Chester,  Delaware,  Lehigh,  and 
Montgomery  County  Medical  Societies.  This  resolution  reads  as 
follows: 

"WHEREAS,  John  Kotik,  Springfield,  Pennsylvania,  gave  six- 
teen years  of  distinguished  service  to  the  Delaware  County  Medi- 
cal Society;  and 

WHEREAS,  He  served  all  of  organized  medicine  in  an  untiring, 
loyal,  and  dedicated  manner;  and 

WHEREAS,  He  served  as  a good  friend  and  advocate  of  the 
physician;  and 

WHEREAS,  He  died  suddenly  on  September  17, 1978,  at  the  age 
of  46;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  express  its  deep  sorrow  over  the  premature  loss 
of  John  Kotik,  a distinguished  medical  society  executive  and 
friend;  and  be  it  further 

RESOLVED,  That  this  resolution  be  made  part  of  the  minutes  of 


this  meeting  and  that  a copy  be  sent  with  our  expression  of 
deepest  sympathy  to  his  family.” 

(Secreatary's  Note:  This  Memorial  Resolution  was  adopted  as 
presented.) 

Report,  Pennsylvania  Medical  Political  Action  Committee 

Charles  K.  Zug,  III,  M.D.,  Northampton  County,  chairman  of  the 
PaMPAC  Board  of  Directors,  presented  an  informational  report  to 
the  House. 

Report,  Pennsylvania  Medical  Cooperative 

Kenneth  L.  Cooper,  M.D.,  Lycoming  County,  president  of  the 
Pennsylvania  Medical  Cooperative,  presented  a status  report  on 
the  Co-op.  This  report  was  referred  to  Reference  Committee  F. 

Approval  of  Proceedings 

The  Proceedings  of  the  128th  Annual  Meeting  of  the  Society 
held  in  Lancaster,  October  25-27, 1977,  and  found  on  pages 40-84 
in  the  January  1978  issue  of  PENNSYLVANIA  MEDICINE,  were 
approved  as  corrected. 

Introductions 

Donald  E.  Harrop,  M.D.,  Chester  County,  Vice  Speaker  of  the 
House  of  Delegates,  introduced  officers  of  the  Society,  PMS 
Judicial  Council,  members  of  the  Board  of  Trustees  and  Coun- 
cilors, and  PMS  Past  Presidents. 

Address  of  President 

John  V.  Blady,  M.D.,  Philadelphia  County,  president,  presented 
a report  on  many  areas  in  which  the  Society  has  been  active 
during  his  tenure  as  president.  This  address  was  referred  to 
Reference  Committee  G. 

Report  of  AMA  Delegation 

As  required  by  the  resolved  portion  of  Resolution  71-1:  AMA 
Delegation  Report  and  Plans,  the  House  received  a brief  report 
from  John  B.  Lovette,  M.D.,  Johnstown,  chairman  of  the  Pennsyl- 
vania Delegation: 

“Mr.  Speaker,  members  of  the  House  of  Delegates: 

“I  am  pleased  to  speak  to  you  today  about  the  accomplish- 
ments of  the  Pennsylvania  Delegation  to  the  AMA.  Through  hard 
work  and  dedication,  the  delegation  experienced  an  informative 
and  successful  year. 

"As  I'm  sure  all  of  you  know  by  now,  the  highlight  of  the  year 
was  the  election  of  George  Rowland  to  fill  the  two-year  unexpired 
term  of  Hoyt  Gardner  on  the  AMA  Board  of  Trustees.  George's 
election  ws  preceded  by  a well-executed  political  campaign  in 
which  every  member  of  the  delegation  participated.  The  Political 
Action  Committee  met  several  times  to  develop  a unique  ap- 
proach to  the  traditional  political  crusade.  Through  personal 
contacts  by  each  Delegation  member,  we  were  able  to  spread  the 
news  of  George's  ability  to  each  state  delegation.  Instead  of  the 
conventional  open  house,  we  staged  a Millville  picnic  with  hot 
dogs,  beer,  and  ice  cream  for  the  enjoyment  of  other  state  dele- 
gations. All  of  this,  complementing  George's  obvious  charisma 
and  capabilities,  led  to  our  representation  on  the  AMA  Board.  We 
Pennsylvanians  also  benefit  greatly  from  Bill  Rial's  leadership 
role. 

“Pennsylvania  was  well  represented  at  both  the  interim  meet- 
ing in  December  and  the  annual  meeting  in  June.  National  health 
insurance  and  cost  containment  dominated  discussion  at  these 
meetings. 

“I'm  not  going  to  reiterate  for  you  every  resolution  and  action 
that  took  place  this  year.  These  you  can  find  in  your  copy  of  the 
Official  Reports  Book  under  Reference  Committee  G.  I will  say, 
though,  that  I am  proud  to  chair  this  delegation  and  that  you  are 
fortunate  to  have  twenty  hard-working,  receptive,  and  loyal 
physicians  to  speak  for  you  at  the  national  level. 

“Thank  you." 
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Pennsylvania  Delegation  Meeting 

It  was  announced  that  the  Pennsylvania  Delegation  to  the  AMA 
would  hold  a business  meeting  Monday  evening,  October  30,  at  7 
p.m.  in  the  Monterey  Room. 

Distinguished  Guests 

The  following  distinguished  guests  were  presented  to  the 
House:  Dr.  Francis  J.  Mayle,  Jr.,  President,  Medical  and  Chirurgi- 
cal  Faculty  of  Maryland;  Mr.  Carl  L.  Mosher,  Chairman,  Hospital 
Association  of  Pennsylvania;  Dr.  George  T.  C.  Way,  President, 
Medical  Society  of  the  State  of  New  York;  Dr.  Charles  S.  Krueger, 
President,  Medical  Society  of  New  Jersey;  and  Miss  Barbara 
Hodnick,  CMA-A,  President,  Pennsylvania  Society,  American  As- 
sociation of  Medical  Assistants. 

Address  of  President  Elect 

John  B.  Lovette,  M.D.,  Cambria  County,  president  elect, 
presented  a report  on  his  plans  for  the  upcoming  year.  Dr. 
Lovette’s  address  was  referred  to  Reference  Committee  G;  how- 
ever, specific  recommendations  were  referred  to  appropriate  ref- 
erence committees.  Specific  recommendations  include:  mem- 
bers of  the  Pennsylvania  Medical  Society  pledge  themselves  to 
lower  the  rate  of  increase  in  their  fees  so  that  it  does  not  exceed 
the  overall  Consumer  Price  Index  on  an  annual  basis  (referred  to 
Reference  Committee  C) ; PMS  study  the  feasibility  of  changes  in 
health  insurance  policies  to  build  in  some  incentives  (through 
co-payment,  deductibles,  surcharges,  discounts,  etc.)  to  involve 
the  insured  more  in  the  cost  of  utilizing  the  plan  (referred  to 
Reference  Committee  E);  PMS  undertake  cooperative  studies 
with  the  private  insurance  industry  to  develop  experiments  in  risk 
sharing  which  include  physicians  and  hospitals  in  private  fee  for 
service  practice  (referred  to  Reference  Committee  E);  PMS  de- 
velop active  leadership  in  the  area  of  patient  safety  and  risk 
management  (referred  to  Reference  Committee  E);  conduct  a 
special  year-long  campaign  to  increase  AMA  membership  in 
Pennsylvania  to  reverse  the  decline  which  has  set  in  over  the  past 
several  years  (referred  to  Reference  Committee  F);  those  spe- 
cialty societies  which  presently  do  not  purchase  administrative 
services  from  the  PMS  Department  of  Specialty  Society  Services 
offer  PMS  the  opportunity  in  the  next  year  to  make  a sales 
presentation  to  them  and  each  society  give  serious  consideration 
to  securing  administrative  services  from  PMS  (referred  to  Refer- 
ence Committee  G);  and  a special  study  be  made  of  certain 
common  services  which  might  be  provided  by  PMS  for  all  spe- 
cialty societies  in  Pennsylvania,  particularly  as  they  relate  to  the 
new  PMS  computer  (referred  to  Reference  Committee  G). 

Remarks  of  President  of  Auxiliary 

Mrs.  William  R.  A.  Boben,  president,  Pennsylvania  Medical  So- 
ciety Auxiliary,  addressed  the  House  and  reported  on  the  ac- 
tivities of  the  Auxiliary.  Her  remarks  were  referred  to  Reference 
Committee  F. 

Remarks,  President  of  AMA  Auxiliary 

Mrs.  Manuel  A.  Bergnes,  president  of  the  American  Medical 
Association  Auxiliary,  addressed  the  House.  Her  remarks  were 
received  for  information. 

Acceptance  of  Reports  and  Resolutions 

The  material  contained  in  the  1978  Official  Reports  Book  was 
presented  for  acceptance  to  the  House. 

Finance  Committee  Report 

Leroy  A.  Gehris,  M.D.,  Berks  County,  Chairman  of  the  Finance 
Committee,  presented  the  following  report  of  the  Finance  Com- 
mittee of  the  Board  of  Trustees  and  Councilors: 

“Mr.  Speaker,  members  of  the  House  of  Delegates: 

“A  copy  of  the  proposed  budget  for  1979  as  tentatively  ap- 
proved by  the  Board  of  Trustees  has  been  distributed  for  your 
information.  It  also  contains  the  comparative  figures  of  the 
budget  approved  for  1978,  as  well  as  the  actual  expenditures  for 
the  first  nine  months  of  this  year.  You  will  note  that  we  are 
experiencing  a surplus  as  of  September  30  in  the  amount  of 
$542,757  as  a result  of  the  $75  increase  in  dues  by  the  1 977  House. 
Of  course  we  must  expect  that  major  costs  for  the  balance  of  the 
year,  such  as  the  cost  of  this  meeting  of  the  House  of  Delegates, 
could  reduce  this  surplus  substantially. 

"The  1979  budget  brought  before  you  anticipates  a surplus  of 
$52,197  based  on  our  current  assessment  of  $225  per  full  dues- 
paying  member.  However,  the  budget  contains  no  allocation  for 


carrying  out  the  proposed  programs  of  the  Foundation.  The 
Foundation  requested  an  allocation  of  $123,500.  The  Finance 
Committee  recommended  that  the  programs  be  carried  out  under 
the  new  Council  on  Health  Planning  and  Facilities.  The  commit- 
tee proposed  an  addition  of  $40,000  to  the  Council  budget.  The 
Board  of  T rustees  determined  that  the  House  of  Delegates  should 
decide  where  the  projects  should  be  carried  out  as  the  House 
reviews  the  projects  outlined  in  the  annual  report  of  the  Founda- 
tion, referred  to  Reference  Committee  C.  The  Board  has  submit- 
ted a report  to  this  House  (Report  L)  on  this  subject  which  the 
Speaker  has  also  referred  to  Reference  Committee  C.  After  this 
House  tells  which  unit  should  carry  out  the  projects,  the  Finance 
Committee  and  the  Board  of  Trustees  will  prepare  an  appropriate 
addition  to  the  final  1979  budget. 

“Some  resolutions  will  be  considered  by  this  House  of  Dele- 
gates which  have  financial  implications: 

“Resolution  78-2  which  would  provide  financial  assistance  to 
student  delegates  to  the  American  Medical  Student  Association 
from  chapters  of  Pennsylvania  medical  schools  (correction  in  the 
financial  note — if  it  is  the  intent  to  have  two  delegates  from  each 
of  the  seven  schools,  the  cost  would  be  $4,200). 

“Resolution  78-17  resolved  that  the  House  overrule  the  Board 
and  reject  the  terms  of  settlement  in  the  lawsuit  with  the  chiro- 
practors - $200,000  legal  fees. 

“Resolution  78-27  resolved  that  in  the  reorganization  of  the 
Pennsylvania  Medical  Society's  Council  on  Health  Planning  and 
Facilities  there  be  included  a Standing  Committee  on  Nursing 
Homes  to  review  services  to  the  elderly  - $122  per  person  per 
meeting. 

“Any  questions  concerning  the  budget  for  1 979  or  of  the  finan- 
cial position  of  the  Society  can  be  raised  at  the  hearing  of  Refer- 
ence Committee  G where  members  of  the  Finance  Committee 
and  others  will  be  available  to  answer  questions  and  to  hear  your 
opinions  and  suggestions. 

“A  recommendation  for  dues  for  1979  will  be  made  at  the  final 
session  of  the  House  after  all  actions  taken  by  you  have  been 
recorded  and  their  financial  impact  reviewed. 

“Thank  you.” 

Pennsylvania  Medical  Care  Foundation  Announcement 

The  following  announcement  was  made  by  the  speaker  with 
regard  to  the  Pennsylvania  Medical  Care  Foundation: 

“As  you  know,  according  to  the  bylaws  of  the  medical  care 
foundation,  members  of  the  PMS  House  of  Delegates  are  also  the 
administrative  members  of  the  Pennsylvania  Medical  Care  Foun- 
dation. The  1978  Annual  Report  of  the  Board  of  Directors  of  the 
Pennsylvania  Medical  Care  Foundation  has  been  previously 
mailed  to  you  with  your  Official  Reports  Book  and  is  located 
under  Tab  C. 

“It  is  customary  for  the  House  to  hold  the  annual  meeting  of  the 
Pennsylvania  Medical  Care  Foundation  tomorrow  afternoon.  We 
recommend  that  immediately  after  concluding  the  nominations 
and/or  elections  of  officers,  the  House  consider  Reference  Com- 
mittee C.  At  the  conclusion  of  Reference  Committee  C,  we  believe 
the  House  should  recess  and  immediately  reconvene  the  meeting 
of  the  administrative  members  of  the  foundation.  Following  the 
annual  meeting  of  the  foundation,  we  would  reconvene  as  the 
House  of  Delegates.” 

Address  of  President 
Pennsylvania  Medical  Care  Foundation 

The  speaker  called  upon  SidneyO.  Krasnoff,  M.D.,  Philadelphia 
County,  president  of  the  Pennsylvania  Medical  Care  Foundation, 
for  a few  remarks  concerning  the  annual  report  of  the  Founda- 
tion. His  remarks  were  referred  to  Reference  Commitee  C. 

Resolutions 

The  following  resolutions  were  received  subsequent  to  the 
mailing  of  the  Official  Reports  Book  and  were  accepted  as  the 
business  of  the  House: 

Resolution  No.  78-22  (Referred  to  Reference  Committee  E) 
Subject:  Second  Opinion  Program 

Introduced  By:  Eugene  B.  Rex,  M.D.,  on  behalf  of  the  Pennsylva- 
nia Academy  of  Ophthalmology  and  Otolaryngol- 
ogy 

Author:  Eugene  B.  Rex,  M.D. 

Resolution  No.  78-23  (Referred  to  Reference  Committee  E) 
Subject:  Improving  Physician/Patient  Relationship 
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Introduced  By:  William  A.  Shaver,  M.D.,  Secretary,  Lebanon 
County  Medical  Society 
Author:  William  A.  Shaver,  M.D. 

Resolution  No.  78-24  (Referred  to  Reference  Committee  E) 
Subject:  Federal  T rade  Commission  Action  Against  Standards  of 
Practice 

Introduced  By:  R.  Barrett  Noone,  M.D.,  on  behalf  of  the  Robert  H. 

Ivy  Society  of  Plastic  and  Reconstructive  Sur- 
geons 

Author:  Peter  Randall,  M.D.,  on  behalf  of  the  Robert  H.  Ivy  Society 
of  Plastic  and  Reconstructive  Surgeons 
Resolution  No.  78-25  (Referred  to  Reference  Committee  B) 
Subject:  PMS  House  of  Delegates  to  Affirm  "Principles  of  Medical 
Ethics'"  Regarding  Abortion 

Introduced  By:  Samuel  S.  Faris,  M.D.,  Montgomery  County  Medi- 
cal Society 

Author:  Samuel  S.  Faris,  M.D. 

Resolution  No.  78-26  (Referred  to  Reference  Committee  C) 
Subject:  Nursing  Home  Care 

Introduced  By:  Samuel  Baer,  M.D.,  Philadelphia  County  Medical 
Society 

Author:  Morton  Ward,  M.D.,  Philadelphia  County  Medical  Society 
Resolution  No.  78-27  (Referred  to  Reference  Committee  C) 
Subject:  Committee  on  Nursing  Homes 

Introduced  By:  Samuel  Baer,  M.D.,  Philadelphia  County  Medical 
Society 

Author:  Morton  Ward,  M.D.,  Philadelphia  County  Medical  Society 
Resolution  No.  78-28  (Referred  to  Reference  Committee  B) 
Subject:  Medical  School  Geriatric  Department 
Introduced  By:  Samuel  Baer,  M.D.,  Philadelphia  County  Medical 
Society 

Author:  Morton  Ward,  M.D.,  Philadelphia  County  Medical  Society 
Resolution  No.  78-29  (Referred  to  Reference  Committee  D) 
Subject:  Clarification  of  the  George  Amendment 
Introduced  By:  Ralph  Gaudio,  Jr.,  M.D.,  Allegheny  County  Medi- 
cal Society 

Author:  Paul  C.  Gaffney,  M.D.,  Allegheny  County  Medical  Society 
Resolution  No.  78-30  (Referred  to  Reference  Committee  E) 
Subject:  Department  of  Public  Assistance  Reimbursement 
Introduced  By:  Ralph  Gaudio,  Jr.,  M.D.,  Allegheny  County  Medi- 
cal Society 

Author:  Walter  M.  Greissinger,  M.D.,  Allegheny  County  Medical 
Society 

Resolution  No.  78-31  (Referred  to  Reference  Committee  E) 
Subject:  Reinstatement  of  Members  Terminated  for  Non- 
Payment  of  the  Mandatory  Assessment 
Introduced  By:  Ralph  Gaudio,  Jr.,  M.D.,  Allegheny  County  Medi- 
cal Society 

Author:  Hirsh  Wachs,  M.D.,  Allegheny  County  Medical  Society 
Resolution  No.  78-32  (Referred  to  Reference  Committee  E) 
Subject:  Blue  Cross  of  Northeastern  Pennsylvania  Contracts 
Prohibiting  Fee-For-Service  Practice  of  Medicine 
Introduced  By:  Edward  J.  Notari,  M.D.,  on  behalf  of  the  Lack- 
awanna County  Medical  Society 
Author:  Lackawanna  County  Medical  Society 
Resolution  No.  78-33  (Referred  to  Reference  Committee  B) 
Subject:  Payment  of  Bienniel  License  Fees 
Introduced  By:  John  Helwig,  Jr.,  M.D.,  Philadelphia  County  Medi- 
cal Society 

Author:  The  Philadelphia  County  Medical  Society  Delegation 
Resolution  No.  78-34  (Referred  to  Reference  Committee  C) 
Subject:  Death  Pronouncement  by  Nurses 
Introduced  By:  Robert  B.  Stuart,  M.D.,  Erie  County  Medical  Soci- 
ety 

Author:  T.  R.  Moyer,  M.D.,  Clinton  H.  Amacher,  M.D.,  A.  T.  Roos, 
M.D.,  Dennis  M.  Scully,  M.D.,  Edgar  H.  Ward,  M.D.,  and 
Robert  O.  Byers,  M.D.,  all  of  the  Erie  County  Medical 
Society 

Resolution  No.  78-35  (Referred  to  Reference  Committee  E) 
Subject:  Section  227,  Public  Law  92-603,  Draft  Regulations  on 
Teaching  Hospitals 

Introduced  By:  R.  Robert  Tyson,  M.D.,  on  behalf  of  the  Medical 
School  Section 
Author:  R.  Robert  Tyson,  M.D. 

Resolution  No.  78-36  (Referred  to  Reference  Committee  C) 


Subject:  Unreasonable  Time  Stipulation  of  JCAH  Hospital 
Categorization 

Introduced  By:  Robert  M.  Jaeger,  M.D.,  Lehigh  County  Medical 
Society  on  behalf  of  the  Council  of  State  Neurosurgical 
Societies 

Author:  Robert  M.  Jaeger,  M.D. 

Resolution  No.  78-37  (Referred  to  Reference  Committee  B) 
Subject:  Licensure  Payment  Requirement 
Introduced  By:  Henry  H.  Fetterman,  M.D.,  Lehigh  County  Medical 
Society 

Author:  Henry  H.  Fetterman,  M.D. 

Resolution  No.  78-38  (Referred  to  Reference  Committee  C) 
Subject:  Cost  Containment 

Introduced  By:  Edward  J.  Resnick,  M.D,  Secretary,  Philadelphia 
County  Medical  Society 
Author:  Bernard  Zamostien,  M.D. 

Resolution  No.  78-39  (Referred  to  Reference  Committee  B) 
Subject:  Method  of  Payment  of  Licensing  Fees 
Introduced  By:  Harriet  M.  Harry,  M.D.,  Centre  County  Medical 
Society 

Author:  Harriet  M Harry,  M.D. 

Resolution  No.  78-40  (Referred  to  Reference  Committee  G) 
Subject:  Delegates  and  Alternate  Delegates  to  the  American 
Medical  Association 

Introduced  By:  J.  Preston  Hoyle,  M.D.,  on  behalf  of  the  Clinton, 
Elk,  Lycoming,  Potter,  Tioga,  and  Union  County  Medical 
Societies 

Author:  J.  Preston  Hoyle,  M.D. 

Resolution  No.  78-41  (Referred  to  Reference  Committee  E) 
Subject:  Blue  Cross-Blue  Shield  Insurance  of  Professional  Fees 
Introduced  By:  William  C.  Long,  M.D.,  on  behalf  of  Clinton,  Elk, 
Lycoming,  Potter,  Tioga,  and  Union  County  Medical  Societies 
Author:  Robert  F Beckley,  M.D. 

Resolution  No.  78-42  (Referred  to  Reference  Committee  B) 
Subject:  Payment  of  License  Fees  to  State 
Introduced  By:  Robert  E.  Gregory,  M.D.,  on  behalf  of  the  Al- 
legheny County  Medical  Society 
Author:  Robert  E.  Gregory,  M.D. 

Resolution  No.  78-43  (Referred  to  Reference  Committee  G) 
Subject:  Chiropractic  Suit  Against  the  American  Medical  Associ- 
ation, American  College  of  Surgeons,  et.  al. 

Introduced  By:  Robert  E.  Gregory,  M.D.,  on  behalf  of  the  Al- 
legheny County  Medical  Society 
Author:  Robert  E.  Gregory,  M.D. 

Resolution  No.  78-44  (Referred  to  Reference  Committee  G) 
Subject:  Attendance  at  Meetings  of  the  AMA  House  of  Delegates 
by  Chairman  of  Committee  to  Nominate  Delegates  and  Alter- 
nates to  the  AMA 

Introduced  By:  Charles  K.  Zug,  III,  M.D.,  Northampton  County 
Medical  Society,  on  behalf  of  the  Committee  to  Nominate  Dele- 
gates and  Alternates  to  the  AMA 
Author:  Charles  K.  Zug,  III,  M.D.,  Northampton  County  Medical 
Society,  on  behalf  of  the  Committee  to  Nominate  Delegates  and 
Alternates  to  the  AMA 

Reference  Committees 

Reference  Committees  for  the  1978  Annual  Session  of  the 
House  of  Delegates  are  listed  below: 

Reference  Committee  A:  ‘Betty  L.  Cottle  (Blair)  Chairman;  'Rob- 
ert M.  Jaeger  (Lehigh);  'David  L.  Kerstetter  (Bedford);  'John  V. 
Modarress  (Schuylkill);  'John  V.  Templeton,  III  (Philadelphia); 
Wayne  W.  Helmick  (Beaver)  Alternate. 

Reference  Committee  B:  'Bernard  B.  Zamostien  (Philadelphia) 
Chairman;  'Joseph  V.  Caliguiri  (Allegheny);  'Camille  J.  Maravalli 
(Cambria);  'Martin  A.  Murcek  (Allergy);  'Robert  M.  Pilewski  (Ven- 
ango); Robert  W.  Allen  (Mercer)  Alternate. 

Reference  Committee  C:  'James  R.  Dornenburg  (Allegheny) 
Chairman;  'Joseph  T.  Buckey  (Luzerne);  *J.  Campbell  Martin 
(Columbia);  'Howard  A.  Mermelstein  (Allegheny);  'Jane  A.  M. 
Strickler  (Centre);  Robert  D.  Snyder  (Montour)  Alternate. 
Reference  Committee  D:  'Robert  N.  Moyers  (Crawford)  Chair- 
man; 'Frederick  G.  Brown  (Montour);  'Alan  L.  Dorian  (Montgom- 
ery); 'William  H.  Kittrell  (Washington);  ‘William  A.  Shaver  (Leba- 
non); J.  Preston  Hoyle  (Union)  Alternate. 

Reference  Committee  E:  'John  Helwig,  Jr.  (Philadelphia)  Chair- 
man; 'John  A.  Emerson  (Venango);  'Robert  E.  Gregory  (Al- 
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legheny);  'Wallace  O.  Lecher,  Jr.  (Delaware);  'Nancy  M.  Swensen 
(Allegheny). 

Reference  Committee  F:  'Donald  G.  Crawford  (Dauphin)  Chair- 
man; 'Jon  S.  Adler  (Washington);  'Robert  W.  Ford  (Allegheny); 
*F.  Peter  Kohler  (Delaware);  *Orlo  G.  McCoy  (Bradford);  Milton  A. 
Wohl  (Philadelphia)  Alternate. 

Reference  Committee  G:  'Robert  Poole,  III  (Chester)  Chairman; 
'Joseph  H.  Carter  (Erie);  'Paul  A.  Cox  (Ophthalmology);  'John  T. 
McGeehan  (Elk-Cameron);  'Jonathan  E.  Rhoads,  Jr.  (Philadel- 
phia); David  F.  Gillum  (Tioga)  Alternate. 

Rules:  'John  L.  Kelly  (Delaware)  Chairman;  'Gertrude  Blumensc- 
hein  (Fayette);  'Kenneth  W.  Ehrhart  (York);  'William  D.  Lamber- 
ton  (Erie);  'William  J.  West  (Cumberland);  John  S.  Parker 
(Westmoreland)  Alternate. 

Credentials:  David  L.  Miller  (Clarion)  Chairman;  Gilbert  M. 
Hoffman  (Northampton);  Rosario  Maniglia  (Clinical  Pathology); 
Harry  L.  Manning  (Lycoming);  J.  Mostyn  Davis  (Northumberland). 
Tellers:  John  L.  Kelly  (Delaware)  Chairman;  Conrad  A.  Etzel  (Del- 
aware); William  C.  Long  (Clinton);  John  H.  Wigton  (Delaware); 
George  Xakellis,  Jr.  (Medical  Student);  Frans  J.  Vossenberg,  Jr. 
(Medical  Student) 

* Indicates  those  members  who  signed  the  report. 

Alternates  to  reference  committees:  Again  this  year  the  speaker 
appointed  an  alternate  member  to  serve  with  each  reference 
committee.  The  alternates  were  so  notified  and  received  all  perti- 
nent materials  relating  to  the  reference  committee.  The  purpose 
of  this  procedure  is  to  make  available  to  the  committee  a sub- 
stitute familiar  with  the  business  of  the  committee  in  the  event 
that  one  of  the  regular  committee  members  is  unable  to  serve. 
Speaker’s  Announcements 

Dr.  Witt  made  the  following  announcements:  the  Annual  Re- 
port of  PMSLIC  was  referred  to  Reference  Committee  E;  Resolu- 
tion 78-5  had  been  officially  withdrawn  and  was  deleted  from  the 
agenda  of  Reference  Committee  D;  and  the  section,  “Trustees 
Terms  of  Office,"  in  Report  A of  the  Board  under  Tab  G had  been 
referred  to  Reference  Committee  A. 

Councilor  District  Caucuses 

The  speaker  announced  that  Councilor  District  Caucuses 
would  be  held  Tuesday  morning  beginning  at  10:30  a m.  It  was 
also  noted  that  specialty  and  AMSA  delegates  would  caucus  at 
9:30  a m.  on  that  same  day.  On  Wednesday  morning,  further  time 
was  reserved  for  additional  Councilor  District  Caucuses  begin- 
ning at  8:30  a.m.,  with  the  specialty  and  AMSA  caucus  beginning 
at  8 a.m.  Copies  of  Reference  Committee  Reports  were  made 
available  at  the  caucuses. 

Recess 

The  House  of  Delegates  was  recessed  at  12:15  p.m.  until  1 :00 
p.m.  Tuesday  afternoon. 

Second  Session  of  the  House 
October  31, 1978 

The  second  session  of  the  House  of  Delegates  was  called  to 
order  at  1:15  p.m.  in  the  Baroque  Ballroom  of  the  Host  Farm 
Resort  Motel,  Lancaster.  David  L.  Miller,  M.D.,  Clarion  County, 
chairman,  Committee  on  Credentials,  reported  that  a quorum 
was  present. 

It  was  noted  that  Carbon,  Clearfield,  Huntington,  McKean, 
Monroe,  Potter,  and  Susquehanna  Counties  were  without  repre- 
sentation in  the  House  of  Delegates.  Donald  E.  Harrop,  M.D.,  the 
vice  speaker,  noted  that  Article  VI,  Section  3 of  the  Constitution 
states  that:  “If  any  component  society  is  without  any  duly  accred- 
ited voting  member  of  the  House  of  Delegates  at  any  session 
thereof,  then  the  Active,  Senior  Active,  Intern  or  Resident  member 
or  members  registered  in  attendance  from  that  component  soci- 
ety may  select  himself  or  one  delegate  from  their  number,  as  the 
case  may  be,  who  shall  be  the  representative  of  that  component 
society  and  shall  serve  in  the  place  of  an  accredited  delegate.” 
Introductions 

Dr.  Witt  recognized  former  delegates  to  the  AMA  who  had  been 
honored  the  previous  evening  at  a special  dinner  reception  for 
their  many  years  of  service  to  the  Pennsylvania  Delegation.  They 
were:  James  Z.  Appel,  M.D.;  William  A.  Barrett,  M.D.;  Daniel  H. 
Bee,  M.D.;  William  F.  Brennan,  M.D.;  John  S.  Donaldson,  Jr., 
M.D.;  Gilson  Colby  Engel,  M.D.;  Wilbur  E.  Flannery,  M.D.;  Paul  S. 
Friedman,  M.D.;  M.  Louise  C.  Gloeckner,  M.D.;  Wendell  B.  Gor- 


don, M.D.;  Samuel  B.  Hadden,  M.D.;  Edmund  L.  Housel,  M.D.; 
William  A.  Limberger,  M.D.;  Edward  Lyon,  Jr.,  M.D.;  Malcom  W. 
Miller,  M.D.;  Russell  B.  Roth,  M.D.;  George  A.  Rowland,  M.D.; 
Elmer  G.  Shelley,  M.D.;  and  William  B.  West,  M.D. 

Reference  Committee  A 

Betty  L.  Cottle,  M.D.  (Blair),  chairman,  presented  the  following 
report  of  the  Committee: 

Mr.  Speaker,  and  members  of  the  House  of  Delegates,  Refer- 
ence Committee  A has  considered  the  material  listed  in  the  Index 
and  presents  the  following  report: 

1.  Effective  Date  of  Terms  of  Delegates  to  PMS  House  of  Dele- 
gates (Official  Call,  1978  Annual  Session,  page  2;  Tab  A,  Report  A, 
page  1).  In  order  to  establish  unity  throughout  the  state,  the 
Standing  Committee  on  Constitution  and  Bylaws  recommended 
the  same  effective  date  for  terms  of  delegates.  All  terms  would 
begin  January  1 and  expire  December  31.  The  reference  com- 
mittee heard  no  debate  on  this  proposed  Bylaws  change.  Mr. 
Speaker,  we  recommend  approval  of  the  Bylaws  change  unifying 
the  effective  date  for  terms  of  delegates.  (Secretary's  Note: 
Three-fourths  vote  required.) 

2.  Judicial  Council  Eligibility  Qualifications  (Official  Call,  1978 
Annual  Session,  page  2;  Tab  A,  Report  A,  page  1).  Judicial  Coun- 
cil eligibility  has  been  determined  in  the  past  by  a member  serving 
five  years  as  a delegate  from  a county  medical  society.  In  some 
cases,  the  elected  delegate  was  not  seated  and  yet  was  still 
eligible  for  election  to  the  Judicial  Council.  The  reference  com- 
mittee heard  testimony  on  the  proposed  constitutional  change 
which  would  require  a delegate  both  to  be  elected  and  attend 
personally  at  least  one  session  of  the  House  of  Delegates  each 
year  for  a minimum  of  five  years.  A fair  portion  of  the  testimony 
addressed  the  issue  of  making  alternate  delegates  who  are 
elected  and  seated  as  delegates  at  one  session  of  the  House  of 
Delegates  for  five  years  also  eligible  to  be  elected  to  the  Judicial 
Council.  However,  since  the  change  under  consideration  is  a 
constitutional  change,  the  vote  must  be  either  for  or  against  the 
recommended  change.  Mr.  Speaker,  we  recommend  the  ap- 
proval of  the  constitutional  change  which  requires  that  a delegate 
must  be  personally  registered  and  in  attendance  at  least  at  one 
session  of  the  House  of  Delegates  per  year  for  five  years  in  order 
to  be  eligible  for  election  to  the  Judicial  Council.  (Secretary’s 
Note:  Two-thirds  vote  required.)  Mr.  Speaker,  we  recommend 
referral  to  the  Standing  Committee  on  Constitution  and  Bylaws  to 
consider  language  changes  which  would  expand  this  provision 
to  include  alternate  delegates  who  are  elected  and  registered  for 
at  least  one  House  of  Delegates  per  year  for  five  years  as  eligible 
to  be  elected  to  the  Judicial  Council.  (Secretary’s  Note:  Simple 
majority  vote  required.)  For  purposes  of  clarity  and  expedition, 
the  committee  considered  the  following  three  items  together. 

3.  Resident  Physician  Section,  Medical  School  Section,  and 
Associate  Members  in  the  House  of  Delegates  (Official  Call,  1 978 
Annual  Session,  page  2;  Tab  A,  Report  A,  page  1). 

4.  Establishment  of  Special  Sections  (Official  Call,  1978  Annual 
Session,  page  3;  Tab  A,  Report  A,  pages  1 and  2). 

5.  Amendments  to  the  PMS  Bylaws  - Numeral  Change  (Official 
Call,  1978  Annual  Session,  page  3;  Tab  A,  Report  A,  page  2).  Brief 
testimony  was  heard  in  favor  of  the  establishment  of  the  Resident 
Physician  Section  and  Medical  School  Section  and  language 
clarification  on  Associate  members.  The  anticipated  inclusion  of 
these  special  Sections  in  the  Constitution  and  Bylaws  would 
necessitate  a numeral  change,  the  subject  under  consideration 
for  Item  5.  These  changes  incorporated  into  the  Constitution  and 
Bylaws  the  action  of  the  1977  House  of  Delegates  approving  the 
formation  of  a Resident  Physician  Section  and  Medical  School 
Section  within  the  Pennsylvania  Medical  Society. 

Mr.  Speaker,  we  recommend  approval  of  the  constitutional 
change  including  a Resident  Physician  Section  and  a Medical 
School  Section  in  the  House  of  Delegates  and  restoration  of  full 
rights  and  privileges  of  Associate  members.  (Secretary's  Note: 
Two-thirds  vote  required.)  Mr.  Speaker,  we  recommend  approval 
of  the  Bylaws  change  which  implements  the  constitutional 
change  under  Article  VI  regarding  the  establishment  of  Resident 
Physician  and  Medical  School  Sections.  (Secretary's  Note: 
Three-fourths  vote  required.)  Mr.  Speaker,  we  recommend  ap- 
proval of  the  Bylaws  additions  providing  for  a new  Chapter  XVII, 
Section  1 delineating  the  establishment  of  a special  section  for 
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resident  physicians.  (Secretary's  Note:  Three-fourths  vote  re- 
quired.) Mr.  Speaker,  we  recommend  approval  of  the  Bylaws 
additions  providing  for  a new  Chapter  XVII,  Section  2 delineating 
the  establishment  of  a special  section  for  medical  schools.  (Sec- 
retary's Note:  Three-fourths  vote  required.)  Mr.  Speaker,  we  rec- 
ommend approval  of  the  numeral  change  in  the  Bylaws  making 
the  previous  Chapter  XVII  now  Chapter  XVIII.  (Secretary's  Note: 
Three-fourths  vote  required.) 

6.  Conditions  for  Termination/Reinstatement  (Official  Call, 
1978  Annual  Session,  pages  3 and  4;  Tab  A,  Report  A,  page  2).  The 
1977  House  of  Delegates  approved  the  permanent  elimination  of 
the  delinquent  dues  provision.  To  avoid  confusion  between  the 
elimination  of  the  delinquent  dues  provision  and  the  existing 
requirement  for  members  to  pay  special  assessments,  language 
clarification  is  offered.  The  Committee  heard  some  testimony 
which  underscored  the  potential  for  confusion.  If  a person's 
membership  is  terminated  for  failure  to  pay  a special  assessment, 
that  person  shall  not  be  reinstated  until  such  special  assessment 
has  been  paid.  This  clarification  is  not  intended  to  alter  the  per- 
manent elimination  of  the  delinquent  dues  provision.  Mr. 
Speaker,  we  recommend  approval  of  the  Bylaws  change  which 
deals  with  the  conditions  for  termination  of  membership  for  fail- 
ure to  pay  a special  assessment  and  subsequent  reinstatement. 
(Secretary's  Note:  Three-fourths  vote  required.) 

7.  Deletion  of  Delinquent  Dues  Provision  (Official  Call,  1978 
Annual  Session,  page  4;  Tab  A,  Report  A,  page  2).  To  clarify 
further  the  difference  between  delinquent  dues  and  non-payment 
of  special  assessments,  language  is  proposed  for  addition  to 
Chapter  IX  of  the  Bylaws  regarding  assessment  and  funds.  Mr. 
Speaker,  we  recommend  approval  of  the  Bylaws  change  which 
defines  delinquent  assessment  as  either  annual  or  special  as- 
sessment. (Secretary's  Note:  Three-fourths  vote  required.) 

8.  Revisions  Regarding  Continuing  Medical  Education  (Official 
Call,  1978  Annual  Session,  page  4;  Tab  A,  Report  A,  page  2).  The 
Constitution  and  Bylaws  contain  the  date  1976  in  reference  to 
the  continuing  medical  education  requirement.  That  date  no 
longer  serves  a purpose.  Additionally,  a revision  is  proposed 
relative  to  the  waiver  procedure  for  meeting  the  continuing  edu- 
cation requirement.  The  Committee  heard  no  debate  on  this 
topic.  Mr.  Speaker,  we  recommend  approval  of  the  Bylaws 
change  eliminating  the  unnecessary  date  and  clarifying  the 
waiver  procedure  for  the  continuing  medical  education  require- 
ment. (Secretary’s  Note:  Three-fourths  vote  required.) 

9.  Terms  of  Members  on  Standing  Committee  on  Constitution 
and  Bylaws  (Official  Call,  1978  Annual  Session,  page  4;  Tab  A, 
Report  A,  page  2).  The  terms  of  the  Bylaws  limit  members  of  the 
Standing  Committee  on  Constitution  and  Bylaws  to  two  con- 
secutive years  with  the  exception  of  the  Chairman  whose  term 
may  extend  to  six  consecutive  years.  Members  of  the  Standing 
Committee  on  Constitution  and  Bylaws  have  experienced  frus- 
tration at  the  lack  of  continuity  resulting  from  these  terms  of 
office.  Since  the  nature  of  the  material  considered  by  this  Com- 
mittee necessitates  continuity,  this  restrictive  condition  is  at 
times  detrimental.  The  reference  committee  heard  considerable 
testimony  regarding  the  desirability  of  eliminating  the  two-year 
term  limitation.  Many  favored  the  elimination,  with  additional 
provisions  to  put  some  reasonable  limit  on  the  terms  and  also 
provide  for  staggered  terms  of  office  to  lend  continuity.  Mr. 
Speaker,  we  recommend  approval  of  the  Bylaws  change  elimi- 
nating the  restriction  of  two  consecutive  years  for  service  on  the 
Standing  Committee  on  Constitution  and  Bylaws.  (Secretary’s 
Note:  Three-fourths  vote  required.)  To  incorporate  a reasonable 
term  limitation  and  institute  a mechanism  for  staggering  the 
terms  of  membership  on  the  Standing  Committee  on  Constitution 
and  Bylaws,  the  committee  offers  the  following  revisions  of  the 
Bylaws: 

Chapter  XIV  - Committees,  Administrative  Councils  and  Com- 
missions 

Section  2 - Standing  Committees,  (b)  Committee  on  Constitu- 
tion and  Bylaws  shall  consist  of  (a)  five  voting  members  of  the 
House  of  Delegates  to  be  appointed  [annually]  by  the  Speaker 
of  the  House  of  Delegates  prior  to  August  1 from  the  members 
already  reported  as  members  of  the  House  of  Delegates  for  the 
coming  Annual  Session  of  this  Society,  and  (b)  the  Speaker  and 
Vice  Speaker  of  the  House  of  Delegates,  the  Secretary,  Legal 


Counsel,  and  the  Executive  Vice  President  as  ex-officio  mem- 
bers without  vote.  [The  Speaker  may  reappoint  a delegate  to 
the  chairmanship  of  this  Committee  for  a maximum  of  six 
consecutive  years.  No  member  other  than  the  Chai  rman  may  be 
appointed  more  than  two  consecutive  years.]  Three  members 
of  this  Committee  shall  be  appointed  on  odd-numbered  years 
for  two-year  terms,  and  two  members  of  this  Committee  shall 
be  appointed  on  even-numbered  years  for  two-year  terms.  No 
member  shall  serve  more  than  two  consecutive  two-year  terms. 
The  term  of  a member  of  this  Committee  shall  begin  with  the 
opening  session  of  the  annual  House  of  Delegates  meeting  fol- 
lowing his  appointment  and  shall  conclude  immediately  prior 
to  the  [next]  following  annual  meeting. 

(Secretary's  Note:  This  revision  to  the  Bylaws  is  proposed  for  the 
consideration  of  the  House.  The  Bylaws  allow  revisions  to  be 
presented  and  held  over  one  day.  This  revision  will  be  held  over 
until  tomorrow's  session  - November  1,  1978  - and  be  presented 
for  a vote  at  that  time.) 

10.  Associate  Members,  Rights  and  Privileges  (Official  Call, 
1978  Annual  Session,  pages  4 and  5;  Tab  A,  Report  A,  pages  2 and 
3).  The  1977  House  of  Delegates  adopted  Resolution  77-2 
reinstating  Associate  members  as  full  members  eligible  for  all 
rights  and  privileges  of  membership.  Language  clarifying  this 
change  has  already  been  considered  under  Item  3 (Constitution, 
Article  VI,  Section  2,  (c).  Furtherclarification  of  terms  is  called  for 
in  the  Constitution  Article  IV  - Membership.  The  Committee  heard 
testimony  in  support  of  this  change.  Mr.  Speaker,  we  recommend 
approval  of  the  constitutional  change  which  reinstates  Associate 
members  as  full  members  eligible  for  all  rights  and  privileges  of 
membership.  (Secretary's  Note:  Two-thirds  vote  required.) 

1 1 . Terms  of  Office  - Board  of  T rustees  and  Councilors  (Reso-  i 
lution  78-4;  Official  Call,  1978  Annual  Session,  page  5;  Tab  G, 
Report  A of  the  Board  of  Trustees  and  Councilors,  page  1 and 
page  15):  Resolution  78-4,  Subject:  Terms  of  Office  - Board  of 
Trustees  and  Councilors,  Introduced  By:  Edward  J.  Resnick, 
M.D.,  Secretary,  Philadelphia  County  Medical  Society,  Author; 
Board  of  Directors,  Philadelphia  County  Medical  Society. 

WHEREAS,  Article  VIII,  Section  2 of  the  Constitution  of  the 
Pennsylvania  Medical  Society  sets  terms  of  office  of  members  of 
the  Board  of  Trustees  at  five  years  with  a maximum  of  two  con- 
secutive terms  plus  two  years  of  an  unexpired  term,  for  a total 
continuous  period  of  service  as  Trustee  of  twelve  years;  and 
WHEREAS,  This  extended  tenure  of  Trustees  and  Councilors 
tends  to  continue  members  in  this  office  for  long  periods  of  time; 
and 

WHEREAS,  There  is  a continued  need  to  bring  new  leaders  into 
positions  of  responsibility  in  the  Pennsylvania  Medical  Society; 
therefore  be  it 

RESOLVED,  That  terms  of  office  of  Trustees  be  set  at  three 
years  with  a limit  of  service  of  two  consecutive  terms  by  amending 
the  second  sentence  of  Section  2,  Article  VIII  of  the  Constitution 
to  read  as  follows:  Each  Trustee  and  Councilor  shall  be  elected 
for  a term  of  three  [five]  years  and  shall  serve  until  his  successor 
shall  have  been  elected  and  qualified.  No  Trustee  and  Councilor 
shall  have  more  than  two  consecutive  terms,  but  a member 
elected  to  serve  an  unexpired  term  shall  not  be  regarded  as  hav- 
ing served  a term  unless  he  has  served  more  than  two  years,  and 
for  this  purpose  a year  shall  be  deemed  to  be  the  period  between 
annual  sessions  of  the  House  of  Delegates. 

This  amendment  is  being  submitted  in  accordance  with  Article 
XV  (ii),  the  original  appropriately  signed  by  the  following:  John 
Helwig,  Jr.,  M.D.,  Edward  J.  Resnick,  M.D.,  Bernard  B.  Zamostien, 
M.D.,  Jonathan  E.  Rhoads,  Jr.,  M.D.,  Milton  A.  Wohl,  M.D., 
Rayomond  J.  Lodise,  M.D.,  Matthew  Cappuccio,  M.D.,  Erwin  A. 
Cohen,  M.D.,  Harry  Shubin,  M.D.,  Peter  A.  Theodos,  M.D.,  Charles 
R.  Shuman,  M.D.,  Samuel  Baer,  M.D.,  Norman  N.  Cohen,  M.D., 
Doris  Bartuska,  M.D.,  Sylvan  H.  Eisman,  M.D.,  Joseph  F.  Clarke, 
M.D.,  Leon  Rosenbaum,  Jr.,  M.D.,  Robert  S.  Pressman,  M.D. 
(Financial  Note:  No  financial  impact.) 

(Secretary's  Note:  Material  in  brackets  is  being  deleted:  material 
underlined  is  being  added.) 

The  1977  House  of  Delegates  considered  two  resolutions  re- 
garding the  change  in  terms  of  office  of  the  Board  of  Trustees  and 
Councilors.  Resolution  77-24  was  referred  to  the  Board  of  Trust- 
ees for  further  study.  The  Ad  Hoc  Committee  to  Study  Society 
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Structure  recommended  the  rejection  of  the  reduction  of  terms  of 
office,  and  the  Board  of  Trustees  and  Councilors  concurred. 
Resolution  78-4  calls  for  a change  in  the  Constitution  Article  VIII, 
Section  2,  which  would  reduce  the  terms  from  five  years  to  three 
years.  Considerable  testimony  was  heard  both  in  favor  of  and  in 
opposition  to  the  proposal  to  reduce  the  terms  of  office  for  mem- 
bers of  the  Board  of  Trustees  and  Councilors.  The  favorable 
testimony,  which  outnumbered  the  negative  testimony  approxi- 
mately two  to  one,  was  additionally  in  favor  of  the  possibility  of  a 
Trustee  being  elected  for  three  consecutive  three-year  terms. 
Since  the  recommended  change  is  a constitutional  change,  it 
must  be  considered  by  the  House  of  Delegates  either  as  a part  of 
the  Official  Call  or  for  four  months  preceding  the  House  of  Dele- 
gates. Consequently,  while  the  Committee  senses  the  majority  of 
testimony  favored  reduction  of  terms  of  office,  the  Committee 
also  realized  there  was  support  for  adding  three  consecutive 
terms.  This  concept  would  need  to  be  considered  at  a later  time. 
Mr.  Speaker,  we  recommend  adoption  of  Resolution  78-4  which 
alters  the  terms  of  office  for  Trustees  and  Councilors  from  five 
years  to  three  years.  (Secretary's  Note:  Simple  majority  vote  re- 
quired.) Mr.  Speaker,  we  recommend  rejection  of  the  Board  of 
Trustees  and  Councilors’  recommendation  that  no  change  be 
made  in  the  terms  of  office  of  Trustees  and  Councilors.  (Secre- 
tary's Note:  Simple  majority  vote  required.)  Mr.  Speaker,  we  rec- 
ommend adoption  of  the  language  change  to  the  Constitution  as 
found  in  Subject  Eleven  of  the  Official  Call  which  reduces  the 
terms  of  office  to  three  years  with  no  subsequent  alteration  of 
numbers  of  consecutive  terms  a T rustee  may  serve.  (Secretary’s 
Note:  Two-thirds  vote  required.)  Mr.  Speaker,  we  recommend 
referral  to  the  Standing  Committee  on  Constitution  and  Bylaws  to 
consider  language  changes  for  the  Constitution  to  make  the 
terms  of  office  of  Trustees  and  Councilors  three  years  in  length 
for  three  consecutive  terms.  (Secretary’s  Note:  Simple  majority 
vote  required.) 

12.  Revision  of  Constitution  and  Bylaws  (Resolution  78-1,  Tab 
A,  Report  A,  page  3):  Resolution  78-1,  Subject:  Revision  of  PMS 
Constitution  and  Bylaws,  Introduced  By:  Betty  L.  Cottle,  M.D., 
Blair  County  Medical  Society,  on  behalf  of  the  1977  Standing 
Committee  on  Constitution  and  Bylaws,  Author:  1977  Standing 
Committee  on  Constitution  and  Bylaws. 

WHEREAS,  The  Standing  Committee  on  Constitution  and 
Bylaws  is  charged  under  the  Pennsylvania  Medical  Society 
Bylaws  to  constantly  study  the  Constitution  and  Bylaws  and  rec- 
ommend revisions  and  modifications  necessitated  by  changing 
times,  methods  or  conditions;  and 

WHEREAS,  The  statutory  provisions  for  a non-profit  corpora- 
tion such  as  the  Pennsylvania  Medical  Society  as  adopted  by  the 
Pennsylvania  General  Assembly  in  1972  provide  only  for  the 
adoption  of  Bylaws;  and 

WHEREAS,  Many  of  the  provisions  in  the  present  Constitution 
and  Bylaws  are  covered  in  the  statutory  provisions  for  a non- 
profit corporation  and  therefore  could  be  safely  eliminated;  and 

WHEREAS,  The  processes  for  amendment  of  the  Constitution 
and  Bylaws  are  different,  requiring  different  notice  provisions 
and  different  proportions  of  affirmative  votes,  thus  leading  to 
confusion  when  the  vote  in  the  House  of  Delegates  is  more  than 
two-thirds  but  less  than  three-fourths  resulting  in  approval  of  an 
amendment  to  the  Constitution  but  defeat  of  an  amendment  to 
the  Bylaws;  therefore  be  it 

RESOLVED,  That  the  PMS  House  of  Delegates  instruct  its 
Standing  Committee  on  Constitution  and  Bylaws  to  prepare  a 
revision  of  the  Constitution  and  Bylaws  retaining  the  current 
provisions  which  are  deemed  to  be  relevant  and  appropriate  and 
which  may  possibly  include  combining  the  documents;  and  be  it 
further 

RESOLVED,  That  the  Standing  Committee  on  Constitution  and 
Bylaws  present  its  proposal  for  modification  to  the  1 979  House  of 
Delegates. 

(Financial  Note:  No  financial  impact.) 

For  some  years  the  Standing  Committee  on  Constitution  and 
Bylaws  has  examined  the  need  to  revise  substantially  the  Con- 
stitution and  Bylaws  of  the  Pennsylvania  Medical  Society.  Reso- 
lution 78-1  asks  the  PMS  House  of  Delegates  to  instruct  its 
Standing  Committee  on  Constitution  and  Bylavys  to  prepare  a 
revision  of  the  Constitution  and  Bylaws  and  present  a proposal  to 


the  1979  House  of  Delegates.  The  Reference  Committee  heard 
testimony  in  support  of  this  proposed  revision.  Mr.  Speaker,  we 
recommend  adoption  of  Resolution  78-1  which  calls  for  a revision 
of  the  Constitution  and  Bylaws  of  the  Pennsylvania  Medical  Soci- 
ety. 

Distinguished  Guests 

The  following  distinguished  quests  were  presented  to  the 
House:  Dr.  Hoyt  D Gardner,  President  Elect,  American  Medical 
Association;  Dr.  Robert  D.  Hess,  President,  West  Virginia  State 
Medical  Association;  Dr.  Anthony  L.  Cucuzzella,  President,  Medi- 
cal Society  of  Delaware;  and  Dr.  Charles  D.  Ditchfield,  President, 
Pennsylvania  Pharmaceutical  Association. 

Reference  Committee  B 

Bernard  B.  Zamostien,  M.D.  (Philadelphia  County),  Chairman, 
presented  the  following  report  of  the  Committee:  Mr.  Speaker, 
Reference  Committee  B has  considered  all  the  reports  and  reso- 
lutions listed  in  the  Index. 

1.  Report  of  the  Committee  on  Aid  to  Education  (Official  Re- 
ports Book,  Section  B).  Your  reference  commitee  heard  support 
for  and  recommends  the  continuation  of  the  $8  allocation  for  the 
Educational  Fund.  Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  this  portion  of  the  reference  committee 
report. 

2.  Report  of  the  Educational  and  Scientific  Trust  (Delegates' 
Packet).  Your  reference  committee  heard  testimony  that  indi- 
cated appreciation  should  be  expressed  to  the  Educational  and 
Scientific  Trust  and  its  Executive  Director,  Alex  Stewart,  for  the 
fine  work  it  is  doing  in  supporting  medical  education  in  the 
Commonwealth.  Mr.  Speaker,  your  reference  committee  recom- 
mends the  adoption  of  this  portion  of  the  reference  committee 
report. 

3.  Report  of  the  Council  on  Education  and  Science  (Official 
Reports  Book,  Section  B).  Your  reference  committee  was  pleased 
with  the  interest  and  discussion  of  those  appearing  at  the  hearing 
and  their  expressed  support  regarding  the  report  of  the  Council 
and  its  activities.  It  is  obvious  to  your  reference  committee  that 
the  Council  is  representing  the  interests  of  the  members  and  we 
wish  to  encourage  it  to  continue  to  pursue  the  types  of  subject 
matter  that  were  included  and  deliberated  in  its  annual  report. 
Your  reference  committee  feels  that  the  testimony  received  on 
the  following  issues  should  be  brought  to  the  attention  of  the 
Council:  (1)  Commendation  of  the  Council  for  its  inclusion  of  a 
fiscal  note  regarding  its  budget  and  expenditures.  It  was 
suggested  that  all  council  and  committee  reports  of  the  Society 
encompass  such  a statement  and  that  a uniform  format  be  pre- 
pared for  next  year's  reports;  (2)  The  Council  was  recommending 
a suggested  policy  statement  on  non-physician  health  care  prac- 
titioners. There  was  a great  deal  of  testimony  and  discussion  on 
this  issue  and  the  members  testifying  at  the  reference  committee 
hearing  seemed  to  understand  the  complexities  involved  in  pre- 
paring such  a statement.  They  felt  there  should  be  included  a 
definition  of  what  the  term  “non-physician  health  care  prac- 
titioner’’ encompases.  Therefore,  we  cannot  recommend  the 
adoption  of  this  statement  and  suggest  that  it  be  referred  back  to 
the  Council  for  further  study  and  clarification;  (3)  The  Council 
reported  its  involvement  with  home  care  as  a health  service  that 
should  be  encouraged.  We  suggest  that  the  Society  begin  as- 
sembling data  regarding  what  possibilities  home  care  has  for 
health  care  cost  containment;  (4)  Multiphasic  screening  contin- 
ues to  be  a matter  of  concern  to  the  membership.  We  believe  the 
Council  should  develop  a position  statement  on  this  subject. 
Such  a statement  should  include  how  to  determine  specific  target 
populations,  what  are  quality  testing  procedures  and  have  an 
adequate  follow-up  system  to  assure  the  resolution  of  any  ab- 
normalities on  a patient  through  the  established  medical  com- 
munity; (5)  Even  though  the  Council's  Commission  on  Education 
and  Manpower  published  a comprehensive  study  of  manpower 
needs,  testimony  leads  us  to  believe  that  there  are  other  data  that 
should  be  included  in  future  manpower  studies.  We  suggest  that 
an  ad  hoc  committee  be  established  that  would  allow  organi- 
zations and  agencies  such  as  medical  schools,  the  State  Depart- 
ments of  Health  and  Education,  Pennsylvania  Medical  Society, 
Pennsylvania  State  Board  of  Medical  Education  and  Licensure 
and  others  to  delineate  parameters  so  a uniform  data  base  can  be 
established  for  future  projections  for  all  parties  concerned.  Mr. 


Pennsylvania  Medicine,  January  1979 


53 


Speaker,  your  reference  committee  recommends  that  the  Coun- 
cil continue  to  study  and  implement  the  problem  areas  defined 
above. 

4.  Smoking:  The  Council  report  referred  to  a resolution 
adopted  by  the  Board  of  T rustees  on  smoking.  Testimony  before 
your  reference  committee  indicated  that  the  statement  did  not 
include  a comment  regarding  the  effect  on  the  nonsmoker. 
Therefore,  your  reference  committee,  based  upon  the  majority  of 
testimony  received,  believes  the  official  position  of  the  Society  on 
smoking  should  be  as  follows:  (1)  That  the  role  of  smoking  as  a 
public  health  hazard  affecting  both  the  smoker  and  the  non- 
smoker  be  recognized;  (2)  That  the  Society  actively  encourage 
and  undertake  appropriate  patent  education  efforts  designed  to 
minimize  health  risks  attributed  to  smoking;  (3)  That  since  physi- 
cians should  be  undisputed  leaders  in  establishing  personal 
health  patterns  which  result  in  healthy  living,  we  should  encour- 
age and  assist  our  patients  to  stop  smoking.  Mr.  Speaker,  your 
reference  committee  recommends  the  adoption  of  this  portion  of 
the  reference  committee  report. 

5.  PREP:  The  Council  had  prepared  a suggested  policy  state- 
ment supporting  the  Practice  Related  Educational  Program 
(PREP)  of  the  College  of  Physicians  of  Philadelphia.  We  concur 
with  that  suggested  statement  and  recommend  its  adoption:  The 
Pennsylvania  Medical  Society  acknowledges  the  suitableness  of 
the  Practice  Related  Educational  Program  of  the  College  of 
Physicians  of  Philadelphia  (PREP)  as  one  of  the  most  effective 
continuing  medical  education  activities.  Appropriate  members  of 
the  Society  are  encouraged  to  participate  in  PREP,  thereby  as- 
sessing their  educational  needs  and  directing  them  toward  the 
most  effective  use  of  their  funds  and  their  time  by  choosing  the 
most  relevant  programs  and  activities.  The  Society  endorses 
PREP  as  one  of  its  official  educational  activities  for  member 
physicians.  Mr.  Speaker,  your  reference  committee  recommends 
the  adoption  of  this  portion  of  the  reference  committee  report. 

6.  Resolution  78-6,  Minimum  Standards  for  Providing  Mental 
Health  Services  in  Pennsylvania  (Official  Reports  Book,  Section 
B):  Resolution  78-6,  Subject:  Minimum  Standards  for  Providing 
Mental  Health  Services  in  Pennsylvania  (Official  Reports  Book, 
Section  B),  Introduced  By:  Irwin  H.  Forman,  M.D.,  on  behalf  of  the 
Pennsylvania  Psychiatric  Society,  Author:  Rex  A.  Pittenger,  M.D., 
on  behalf  of  the  Pennsylvania  Psychiatric  Society. 

WHEREAS,  The  development  of  Community  Mental  Health 
Centers  (CMHC)  has  greatly  increased  in  recent  years;  and 

WHEREAS,  An  average  seventy  percent  of  the  professional 
staff  of  the  CMHCs  is  actually  comprised  of  non-physicians/ 
psychiatrists;  and 

WHEREAS,  This  situation  has  resulted  in  a vast  majority  of 
patients  of  such  CMHCs  having  received  inadequate  care;  and 

WHEREAS,  The  Pennsylvania  Medical  Society  officially  sup- 
ports the  re-examination  and  re-evaluation  of  Community  Mental 
Health  Centers  as  a result  of  the  adoption  of  Resolution  77-42; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society,  in  cooper- 
ation with  the  Pennsylvania  Psychiatric  society,  adopt  minimum 
standards  for  providing  mental  health  services  in  Pennsylvania; 
and  be  it  further 

RESOLVED,  That  the  following  statements  serve  as  the  basis 
for  these  minimum  standards:  (1)  every  patient  entering  a mental 
health  system  should  be  examined  and  diagnosed  by  a 
physician/psychiatrist  who  then  recommends  and  supervises  an 
individual  treatment  plan;  (2)  hospitals  and  clinics  should  be 
organized  so  that  each  patient  receives  ongoing  medical  care 
according  to  an  individualized  treatment  plan  supervised  by  a 
physician;  (3)  drugs  and  other  therapy  should  be  prescribed  only 
by  a licensed  physician  for  patients  he  or  his  physician-delegate 
has  seen;  (4)  the  physician  has  primary  responsibility  for  follow- 
ing those  patients  in  his  charge  or  under  his  direction;  (5)  in 
mental  health  facilities,  the  ultimate  responsibility  for  patient  care 
rests  with  the  physician  in  charge,  who  should  be  a physician 
specializing  in  psychiatry;  and  be  it  further 

RESOLVED,  That  these  minimum  standards  be  widely  dis- 
seminated; and  be  it  further 

RESOLVED,  That  physicians  be  advised  that  participation  in  a 
delivery  system  that  does  not  meet  these  minimum  standards  may 
be  in  violation  of  Section  6 of  the  Principles  of  Medical  Ethics; 


and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  forwarded  to  the 
House  of  Delegates  of  the  American  Medical  Association  for  its 
deliberation. 

(Financial  Note:  No  financial  impact.) 

This  Resolution  is  an  embellishment  of  last  year’s  activities  in 
the  area  of  community  mental  health  centers.  The  Pennsylvania 
Delegation  did  introduce  a resolution  to  the  AMA  House  of  Dele- 
gates which  will  be  considered  at  the  July  1979  session.  We 
believe  it  is  not  necessary  to  adopt  this  resolution,  but  that  the 
information  contained  therein  should  be  forwarded  to  the  AMA 
Council  on  Scientific  Affairs  as  background  data  to  assist  in 
developing  a national  policy.  Mr.  Speaker,  your  reference  com- 
mittee recommends  rejection  of  Resolution  78-6.  Mr.  Speaker,  we 
further  recommend  that  the  information  contained  in  Resolution 
78-6  be  forwarded  to  the  AMA  Council  on  Scientific  Affairs  as 
additional  background  data. 

7.  Resolution  78-18:  Continuing  Medical  Education  for  Associ- 
ate Members  (Official  Reports  Book,  Section  B)  Subject:  Contin- 
uing Medical  Education  for  Associate  Members,  Introduced  By: 
Robert  B.  Stuart,  M.D.,  Erie  County  Medical  Society,  Author: 
Mitchell  Burdick,  M.D.,  Erie  County  Medical  Society. 

WHEREAS,  An  Associate  member  of  this  Society  shall  be  a 
physician  who  is  seventy  years  of  age  or  over  and  has  been  an 
Active  or  Senior  Active  member  of  this  Society,  a service  member 
of  the  American  Medical  Association,  or  an  Active  member  of  a 
constituent  association  of  the  American  Medical  Association  for 
a continuous  term  of  thirty  years;  and 

WHEREAS,  1 50  hours  of  continuing  education  in  three  years  is 
difficult  for  Associate  members  to  accumulate  due  to  poor  health 
of  the  member  or  spouse,  distances  to  be  traveled,  and  expense 
and  time  involved;  therefore  be  it 

RESOLVED,  That  Associate  members  be  required  to  obtain  60 
hours  of  credit  in  Category  I over  a period  of  three  years  instead  of 
150  hours  of  credit. 

(Financial  Note:  No  financial  impact.) 

The  House  of  Delegates  previously  discussed  separately  the 
continuing  education  requirement  for  Associate  members.  Those 
deliberations  were  conscientious.  Your  reference  committee  be- 
lieves that  the  testimony  supported  the  present  position  of  the 
Society  and  that  continuing  medical  education  for  Associate 
members  should  remain  at  a total  of  150  hours.  We  do  wish  to  call 
again  to  the  attention  of  the  House  that  a waiver  mechanism  is 
available  for  those  who,  because  of  disability  or  other  conditions, 
may  not  be  able  to  meet  the  continuing  medical  education  re- 
quirement. Mr.  Speaker,  your  reference  committee  recommends 
rejection  of  Resolution  78-18. 

8.  Resolution  78-19,  Automobile  Accidents  with  Tractor  Trailers 
(Official  Reports  Book,  Section  B):  Subject:  Automobile  Acci- 
dents with  Tractor  Trailers,  Introduced  By:  Samuel  'Fan's,  M.D., 
Montgomery  County  Medical  Society,  Author:  Samuel  S.  Faris, 
M.D. 

WHEREAS,  Automotive  accidents  on  the  roads  of  the  Com- 
monwealth involve  tractor  trailers  to  an  inordinate  degree; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  make 
known  to  the  Governor  its  urgent  concern  regarding  the  need  to 
remedy  the  situation. 

(Financial  Note:  No  financial  impact.) 

The  testimony  before  the  reference  committee  indicated  that 
traffic  injuries  comprise  the  sixth  leading  cause  of  death  in  the 
United  States.  We,  therefore,  believe  that  the  Society  should 
speak  on  this  issue  as  it  relates  to  health.  Your  reference  com- 
mittee would  like  to  broaden  the  intent  and  offers  the  following 
substitute  Resolved: 

RESOLVED,  That  because  traffic  accidents  comprise  the  sixth 
leading  cause  of  death  in  the  United  States  and  contributing  to 
this  are  such  factors  as  road  conditions,  improper  inspection  of 
motor  vehicles  (especially  tractor  trailers),  drunken  drivers,  etc., 
that  the  Pennsylvania  Medical  Society  urge  the  Governor  of  the 
Commonwealth  of  Pennsylvania  to  make  a concerted  effort  to 
bring  about  a remedy  with  dispatch. 

Mr.  Speaker,  your  reference  committee  recommends  adoption 
of  the  substitute  resolution. 

9.  Resolution  78-25,  PMS  House  of  Delegates  to  Affirm  Princi- 
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pies  of  Medical  Ethics  Regarding  Abortion  (Delegates'  Packet): 
Subject:  PMS  House  of  Delegates  to  Affirm  "Principles  of  Medical 
Ethics’’  Regarding  Abortion,  Introduced  By:  Samuel  S.  Faris, 
M.D.,  Montgomery  County  Medical  Society,  Author:  Samuel  S. 
Faris,  M.D. 

WHEREAS,  Several  years  ago  the  Judicial  Council  of  the 
American  Medical  Association  (acting  without  the  request  of  its 
House  of  Delegates)  issued  an  opinion,  stating  that  it  would  no 
longer  be  unethical  for  physicians  to  perform  abortions  so  long 
as  the  laws  of  their  states  permitted  abortion;  and 

WHEREAS,  “The  Principles  of  Medical  Ethics’’  of  the  AMA 
(Section  One)  states:  “The  principle  objective  of  the  medical 
profession  is  to  render  service  to  humanity  with  full  respect  for 
the  dignity  of  man  . . and 

WHEREAS,  The  performance  of  over  one  million  abortions 
annually  in  the  United  States  does  not  “render  service  to  hu- 
manity with  full  respect  for  the  dignity  of  man";  therefore  be  it 

RESOLVED,  That  the  PMS  House  of  Delegates  affirm  “The 
Principles  of  Medical  Ethics"  of  the  AMA  (Section  One)  by  em- 
bracing the  traditional  age-old  medical  posure  on  abortion;  and 
be  it  further 

RESOLVED,  That  the  PMS  delegation  to  the  House  of  Dele- 
gates of  the  AMA  be  instructed  to  introduce  there  and  support 
this  resolution  urging  the  above  centuries-old  concept. 
(Financial  Note:  No  financial  impact.)  (Secretary's  Note:  Requires 
two-thirds  vote.) 

The  discussion  on  this  issue  was  eloquent  and  sincere.  How- 
ever, Section  One  of  the  Principles  of  Medical  Ethics  reads  as 
follows:  “The  principle  objective  of  the  medical  profession  is  to 
render  service  to  humanity  with  full  respect  for  the  dignity  of  man. 
Physicians  should  merit  the  confidence  of  patients  entrusted  to 
their  care,  rendering  to  each  a full  measure  of  service  and  devo- 
tion." Your  reference  committee  does  not  feel  that  this  section 
relates  to  the  intent  of  Resolution  78-25  as  written  and,  therefore, 
we  recommend  rejection  of  the  Resolution.  Mr.  Speaker,  your 
reference  committee  recommends  rejection  of  Resolution  78-25. 

A motion  was  made  from  the  Floor  to  table  this  resolution,  with 
the  suggestion  that  a referendum  be  taken.  A vote  was  taken  and 
this  motion  passed. 

10.  Resolution  78-28,  Medical  School  Geriatric  Department 
(Delegates'  Packet):  Subject:  Medical  School  Geriatric  Depart- 
ment, Introduced  By:  Samuel  Baer,  M.D.,  Philadelphia  County 
Medical  Society,  Author:  Morton  Ward,  M.D.,  Philadelphia 
County  Medical  Society. 

WHEREAS,  The  medical  training,  understanding  and  attitudes 
of  care  of  services  for  the  elderly  are  developed  in  the  early  years 
of  physicians’  medical  training;  and 

WHEREAS,  With  the  projected  statistical  increased  longevity  of 
the  contemporary  population;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  encourage 
the  establishment  of  geriatric  departments  in  the  Common- 
wealth’s medical  schools  to  foster  quality  care  for  the  geriatric 
patient.  (Financial  Note:  No  financial  impact.)  (Secretary's  Note: 
Requires  two-thirds  vote.) 

Testimony  was  presented  before  your  reference  committee  by 
the  representatives  of  the  Medical  School  Section,  indicating  that 
medical  schools  in  the  Commonwealth  are  now  initiating  geron- 
tology programs  even  though  actual  departments  of  geriatrics  do 
not  exist  and  supports  the  intent  of  the  resolution.  Your  reference 
committee,  therefore,  recommends  the  following  amended  Re- 
solved: 

RESOLVED,  That  the  Pennsylvania  Medical  Society  encourage 
the  establishment  of  geriatric  programs  in  the  Commonwealth  s 
medical  schools  to  foster  quality  care  for  the  geriatric  patient. 

Mr.  Speaker,  your  reference  committee  recommends  adoption 
of  the  amended  resolution. 

11.  Resolutions  78-33,  78-37,  78-39,  and  78-42,  Payment  of 
Biennial  License  Fees  (Delegates' Packet,  Distributed). 
Resolution  78-33,  Subject:  Payment  of  Biennial  License  Fees, 
Introduced  By:  John  Helwig,  Jr.,  M.D.,  Philadelphia  County  Medi- 
cal Society,  Author:  The  Philadelphia  County  Medical  Society 
Delegation. 

WHEREAS,  The  State  Bureau  of  Professional  and  Occupational 
Affairs  promulgated  on  January  1,  1978  and  implemented  a reg- 
ulation requiring  license  fees  to  be  paid  by  certified  check,  cash- 


ier check,  or  money  order;  and 
WHEREAS,  This  requirement  prohibits  the  use  of  personal 
checks  for  said  payments;  and 

WHEREAS,  This  requirement  pertains  not  only  to  physicians, 
but  also  to  the  approximately  550,000  licensees  under  the  fol- 
lowing Boards:  State  Real  Estate  Commission;  State  Board  of 
Medical  Education  and  Licensure;  State  Board  of  Physical  Ther- 
apy Examiners;  State  Board  of  Pharmacy;  State  Dental  Council 
and  Examining  Board;  State  Board  of  Optometrical  Examiners; 
State  Board  of  Osteopathic  Examiners;  State  Board  of  Nurse 
Examiners;  State  Board  of  Barber  Examiners;  State  Board  of 
Cosmetology;  State  Board  of  Veterinary  Medical  Examiners; 
State  Board  of  Chiropractic  Examiners;  State  Board  of  Podiatry 
Examiners;  State  Board  of  Examiners  of  Public  Accountants; 
State  Board  of  Examiners  of  Architects;  State  Registration  Board 
for  Professional  Engineers;  State  Board  of  Funeral  Directors; 
State  Board  of  Examiners  of  Nursing  Home  Administrators;  State 
Board  of  Auctioneer  Examiners;  State  Board  of  Psychologist 
Examiners;  State  Board  of  Landscape  Architects;  State  Board  of 
Motor  Vehicle  Salesmen;  and 

WHEREAS,  The  PMS  has  formally  protested  twice  in  writing 
and  once  in  a personal  visit  that  this  requirement  is  an  unneces- 
sary nuisance  and  a bureaucratic  imposition  on  all  physicians; 
and 

WHEREAS,  During  the  last  renewal  period  in  1976  for  physi- 
cians, about  a dozen  personal  checks  “bounced"  out  of  30,000 
active  licensees;  and 

WHEREAS,  The  Bureau  of  Profession  and  Occupational  Affairs 
has  refused  to  withdraw  this  nuisance  regulation;  and 
WHEREAS,  The  next  bureaucratic  extention  of  this  require- 
ment may  obligate  the  general  population  of  this  state  to  remit 
any  and  all  fees  to  the  Commonwealth  by  certified  or  cashier 
check  or  money  order;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society  take  ac- 
tion, by  all  means  necessary,  to  have  the  present  regulation  re- 
scinded immediately  and  take  steps  to  prevent  future  imposition 
of  a like  nuisance  and  harrassment  requirement. 

(Financial  Note:  No  financial  impact.)  (Secretary's  Note:  Requires 
two-thirds  vote. 

Resolution  78-37:  Subject:  Licensure  Payment  Requirement 
(Distributed),  Introduced  By:  Henry  H.  Fetterman,  M.D.,  Lehigh 
County  Medical  Society,  Author:  Henry  H.  Fetterman,  M.D. 

WHEREAS,  The  citizens  of  Pennsylvania  are  permitted  to  pay 
all  national,  state,  and  local  taxes  and  obligations  by  personal 
check;  and 

WHEREAS,  The  Commonwealth  of  Pennsylvania  has  degraded 
and  discriminated  physicians  by  mandating  physicians  to  pay 
their  license  fee  by  certified  check  or  money  order;  therefore  be  it 
RESOLVED,  That  the  Board  of  Trustees  of  the  Pennsylvania 
Medical  Society  make  a concerted  effort  by  any  means  they  deem 
appropriate  to  correct  this  offensive  licensure  requirement. 
(Financial  Note:  No  financial  impact)  (Secretary's  Note:  Requires 
two-thirds  vote). 

Resolution  78-39:  Subject:  Method  of  Payment  of  Licensing  Fees 
(Distributed),  Introduced  By:  Harriet  M.  Harry,  M.D.,  Centre 
County  Medical  Society,  Author:  Harriet  M.  Harry,  M.D. 

WHEREAS,  It  has  been  the  custom  for  physicians  to  pay  for 
their  state  medical  licenses  with  personal  checks;  and 
WHEREAS,  The  Federal  government  accepts  physicians'  per- 
sonal checks  for  narcotic  licenses;  and 
WHEREAS,  It  is  acceptable  to  pay  for  drivers'  licenses  with 
personal  check;  and 

WHEREAS,  It  is  acceptable  to  pay  for  vehicular  licenses  with  a 
personal  check;  and 

WHEREAS,  The  Board  of  Licensure  has  demanded  that  physi- 
cians use  only  certified  checks,  cashiers  check  or  money  orders; 
and 

WHEREAS,  It  will  cost  40,000  licensed  medical  doctors  and 
2,000  licensed  osteopaths,  $21 ,000  to  $84,000  extra  plus  the  time 
that  will  be  required  of  each  to  comply  with  this  demand;  there- 
fore be  it 

RESOLVED,  That  the  Licensing  Board  permit  physicians  to  use 
personal  checks  for  paying  their  fees;  and  be  it  further 
RESOLVED,  That  a copy  of  this  resolution  be  presented  to  the 
Director  of  the  Bureau  of  Licensing,  Mr.  James  Krause,  the  Au- 
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ditor  General,  Mr.  Albert  Benedict,  the  Secretary  of  the  Com- 
monwealth, Mr.  Barton  Fields,  each  representative  by  a constitu- 
ent, and  each  senator  by  a constituent. 

(Financial  Note:  No  financial  impact)  (Secretary’s  note:  Requires 
two-thirds  vote). 

Resolution  78-42:  Subject:  Payment  of  License  Fees  to  State 
(Distributed),  Introduced  By:  Robert  E.  Gregory,  M.D.,  on  behalf 
of  the  Allegheny  County  Medical  Society,  Author:  Robert  E. 
Gregory,  M.D. 

WHEREAS,  The  Commissioner  of  Professional  and  Occupa- 
tional Affairs  of  the  State  of  Pennsylvania  has  decreed  that  a 
physician's  license  fee  shall  be  paid  by  a certified  check,  cashiers 
check,  or  money  order;  and 

WHEREAS,  This  action  is  an  added  medical  cost  expense;  and 

WHEREAS,  This  action  is  an  unnecessary  and  time-consuming 
affair;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  contact  the 
above  Commissioner  and  arrange  that  this  fee  may  be  paid  by 
personal  or  corporation  check;  and 

RESOLVED,  That  this  be  done  without  delay. 

(Financial  Note:  No  financial  impact)  (Secretary's  note:  Requires 
three-fourths  vote). 

Your  reference  committee  and  those  who  spoke  at  its  hearing 
support  the  intent  of  all  four  resolutions  listed  above.  We  do 
believe  that  this  is  an  unnecessary  bureaucratic  harrassment  and 
a contributing  factor  to  inflating  health  care  costs.  We  urge  that 
an  immediate  remedy  be  sought  and  suggest  the  following  steps 
be  taken  as  a means  to  accomplish  this:  (1)  That  the  Pennsylvania 
State  Board  of  Medical  Education  and  Licensure  be  asked  to  have 
the  Secretary  of  State  and  the  Commissioner  of  Professional  and 
Occupational  Affairs  rescind  this  policy;  (2)  That  the  Pennsylva- 
nia State  Board  of  Medical  Education  and  Licensure  ask  the 
Department  of  State  and  the  Bureau  of  Professional  and  Occupa- 
tional Affairs  to  hold  validation  of  renewal  of  physicians'  licenses 
until  checks  submitted  in  payment  thereof  have  cleared  the 
banks;  (3)  That  the  Pennsylvania  Medical  Society  explore  with  its 
legal  counsel  the  adverse  ramifications  to  our  membership  of 
paying  this  renewal  fee  by  personal  check;  (4)  That  the  Pennsyl- 
vania Medical  Society  institute  proper  legal  action  should  the 
above  recommendations  not  be  successful.  Mr.  Speaker,  your 
reference  committee  recommends  the  adoption  of  Resolution 
78-33.  Mr.  Speaker,  your  reference  committee  recommends  the 
rejection  of  Resolutions  78-37,  78-39  and  78-42  as  superfluous.  A 
motion  was  made  from  the  Floor  to  add  to  the  above  recommen- 
dation the  following  fifth  step:  "And  in  the  interim,  those  mem- 
bers desiring  to  do  so,  send  a personal  check,  together  with  the 
required  papers,  to  the  Pennsylvania  Medical  Society,  which  will 
then  deposit  it  in  an  escrow accountand,  on  thefinal  day,  present 
the  10,000  members'  papers  and  certified  check  in  that  amount  of 
money.”  After  a discussion  of  this  recommendation,  the  motion 
was  withdrawn. 

Reference  Committee  G 

Robert  Poole,  III,  M.D.  (Chester  County),  chairman,  presented 
the  following  report  of  the  committee: 

Mr.  Speaker,  members  of  the  House  of  Delegates:  Reference 
Committee  G has  considered  all  of  the  items  in  the  index. 

1.  Your  reference  committee  has  grouped  the  following  items 
together  in  a waiver  of  debate  list;  in  each  case,  little  or  no 
testimony  was  heard  and  the  committee  feels  the  items  are  of  a 
non-controversial  nature: 

Report  A,  Executive  Vice  President  (Official  Reports  Book,  Sec- 
tion G)  (File) 

Report  A,  Treasurer  (Official  Reports  Book,  Section  G)  (File) 
Report  A,  Accountant  (Official  Reports  Book,  Section  G)  (File) 
Report  A,  Pennsylvania  Delegation  to  the  AMA  (Official  Reports 
Book,  Section  G)  (File) 

Report  B,  Committee  on  Medical  Benevolence  (Official  Reports 
Book,  Section  G)  (File) 

Mr.  Speaker,  your  reference  committee  recommends  that  the 
above  items  be  filed. 

2.  Report  A,  Secretary  (Official  Reports  Book,  Section  G)-ln 
reviewing  the  report  of  the  secretary,  the  reference  committee 
noted  the  section  dealing  with  incorporation  of  county  medical 
societies.  Incorporation  of  a county  medical  society,  the  report 
said,  protects  the  individual  members  from  liability  for  actions  on 


behalf  of  their  county  societies.  The  reference  committee  feels 
that  county  medical  societies  should  be  reminded  of  the  impor- 
tance of  incorporating.  Mr.  Speaker,  Reference  Committee  G 
recommends  that  the  Board  of  Trustees  and  Councilors  apprise 
county  medical  societies  of  the  importance  of  incorporating.  Mr. 
Speaker,  your  reference  committee  recommends  that  the  re- 
maining portions  of  Report  A of  the  Secretary  be  filed. 

3.  Report  A,  Board  of  T rustees  and  Councilors,  Recommenda- 
tion Regarding  the  Redesignation  of  Councilor  District  Areas 
(Official  Reports  Book,  Section  G) 

Your  reference  committee  considered  Report  A of  the  Board  of 
Trustees  and  Councilors  which  contained  a recommendation 
concerning  the  redesignation  of  councilor  district  areas.  The 
Board  of  Trustees  and  Councilors  has  recommended  that  no 
change  be  made  in  the  councilor  district  areas  at  this  time.  No 
negative  testimony  to  this  recommendation  was  heard.  Mr. 
Speaker,  your  reference  committee  recommends  approval  of  the 
recommendation  concerning  councilor  district  areas  contained 
in  Report  A of  the  Board  of  Trustees  and  Councilors.  Mr.  Speaker, 
your  reference  committee  recommends  that  the  remainder  of 
Report  A of  the  Board  of  Trustees  and  Councilors  be  filed. 

4.  Report  G,  Board  of  Trustees  and  Councilors,  Recommenda- 
tion Regarding  Future  Convention  Sites  (Delegates’  Packet) — 
The  Board  of  T rustees  and  Councilors  recommended  a schedule 
of  future  annual  business  sessions  for  the  next  five  years,  taking 
into  consideration  the  directive  of  the  1977  House  of  Delegates 
which  lifted  the  restriction  limiting  these  meetings  to  the 
Harrisburg/Lancaster  area.  No  negative  testimony  was  heard  in 
reference  to  the  locations  chosen  by  the  Board  of  Trustees.  Mr. 
Speaker,  your  reference  committee  recommends  that  the  rec- 
ommendation regarding  future  convention  sites  contained  in 
Report  G of  the  Board  of  Trustees  and  Councilors  be  approved. 

5.  Individual  Reports  of  Trustees  and  Councilors  (Official  Re- 
ports Book,  Section  G) — Your  reference  committee  considered 
the  reports  of  each  trustee,  noting  the  recommendation  con- 
tained in  the  report  of  the  trustee  of  the  second  district.  The 
recommendation  called  for  county  societies  to  submit  written 
reports  of  activities  to  each  trustee  by  May  1 so  that  these  ac- 
tivities can  be  included  in  the  trustees'  annual  reports.  Testimony 
at  the  reference  committee  hearings  supported  this  recommen- 
dation. Mr.  Speaker,  Reference  Committee  G recommends  ap- 
proval of  the  recommendation  contained  in  the  report  of  the 
trustee  and  councilor  of  the  second  district.  Mr.  Speaker,  your 
reference  committee  further  recommends  that  this  report  and 
the  remaining  reports  of  Trustees  and  Councilors  be  filed. 

6.  Resolution  78-16,  Identification  of  AMA  Members  (Official 
Reports  Book,  Section  G) — Introduced  By:  Michael  P.  Levis, 
M.D.,  Allegheny  County  Medical  Society,  Author:  Michael  P. 
Levis,  M.D. 

WHEREAS,  The  unity  of  the  medical  profession  is  urgently 
needed  at  this  time  to  effectively  present  physician  viewpoints  on 
issues  of  interest  to  physicians  and  their  patients;  and 

WHEREAS,  Officers  and  delegates  are  elected  by  their  medical 
society  members  to  identify  and  work  together  in  cooperation 
with  other  elected  medical  representatives  at  all  levels  of  organ- 
ized medicine;  therefore  be  it 

RESOLVED,  That  county  medical  society  delegates  and  offi- 
cers attending  the  Annual  Session  of  the  Pennsylvania  Medical 
Society  House  of  Delegates  who  are  members  of  the  American 
Medical  Association  be  identified  and  so  designated  by  an  ap- 
propriate ribbon  or  emblem. 

(Financial  Note:  The  cost  is  estimated  at  approximately  $60.) 

This  resolution  advocated  identification  of  delegates  and  offi- 
cers who  are  members  of  the  AMA  during  PMS  Annual  Sessions 
through  the  use  of  a special  ribbon  or  emblem.  The  importance  of 
voluntary  unified  membership  was  stressed,  and  testimony  at  the 
reference  committee  hearings  supported  this  recommendation. 
Mr.  Speaker,  your  reference  committee  recommends  adoption  of 
Resolution  78-16. 

7.  Resolution  78-40,  Delegates  and  Alternate  Delegates  to  the 
American  Medical  Association  (Distributed) — Introduced  By:  J. 
Preston  Hoyle,  M.D.,  on  behalf  of  the  Clinton,  Elk,  Lycoming, 
Potter,  Tioga,  and  Union  County  Medical  Societies,  Author:  J. 
Preston  Hoyle,  M.D. 

WHEREAS,  Chapter  IV,  Elections,  Section  4.  Nominations  of 
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the  Constitution  and  Bylaws  of  the  Pennsylvania  Medical  Society 
(As  Amended  October  27,  1977)  states  that  (a)  "candidates  for 
delegates  and  alternates  to  the  American  Medical  Association 
may  and  should  be  nominated  by  the  committee  provided  for  in 
Section  2 (e)  of  Chapter  XIV  of  these  Bylaws;  and 
WHEREAS,  Chapter  XIV,  Section  2 of  these  Bylaws  states  that 
the  Committee  to  Nominate  Delegates  to  the  American  Medical 
Association  shall  be  a standing  committee  of  the  Pennsylvania 
Medical  Society;  and 

WHEREAS,  Chapter  XIV,  Section  2 (e)  of  these  Bylaws  states  in 
part:  ‘‘It  shall  be  the  duty  of  this  committee  to  submit  to  the  House 
of  Delegates  a list  of  nominees  for  delegates  and  alternates  to  the 
House  of  Delegates  of  the  American  Medical  Association  who  are 
qualified  under  the  requirements  of  the  American  Medical  Asso- 
ciation to  hold  such  office;  and 
WHEREAS,  The  same  chapter  and  section  of  these  Bylaws 
further  state  that,  “In  the  discharge  of  this  responsibility,  the 
committee  shall  formally  request  recommendations  of  nominees 
from  each  component  society;  and 
WHEREAS,  The  same  chapter  and  section  of  these  bylaws  also 
state  that,  “It  shall  further  be  required  to  publish  its  list  of 
nominees  in  the  Official  Call  to  the  forthcoming  House  of  Dele- 
gates meeting  wherein  the  election  is  to  be  held;"  and 
WHEREAS,  This  committee  has  in  the  past  requested,  recom- 
mended and  solicitated  nominees  for  membership  on  the  delega- 
tion by  communicating  with  county  medical  societies  by  saying, 
"The  committee  agrees  that  the  county  medical  societies  should 
have  the  opportunity  to  nominate  physicians  for  membership  on 
the  delegation  and  believes  that  this  opportunity  should  come  in 
selection  of  alternate  delegates  since  this  is  the  grooming  area 
for  advancement  to  delegate;  and 
WHEREAS,  In  1978,  at  the  request  of  the  committee,  county 
medical  societies  “nominated”  some  30  physicians  for  consider- 
ation as  an  alternate  delegate  to  the  American  Medical  Associa- 
tion; and 

WHEREAS,  The  Committee  to  Nominate  Delegates  to  the 
American  Medical  Association,  using  criteria  unknown  to  the 
county  medical  society  and  to  the  members  of  this  House  of 
Delegates,  "selects"  a few  physicians  and  presents  their  names 
to  the  House  of  Delegates  as  "nominees"  for  alternate  delegate  to 
the  American  Medical  Association;  and 
WHEREAS,  Chapter  XIV,  Section  2 (e)  of  the  bylaws  states  that, 
“Nothing  in  this  Section  shall  be  construed  as  to  prohibit  nomi- 
nations from  the  floor”  but  as  a practical  matter  this  does  not 
occur;  and 

WHEREAS,  The  Pennsylvania  Medical  Society  was  founded 
and  operates  today  on  the  foundation  of  democracy  and  fair 
representation  which  is  denied  the  membership;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society  implement 
bylaws  changes  relative  to  the  nomination  and  election  of  dele- 
gates and  alternate  delegates  to  the  American  Medical  Associa- 
tion; and  further  be  it 

RESOLVED,  That  the  Board  of  Trustees  form  an  ad  hoc  com- 
mittee composed  of  at  least  one  representative  from  each  coun- 
cilor district  to  study  and  recommend  bylaws  changes  necessary 
to  accomplish  better  cross-represenation  of  the  state,  keeping  in 
mind  the  need  for  continuity  of  the  delegation  as  well  as  infusion 
of  new  and  dynamic  representation.  (Financial  Note:  No  financial 
impact)  (Requires  two-thirds  vote). 

Resolution  78-40  advocates  the  appointment  of  an  ad  hoc 
committee  composed  of  one  representative  from  each  councilor 
district  to  study  and  recommend  bylaws  changes  necessary  to 
accomplish  better  AMA  representation  across  the  state.  Although 
testimony  at  the  reference  committee  hearing  was  divided  over 
the  wisdom  of  this  resolution,  the  referrence  committee  felt  that 
there  was  a sufficient  number  of  concerned  physicians  to  warrant 
the  formation  of  an  ad  hoc  committee  to  review  the  current 
method  of  appointment  to  the  delegation  to  the  AMA.  The  refer- 
ence committee  felt  that  the  situation  called  for  review  but  felt 
that  it  was  inappropriate  to  move  for  any  bylaws  changes  before  a 
study  of  the  matter  is  completed.  Vour  reference  committee  feels 
the  testimony  at  the  hearing  justifies  the  amending  of  this  resolu- 
tion by  deleting  the  first  resolve  and  adopting  only  the  second 
resolve.  Mr.  Speaker,  your  reference  committee  recommends 
adoption  of  Resolution  78-40  as  amended. 


8.  Resolution  78-44,  Attendance  at  Meetings  of  the  AMA  House 
of  Delegates  by  Chairman  of  Committee  to  Nominate  Delegates 
and  Alternates  to  the  AMA  (Distributed)  Introduced  By:  Charles  K. 
Zug,  III,  M.D.,  Northampton  County  Medical  Society,  on  behalf  of 
the  Committee  to  Nominate  Delegates  and  Alternates  to  the  AMA, 
Author:  Charles  K.  Zug,  III,  M.D.,  Northampton  County  Medical 
Society,  on  behalf  of  the  Committee  to  Nominate  Delegates  and 
Alternates  to  the  AMA 

WHEREAS,  The  Committee  to  Nominate  Delegates  and  Alter- 
nates to  the  AMA  is  charged  with  the  nomination  of  Pennsylvania 
delegates  to  the  national  House  of  Delegates;  and 

WHEREAS,  Greater  knowledge  of  the  structure  and  function  of 
the  AMA  House  of  Delegates  and  the  performance  by  Pennsylva- 
nia’s delegates  to  that  body  will  assist  the  committee  in  meeting 
its  charge;  therefore  be  it 

RESOLVED,  That  the  PMS  should  send  the  chairman  of  the 
Committee  to  Nominate  Delegates  and  Alternates  to  the  AMA  to 
each  meeting  of  the  AMA  House  of  Delegates. 

(Financial  Note:  Cost  calculated  for  1979  for  this  individual  is 
approximately  $1,800)  (Requires  three-fourths  vote). 

No  negative  testimony  was  heard  at  the  reference  committee 
hearing  on  this  resolution.  It  was  the  unanimous  feeling  of  those 
in  attendance  that  implementation  of  this  resolution  would  better 
enable  the  Chairman  of  this  Committee  to  offer  guidance  to  the 
committee  at  the  time  of  selection  of  delegates  and  alternate 
delegates  to  the  AMA.  Mr.  Speaker,  your  reference  committee 
recommends  adoption  of  Resolution  78-44. 

9.  Address  of  the  President  Elect,  John  B.  Lovette,  M.D. 

The  reference  committee  considered  two  recommendations 
contained  in  the  address  of  the  president  elect,  John  B.  Lovette, 
M.D.  The  reference  committee  recommends  the  adoption  of  the 
following  two  recommendations  contained  in  the  report,  with 
slight  rewording  of  the  first  recommendation  to  clarify  its  intent: 

. that  the  Pennsylvania  Medical  Society  offerto  those  specialty 
societies  in  Pennsylvania  which  do  not  presently  purchase 
services  from  PMS  the  opportunity,  within  the  next  year,  to  re- 
ceive a sales  presentation  from  the  PMS  Department  for  Specialty 
Societies  and  that  each  specialty  society  be  encouraged  to  give 
serious  consideration  to  securing  administrative  services  from 
the  Pennsylvania  Medical  Society. 

“I  recommend  that  a special  study  be  made  of  certain  common 
services  which  might  be  provided  by  PMS  for  all  specialty 
societies  in  Pennsylvania,  particularly  as  they  relate  to  the  new 
PMS  computer.” 

Mr.  Speaker,  your  reference  committee  recommends  that  the 
above  two  recommendations  contained  in  the  address  of  the 
president  elect  be  approved  and  referred  to  the  Board  of  T rustees 
and  Councilors  for  implementation.  Mr.  Speaker,  your  reference 
committee  further  recommends  that  the  remaining  portions  of 
Dr.  Lovette's  address  referred  to  Reference  Committee  G befiled. 

10.  Address  of  the  president,  John  V.  Blady,  M.D.  In  his  detailed 
address  before  the  House  of  Delegates,  we  feel  that  Dr.  Blady 
adequately  summarized  the  accomplishments  we  have  made  in 
the  past  year.  Dr.  Blady  is  to  be  commended  for  his  many  con- 
tributions to  organized  medicine.  A recommendation  contained 
in  his  address  called  for  the  education  of  medical  students  in  “the 
arena  of  the  political  medical  marketplace  which  the  government 
and  the  bureaucratic  stooges  are  desperately  trying  to  control." 
Testimony  supported  this  course  of  action.  Mr.  Speaker,  your 
reference  committee  recommends  that  this  matter  be  referred  to 
the  Board  of  Trustees  and  Councilors  for  consideration  and  refer- 
ral. Mr.  Speaker,  your  reference  committee  further  recommends 
that  the  remainder  of  the  address  of  the  president,  John  V.  Blady, 
M.D.,  be  filed. 

11.  Report  F,  Board  of  Trustees  and  Councilors  (Dis- 
tributed)— It  was  the  unanimous  feeling  of  the  reference  com- 
mittee that  Report  F of  the  Board  of  Trustees  and  Councilors 
provides  an  accurate  historical  recording  of  the  events  concern- 
ing the  chiropractic  suit.  Mr.  Speaker,  your  reference  committee 
recommends  that  Report  F of  the  Board  of  Trustees  and  Coun- 
cilors be  filed.  A motion  was  made  from  the  Floor  to  refer  Report  F 
of  the  Board  of  Trustees  to  the  Judicial  Council  for  an  opinion. 
This  motion  passed. 

12.  Resolution  78-43,  Chiropractic  Suit  Against  the  American 
Medical  Association,  American  College  of  Surgeons,  et  al. 
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(Distributed) — Introduced  By:  Robert  E.  Gregory,  M.D.,  on  behalf 
of  the  Allegheny  County  Medical  Society,  Author:  Robert  E. 
Gregory,  M.D. 

WHEREAS,  The  practice  of  chiropractic  is  a totally  nebulous 
mode  of  medical  therapy  without  any  scientific  basis,  and  where 
practitioners  of  holistic  or  humanistic  health  endeavors  do  not 
possess  the  necessary  basic  science  nor  medical  education  to 
diagnose  and  treat  disease;  and 

WHEREAS,  In  our  code  of  ethics  (American  Medical  Associa- 
tion) it  states  that  we  do  not  accept  any  practitioners  or  practice 
that  is  not  based  on  an  orderly  and  founded  scientific  principle; 
and 

WHEREAS,  Any  professional  association  with  chiropractic  is 
only  to  elevate  chiropractic  and  any  professional  opinion  from  an 
aliphatic  physician  would  not  benefit  the  patient  nor  the  chiro- 
practor; and 

WHEREAS,  Any  such  opinion  may  only  further  delay  appropri- 
ate therapy;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  urge  the 
American  Medical  Association  to  not  dilute  the  code  of  ethics; 
therefore  be  it 

RESOLVED,  That  our  state  American  Medical  Association  del- 
egates be  instructed  to  state  our  case  at  the  next  American  Medi- 
cal Association  meeting  in  December;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  support 
this  stance  that  chiropractic  is  not  a scientifically  based  medical 
modality  and  that  we  do  not  encourage  radiologic  or  laboratory 
interpretation  of  any  work  requested  by  chiropractic. 

(Financial  Note:  No  financial  impact)  (Requires  three-fourths 
vote). 

It  was  the  desire  of  the  reference  committee  to  make  the  fol- 
lowing editorial  changes  in  the  third  “WHEREAS”  contained  in 
Resolution  78-43  (words  in  parentheses  are  being  deleted;  words 
italicized  are  being  added): 

WHEREAS,  (Any)  professional  association  with  chiropractic  is 
only  to  elevate  chiropractic  and  (any)  professional  opinion  from 
an  (aliphatic)  allopathic  physician  (would)  may  not  benefit  the 
patient  nor  the  chiropractor;  and 

Testimony  at  the  reference  committee  hearings  supported 
adoption  of  Resolution  78-43.  Reference  committee  members  did 
not  feel  that  a resolution  before  the  AMA  House  of  Delegates  was 
necessary  for  implementation  of  the  second  Resolved  portion  of 
Resolution  78-43,  but  felt  that  the  delegation  should  be  instructed 
to  testify  to  the  intent  of  this  resolution  at  any  and  all  appropriate 
times  before  the  AMA  House  of  Delegates.  Mr.  Speaker,  your 
reference  committee  recommends  adoption  of  Resolution  78-43. 

Robert  F.  Beckley,  M.D.,  Clinton  County,  then  presented  the 
following  substitute  resolution: 

Substitute  Resolution  78-43 — Subject:  Chiropractic  Suit  Against 
the  AMA,  et  al.  Introduced  By:  Robert  Beckley,  M.D. 

WHEREAS,  An  agreement  on  the  suit  by  chiropractors  has 
been  duly  signed  and  is  awaiting  judicial  decision;  and 

WHEREAS,  The  outcome  of  this  decision  cannot  be  altered  by 
any  action  of  this  House;  and 

WHEREAS,  Previous  decisions  of  this  principle  have  resulted  in 
the  nullification  of  a professional  ethic  of  engineers;  and 

WHEREAS,  Best  legal  opinion  is  that  a similar  decision  could 
be  expected  with  our  ethic;  therefore  be  it 

RESOLVED,  The  Pennsylvania  Medical  Society  does  not  feel 
that  a compromise  of  its  ethical  principles  would  be  in  the  best 
interests  of  the  public,  however,  we  recognize  that  current  legal 
interpretation  requires  organizational  compromise  and  we  will 
abide  thereby  pending  alteration  of  the  legislation  or  interpreta- 
tion thereof. 

(Financial  Note:  Financial  impact  undetermined)  (Three-fourths 
vote  necessary  to  become  business  of  this  House). 

Amotion  was  made  from  the  floor  to  table  Resolution  78-43  and 
Subsitute  Resolution  78-43,  Chiropractic  Suit  Against  the  Ameri- 
can Medical  Association,  American  College  of  Surgeons,  et  al., 
until  the  third  day  of  the  House  of  Delegates.  This  motion  passed. 

13.  Resolution  78-7,  Better  Involvement  of  the  Membership  of 
the  Pennsylvania  Medical  Society  in  Making  Decisions  of  Far- 
Reaching  Consequence  (Official  Reports  Book,  Section  G) — 
Introduced  By:  Robert  W.  Allen,  M.D.,  Secretary,  on  behalf  of  the 
Mercer  County  Medical  Society,  Author:  Robert  W.  Allen,  M.D. 


WHEREAS,  The  Board  of  T rustees  of  the  Pennsylvania  Medical 
Society  has  agreed  to  terms  of  settlement  of  the  lawsuit  with  the 
chiropractors;  and 

WHEREAS,  The  membership  of  the  Pennsylvania  Medical  So- 
ciety has  not  been  apprised  of  the  terms  of  that  settlement; 
therefore  be  it 

RESOLVED,  That  in  the  future  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  will  make  more  of  an  effort  to  keep 
the  membership  informed  and  to  determine  the  sentiment  of  the 
membership  before  making  decisions  on  issues  of  such  far- 
reaching  consequence. 

(Financial  Note:  No  financial  impact) 

After  hearing  the  testimony  given  at  the  reference  committee 
hearing,  the  reference  committee  offers  the  following  amended 
Resolve  for  approval  by  the  House  of  Delegates: 

“RESOLVED,  That  in  the  future  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  make  every  effort  to  keep  the 
membership  informed  and  to  determine  the  sentiment  of  the 
membership  before  making  decisions  on  issues  of  far-reaching 
consequence.” 

Mr.  Speaker,  your  reference  committee  recommends  adoption 
of  the  above  amended  Resolve  for  Resolution  78-7. 

A motion  was  made  from  the  Floor  to  further  amend  the  Re- 
solved portion  of  this  resolution  by  deleting  the  word  “every” 
from  the  italicized  portion  and  inserting  the  word  “reasonable"  in 
its  place.  This  motion  passed. 

(Secretary's  Note:  Resolution  78-7  as  amended  was  rejected.) 

14.  Resolution  78-17,  House  of  Delegates  Reaffirm  Principles  of 
Medical  Ethics  (Official  Reports  Book,  Section  G)  Introduced  By: 
Robert  W.  Allen,  M.D.,  Secretary,  Mercer  County  Medical  Society, 
Author:  Robert  W.  Allen,  M.D. 

WHEREAS,  The  Board  of  Trustees  of  the  Pennsylvania  Medi- 
cal Society  has  agreed  that  it  is  ethical  for  radiologists  and 
pathologists  to  accept  referrals  from  chiropractors;  and 

WHEREAS,  The  Principles  of  Medical  Ethics  of  the  AMA  (Sec- 
tion 3)  state,  “A  physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not  voluntarily  asso- 
ciate professionally  with  anyone  who  violates  this  principle;” 
therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  overrule  the  Board  of 
T rustees  and  reject  the  terms  of  settlement  in  the  lawsuit  with  the 
chiropractors. 

(Financial  Note:  Legal  fees  are  estimated  at  $200,000) 

Consideration  has  been  given  by  the  reference  committee  to 
the  testimony  relating  to  Resolution  78-1 7.  There  was  conflicting 
opinion  regarding  the  advantages  and  disadvantages  resulting 
from  the  settlement  of  the  Slavek  vs.  AMA,  et  al.  case.  Neverthe- 
less, there  was  a unanimous  feeling  by  the  committee  that  all 
physicians  present  at  the  hearing  reject  chiropractic  as  an  unsci- 
entific cult  and  strongly  support  the  AMA  in  its  defense  in  the 
chiropractic  suit  in  Chicago  to  establish  this  fact  legally  and  with 
finality.  Mr.  Speaker,  in  view  of  the  concluded  judgment  and 
settlement  of  this  case  in  Pennsylvania,  your  reference  commit- 
tee recommends  the  rejection  of  Resolution  78-17. 

Nominations  and  Elections 

A motion  was  made  from  the  Floor  that  Standing  Rule  No.  7, 
Procedure  Regarding  the  Bullet  Ballot,  be  suspended.  This  mo- 
tion failed. 

Nominations  and  elections  were  held  Tuesday  afternoon,  Oc- 
tober 31,  1978.  Voting  for  those  offices  contested  was  held 
Wednesday  morning,  November  1.  The  following  officers  were 
elected: 

President:  John  B.  Lovette,  M.D.,  (Cambria)  acceded  to  the  office 
of  president. 

President  Elect:  Matthew  Marshall,  Jr.  M.D.,  (Allegheny)  acceded 
to  the  office  of  president  elect. 

Vice  President:  Leroy  A.  Gehris,  M.D.  (Berks). 

Secretary:  G.  Winfield  Yarnall,  M.D.  (Dauphin). 

Speaker:  D.  Ernest  Witt,  M.D.  (Columbia). 

Vice  Speaker:  Donald  E.  Harrop,  M.D.  (Chester). 

The  following  trustees  and  councilors  were  elected: 

Second  District:  Henry  H.  Fetterman,  M.D.  (Lehigh). 

Fourth  District:  J.  Mostyn  Davis,  M.D.  (Montour). 

Fifth  District:  Raymond  C.  Grandon,  M.D.  (Dauphin). 

Eleventh  District:  Ralph  S.  Blasiole,  M.D.  (Washington). 
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Two  members  were  elected  to  serve  on  the  Committee  to 
Nominate  Delegates  and  Alternates  to  the  AMA.  They  are:  Robert 
F.  Beckley,  M.D.  (Clinton)  and  Charles  R.  Shuman,  M.D. 
(Philadelphia).  Both  were  elected  to  serve  full  three-year  terms  on 
the  committee. 

James  B.  Donaldson,  M.D.  (Philadelphia)  was  elected  delegate 
to  the  AMA  to  serve  the  unexpired  term  of  George  A.  Rowland, 
M.D.,  whose  term  expires  December  31,  1978. 

George  E.  Farrar,  Jr.,  M.D.  (Philadelphia);  Orlo  G.  McCoy,  M.D. 
(Bradford);  and  Cyrus  B.  Slease,  M.D.  (Armstrong)  were  elected 
to  serve  on  the  PMS  Judicial  Council. 

The  following  district  censors  were  elected  for  one-year  terms: 
Adams,  W.  North  Sterrett;  Allegheny,  William  D.  Stewart; 
Armstrong,  Donald  Minteer;  Beaver,  John  G.  Hallisey;  Bed- 
ford, ; Berks,  Brian  A.  Wummer;  Blair,  John  W.  Stoker; 
Bradford,  Arthur  B.  King;  Bucks,  Stanley  F.  Peters;  Butler,  Robert 
C.  McCorry;  Cambria,  Warren  F.  White;  Carbon,  ; Centre,  H. 
Thompson  Dale;  Chester,  John  B.  Coates,  Jr.;  Clarion,  Charles  C. 
Huston;  Clearfield,  Fred  Pease;  Clinton,  George  J.  Treires;  Co- 
lumbia, Philip  M.  Irey,  Jr.;  Crawford,  David  D.  Kirkpatrick,  Jr.; 
Cumberland,  Hans  S.  Roe;  Dauphin,  Robert  P.  Dutlinger;  Dela- 
ware, Furman  T.  Kepler;  Elk-Cameron,  ; Erie,  Robert  L. 
Loeb;  Fayette,  Veronica  Binns;  Franklin,  Albert  W.  Freeman; 
Greene,  Arthur  J.  Patterson;  Huntingdon,  ; Indiana,  ; 
Jefferson,  Nicholas  F.  Lorenzo;  Lackawanna,  Thomas  A.  O'  Boyle; 
Lancaster,  William  G.  Ridgway;  Lawrence,  John  M.  Corbett; 
Lebanon,  ; Lehigh,  William  F.  Boucher;  Luzerne,  Robert 
Kerr;  Lycoming,  Franklin  G.  Wade;  McKean,  Bruno  P.  Sicher; 
Mercer,  ; Mifflin-Juniata,  ; Monroe,  Mark  Pliskin; 
Montgomery,  Rudolph  K.  Glocker;  Montour,  William  O.  Curry,  Jr.; 
Northampton,  Walter  J.  Filipek;  Northumberland,  Nicholas 
Spock;  Perry,  Frank  A.  Belmont;  Philadelphia,  Brooke  Roberts; 
Potter  Francisco  B.  Villa;  Schuyki II,  ; Somerset,  Alexander 
Solosko;  Susquehanna,  Paul  B.  Kerr;  Tioga,  William  Reich; 
Union,  Joseph  Weightman;  Venango,  Harry  Kanhofer;  Warren, 
Harold  J.  Reinhard;  Washington,  William  H.  Kittrell;  Wayne- 
Pike,  ; Westmoreland,  Leslie  S.  Pierce;  Wyoming,  John  S. 
Rinehimer,  Jr.;  York,  Donald  R.  Gross. 

(Secretary's  Note:  The  Board  of  Trustees  has  the  power  to  ap- 
point district  censors  to  fill  vacancies.) 

Report  of  the  Committee  to  Nominate  Delegates  and  Alternates 
to  the  AMA — The  Speaker  announced  the  elections  for  delegates 
and  alternates  to  the  American  Medical  Association.  The  nomi- 
nations of  the  Committee  to  Nominate  Delegates  and  Alternates 
to  the  American  Medical  Association  were  published  on  page  one 
of  the  Official  Reports  Book.  Elected  to  two-year  terms  beginning 
January  1 , 1979,  and  expiring  December  31 , 1980  were:  R.  William 
Alexander,  M.D.  (Berks);  James  B.  Donaldson,  M.D.  (Philadel- 
phia); Raymond  C.  Grandon,  M.D.  (Dauphin);  William  J.  Kelly, 

M. D.  (Allegheny);  Michael  P.  Levis,  M.D.  (Allegheny);  William  Y. 
Rial,  M.D.  (Delaware). 

Six  alternates  were  elected  for  two-year  terms  beginning 
January  1,  1979,  and  expiring  December  31,  1980:  Donald  C. 
Brown,  M.D.  (Westmoreland);  Betty  L.  Cottle,  M.D.  (Blair);  Joseph 

N.  Demko,  M.D.  (Lackawanna);  Charles  A.  Heisterkamp,  III,  M.D. 
(Lancaster);  John  L.  Kelly,  M.D.  (Delaware);  Irving  Williams,  M.D. 
(Union). 

Reference  Committee  C 

James  R.  Dornenberg,  M.D.  (Allegheny),  Chairman,  presented 
the  following  report  of  the  Committee: 

Mr.  Speaker,  Reference  Committee  C has  considered  all  of  the 
items  listed  in  the  Index. 

1.  Report  A,  Council  on  Health  Planning  and  Facilities  (Dele- 
gates' Packet).  There  was  no  discussion  of  Report  A.  Mr.  Speaker, 
your  reference  committee  recommends  that  Report  A of  the 
Council  on  Health  Planning  and  Facilities  be  filed. 

2.  Report  B,  Board  of  Trustees  and  Councilors  (Official  Reports 
Book,  Section  C).  There  was  no  testimony  presented  on  Report  B. 
Your  reference  committee  recommends  that  Report  B of  the 
Board  of  Trustees  and  Councilors  be  filed. 

3.  Resolution  78-12,  Suggested  Hospital  Planning  Concepts 
(Official  Reports  Book,  Section  C) — Introduced  By:  Edward  J. 
Resnick,  M.D.,  Secretary,  Philadelphia  County  Medical  Society, 
Author:  George  R.  Fisher,  M.D.,  Philadelphia  County  Medical 
Society. 


WHEREAS,  Most  reasonable  persons  would  suppose  that  ex- 
cess capacity  of  a facility  is  wasteful.  Since  the  conventional 
shorthand  way  of  describing  hospital  size  is  in  terms  of  bed 
capacity,  it  is  understandable  that  wasteful  excess  capacity 
should  be  identified  in  terms  of  low  bed  occupancy  rates;  and 

WHEREAS,  Such  a view  is  oversimplified;  a hospital  is  not  a 
collection  of  beds,  but  a group  of  bed  compartments  which  can- 
not be  used  interchangeably.  An  empty  crib  in  the  nursery  is  not 
useful  for  a patient  who  requires  a coronary  care  unit;  and 

WHEREAS,  The  institution  must  be  able  to  accommodate  peak 
loads,  regardless  of  vacancies  which  take  place  during  slack 
periods;  the  empty  beds  at  Christmas  are  of  no  use  during  a July 
epidemic;  and 

WHEREAS,  The  hotel  cost  is  a comparatively  minor  component 
of  hospital  costs.  The  major  costs  are  in  employees  (who  are 
ordinarily  shifted  internally  or  reduced  in  the  event  of  major 
vacancies)  and  in  heavy  fixed  administrative,  ancillary  or  facility 
costs.  The  fixed  overhead  items  can  only  be  eliminated  if  an 
institution  is  completely  closed.  However,  reducing  the  number 
of  institutions  increases  the  average  institutional  size;  and  it  has 
been  shown  that  average  costs  rise  as  institutional  size  expands; 
and 

WHEREAS,  In  spite  of  frustrated  outcries  that  the  market 
mechanism  does  not  work  in  hospitals,  it  is  generally  true  that 
daily  costs  are  lowest  in  hospitals  with  vacancies,  and  highest  in 
hospitals  with  waiting  lists;  and  it  seems  likely  that  the  market 
mechanism  is  trying  very  hard  to  work  against  imposed  obsta- 
cles; therefore  be  it 

RESOLVED,  That  public  planning  bodies  be  motivated  neither 
to  increase  nor  decrease  the  number  of  hospital  beds,  but  rather 
to  determine  what  the  optimum  number  should  be,  recognizing 
the  discreet  compartments  within  hospitals;  and  be  it  further 

RESOLVED,  That  the  need  is  not  to  replace  or  denounce  the 
market  mechanism,  but  rather  to  identify  the  imbedded  obstacles 
to  its  proper  operation. 

(Financial  Note:  No  financial  impact.) 

There  were  no  comments  regarding  this  resolution.  Mr. 
Speaker,  your  reference  committee  recommends  approval  of 
Resolution  78-12. 

4.  Resolution  78-13,  Standards  for  Hospital  Waiting  Lists  (Offi- 
cial Reports  Book,  Section  C) — Introduced  By:  Edward  J.  Res- 
nick, M.D.,  Secretary,  Philadelphia  County  Medical  Society,  Au- 
thor: George  R.  Fisher,  M.D.,  Philadelphia  County  Medical  Soci- 
ety. 

WHEREAS,  The  claim  has  been  made  that  medical  costs  might 
be  reduced  by  restricting  the  number  of  available  hospital  beds. 
This  assertion  is  usually  linked  to  a proposal  that  annual  bed 
vacancy  rates  should  not  exceed  some  standard;  and 

WHEREAS,  Concern  must  be  expressed  that  an  actual  bed 
reduction  might  only  appear  to  reduce  medical  costs  when  in  fact 
its  true  effect  is  to  ration  the  amount  of  medical  care  available  to 
the  community;  and 

WHEREAS,  To  guard  against  such  an  unintended  result  of  bed 
reduction,  this  resolution  offers  parallel  standards  of  unmet 
medical  need  in  the  community,  with  the  suggestion  that  occu- 
pancy and  vacancy  standards  are  only  useful  if  unmet  needs  have 
been  eliminated;  therefore  be  it 

RESOLVED,  That  before  it  is  concluded  that  hospital  bed  ca- 
pacity should  be  reduced,  mechanism  should  be  established  to 
measure  that  degree  to  which  the  hospital  system  is  able  to  meet 
reasonable  standards  for  providing  needed  medical  accommo- 
dations to  the  community.  The  following  standards  are  offered: 

1 . Emergency  Admission  (Defined  as  admission  which  can  only 
be  delayed  at  risk  to  patient  s health.)  The  standard  would  be  that 
admission  is  only  delayed  at  times  of  major  community  disasters; 

2.  Urgent  Admission  (Defined  as  admission  which  can  only  be 
delayed  at  the  price  of  serious  discomfort  to  the  patient.)  The 
standard  would  be  that  95  percent  of  such  cases  are  admitted 
within  three  days  of  request; 

3.  Elective  Admission  (Defined  as  admission  for  which  a guar- 
anteed date  of  admission  is  set.)  The  standard  would  be  that  such 
guarantees  are  provided  for  95  percent  of  cases,  that  the  guar- 
antees be  honored  on  the  guaranteed  date  in  95  percent  of  cases, 
and  that  the  date  is  no  more  than  30  days  from  the  request  in  95 
percent  of  cases. 
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RESOLVED,  That  this  policy  be  provided  to  PMS,  AMA,  PRSO, 
HSA,  Task  Force  on  Health  Care  Costs,  PHMC,  The  Philadelphia 
Parnership,  Chamber  of  Commerce,  Philadelphia  Medicine,  and 
media. 

(Financial  Note:  No  financial  impact.) 

Mr.  Speaker,  your  reference  committee  recommends  approval 
of  Resolution  78-13. 

5.  Resolution  78-15,  Pennsylvania  Voluntary  Health  Care  Costs 
Containment  Committee  (Official  Reports  Book,  Section  C) — 
Introduced  By:  Henry  H.  Fetterman,  M.D.,  Lehigh  County  Medical 
Society;  Paul  F.  Kase,  M.D.,  Dauphin  County  Medical  Society, 
Author:  Henry  H.  Fetterman,  M.D.,  Lehigh  County  Medical  Soci- 
ety Webb  S.  Hersperger,  M.D.,  Cumberland  County  Medical  Soci- 
ety Paul  F.  Kase,  M.D.,  Dauphin  County  Medical  Society. 

WHEREAS,  The  preservation  of  the  voluntary  system  of  health 
care  delivery  is  preferable  to  a government-regulated  system,  and 
government  regulation  of  the  industry  to  date  has  proven  to  be  a 
contributing  factor  to  the  rise  of  health  care  costs  rather  than  a 
deterrent;  and 

WHEREAS,  The  Pennsylvania  Medical  Society  and  the  Hospital 
Association  of  Pennsylvania  have  formed  the  Pennsylvania  Vol- 
untary Health  Care  Cost  Containment  Committee  to  control  the 
rise  of  health  care  costs  to  reduce  the  rate  of  increase  by  at  least 
two  percentage  points  per  year;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  support  the  Pennsyl- 
vania Voluntary  Health  Cost  Containment  Committee  in  its  ef- 
forts; and  be  it  further 

RESOLVED,  That  PMS  strongly  endorse  and  support: 

1.  Effective  physician  participation  in  the  Pennsylvania  Volun- 
tary Cost  Containment  Program; 

2.  Encourage  hospital  medical  staffs  to  develop  methods  to 
further  tighten  utilization  review  consistent  with  sound  medical 
practice; 

3.  To  promote  physician  awareness  of  the  cost  containment 
effort;  and 

4.  Investigate  and  recommend  activities  to  correct  avoidable 
duplication  of  diagnostic  tests. 

(Financial  Note:  No  financial  impact) 

Mr.  Speaker,  your  reference  committee  recommends  approval 
of  Resolution  78-15. 

6.  Resolution  78-38,  Cost  Containment  (Distributed)  and  Ad- 
dress of  PMS  President  Elect,  Recommendation  on  Page  2 
(Distributed) — Resolution  78-38 — Subject:  Cost  Containment, 
Introduced  By:  Edward  J.  Resnick,  M.D.,  Secretary,  Philadelphia 
County  Medical  Society,  Author:  Bernard  Zamostien,  M.D. 

WHEREAS,  Physicians  are  concerned  with  the  cost  of  medical 
care;  and 

WHEREAS,  Physicians  recognize  that  all  sectors  of  our 
economy  must  cooperate  in  fighting  inflation;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  endorse 
the  recommendation  of  Tom  E.  Nesbitt,  M.D.,  President  of  the 
American  Medical  Association,  which  calls  on  physicians,  vol- 
untarily, to  hold  down  fee  increases  so  that  they  do  not  exceed  the 
rate  of  increase  in  “all  items”  of  the  Consumer  Price  Index. 
(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

The  reference  committee  considered  Resolution  78-38  and  the 
recommendation  of  the  president  elect  since  they  embody  a sim- 
ilar intent.  Mr.  Speaker,  your  reference  committee  recommends 
approval  of  the  following  substitute  resolution: 

“RESOLVED,  That  the  members  of  the  Pennsylvania  Medical 
Society  should  voluntarily  pledge  themselves  to  lower  the  rate  of 
increase  in  their  fees  so  that  changes  in  the  physician  fee  compo- 
nent do  not  exceed  any  change  of  the  Consumer  Price  Index  on 
an  annual  basis." 

7.  Resolution  78-1 1 , Setting  HMO  Premiums  through  Competi- 
tive Processes  (Official  Reports  Book,  Section  C)  Introduced  By: 
Edward  J.  Resnick,  M.D.,  Secretary,  Philadelphia  County  Medical 
Society,  Author:  George  R.  Fisher,  M.D.,  Philadelphia  County 
Medical  Society. 

WHEREAS,  It  has  been  held  forth  that  HMOs  and  HMO-IPAs  can 
deliver  quality  health  care  at  a reduced  price  to  the  public  be- 
cause of  the  introduction  of  competitive  marketing  of  the  annual 
over-all  fee  for  health  care;  and 

WHEREAS,  The  annual  fee  is  described  as  an  insurance  pre- 
mium rather  than  a retainer  fee,  largely  because  the  present 


enabling  legislation  places  HMOs  under  the  regulation  of  the 
Insurance  Commissioner;  and 

WHEREAS,  The  universal  experience  has  been  that  physicians 
who  join  such  organizations  are  forced  to  submit  to  rigorous 
utilization  controls  in  order  to  avoid  bankruptcy;  and 
WHEREAS,  The  Insurance  Commissioner  has  demonstrated  in 
the  case  of  Blue  Cross  Over-65  policies  that  he  is  willing  to  force  a 
health  insurance  premium  below  its  provable  costs  where  he 
determines  such  to  be  a desirable  public  policy  in  his  own  opin- 
ion; therefore  be  it 

RESOLVED,  That  entering  into  HMO  agreements  is  a public- 
spirited  burden  for  physicians,  involving  considerable  sacrifice  of 
traditional  professional  independence;  and  be  it  further 
RESOLVED,  That  the  Legislature  should  be  asked  to  recognize 
such  public  service  by  creating  statutory  assurance  that  HMO 
premiums  cannot  be  forced  below  market  levels  by  administra- 
tive or  regulatory  means. 

(Financial  Note:  No  financial  impact) 

Your  reference  committee  feels  that  the  intent  of  this  resolution 
is  laudable.  However,  the  reference  committee  recognizes  that 
the  Insurance  Department  presently  has  the  responsibility  to  set 
premium  rates  for  all  health  insurance  programs;  therefore,  the 
reference  committee  does  not  believe  it  would  be  a practical 
solution  to  divest  the  insurance  commissioner  of  the  authority  to 
establish  premium  rates  for  HMOs  without  consideration  of  all 
health  insurance  premiums.  Mr.  Speaker,  your  reference  com- 
mittee recommends  that  Resolution  78-11  be  rejected. 

8.  Resolution  78-26,  Nursing  Home  Care  (Delegates’  Packet) 
Introduced  By:  Samuel  Baer,  M.D.,  Philadelphia  County  Medical 
Society  Author:  Morton  Ward,  M.D.,  PhiladelphiaCounty  Medical 
Society. 

WHEREAS,  The  primary  medical  care  of  the  elderly  has  always 
been  the  responsibility  of  physicians;  and 
WHEREAS,  Other  health  professionals  who  are  not  trained  as 
physicians  are  being  trained  to  replace  physicians  in  the  ad- 
ministering of  primary  medical  care;  and 
WHEREAS,  Such  training  is  intended  to  be  without  supervision 
by  or  without  responsibility  to  a physician;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society  take  what- 
ever actions  are  necessary  to  stop  any  changes  in  the  primary 
medical  care  role  of  physicians  in  nursing  home  settings. 
(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

Mr.  Speaker,  your  reference  committee  recommends  approval 
of  Resolution  78-26. 

A motion  wasmadefrom  the  Floor  to  ammend  Resolution  78-26 
as  follows:  “RESOLVED,  That  the  Pennsylvania  Medical  Society 
take  whatever  actions  are  necessary  to  reaffirm  the  primary  role 
of  physicians  in  medical  care  of  patients  within  nursing  home 
settings."  This  motion  passed  and  Resolution  78-26  was  ap- 
proved as  amended. 

9.  Resolution  78-27,  Committee  on  Nursing  Homes  (Delegates' 
Packet) — Introduced  By:  Samuel  Baer,  M.D.,  Philadelphia  County 
Medical  Society,  Author:  Morton  Ward,  M.D.,  Philadelphia 
County  Medical  Society. 

WHEREAS,  The  medical  profession  has  been  accused  of  shun- 
ning its  responsibility  for  elderly  patients  in  nursing  homes;  and 
WHEREAS,  The  medical  profession  has  been  mandated  by  law 
to  provide  primary  medical  direction  for  such  patients  and  in- 
stitutions; therefore  be  it 

RESOLVED,  That  in  the  reorganization  of  the  Pennsylvania 
Medical  Society's  Council  on  Health  Planning  and  Facilities  there 
be  included  a Standing  Committee  on  Nursing  Homes  to  review 
services  to  the  elderly. 

(Financial  Note:  Estimate  per  individual  per  meeting  is  approxi- 
mately $122)  (Requires  two-thirds  vote). 

It  was  noted  that  long-term  care  is  one  of  the  specific  responsi- 
bilities assigned  to  the  Council  on  Health  Planning  and  Facilities. 
The  reference  committee  believes  that  the  newly  organized 
Council  should  be  given  flexibility  to  establsih  its  own  structure 
for  addressing  problems  in  the  long-term  care  field.  Mr.  Speaker, 
your  reference  committee  recommends  rejection  of  Resolution 
78-27. 

10.  Resolution  78-34,  Death  Pronouncement  by  Nurses  (Dele- 
gates' Packet) — Introduced  By:  Robert  B.  Stuart,  M.D.,  Erie 
County  Medical  Society  Author:  T.  R.  Moyer,  M.D.,  Erie  County 
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Medical  Society;  Clinton  H.  Amacher,  M.D.,  Erie  County  Medical 
Society;  A.  T.  Roos,  M.D.,  Erie  County  Medical  Society;  Dennis  M. 
Scully,  M.D.,  Erie  County  Medical  Society;  Edgar  H.  Ward,  M.D., 
Erie  County  Medical  Society;  and  Robert  O.  Byers,  M.D.,  Erie 
County  Medical  Society. 

WHEREAS,  The  Manual  for  Pennsylvania  Skilled  Nursing 
Facilities:  Rules  and  Regulations;  Sub-Heading  IV,  Physician 
Services,  Item  C,  Procedures  in  Event  Of  Death  - DH  211.6,  DPW 
1206  states: 

“A  body  shall  not  be  removed  from  the  facility  until  death  has 
been  determined  by  a physician  who  is  legally  responsible  for 
pronouncement  of  death. 

Death  Certificates  shall  be  completed  and  signed  by  the  physi- 
cian at  the  time  of  death.  The  Death  Certificate  must  be  com- 
pleted in  accordance  with  Section  502  of  the  Vital  Statistics  Law. 
Written  post-mortem  procedures  shall  be  available;’’  and 

WHEREAS,  It  is  presently  an  interpretation  of  surveying  per- 
sonnel from  the  Pennsylvania  Department  of  Health  regarding 
nursing  homes  that  a physician  must  go  to  the  nursing  home  and 
personally  pronounce  a patient  dead;  and 

WHEREAS,  It  is  now  a mandatory  regulation  that  nursing 
homes  be  adequately  covered  by  licensed  nursing  personnel; 
namely,  registered  nurse;  and 

WHEREAS,  Nurses  have  been  taught  in  their  training  to  ob- 
serve the  presence  or  absence  of  vital  signs;  therefore  be  it 

RESOLVED,  That  in  this  one  instant;  namely,  residents  dying  in 
nursing  homes,  that  the  nurse  be  allowed  to  make  the  observa- 
tion of  death;  and  that  she  communicate  by  phone  with  a physi- 
cian her  findings.  If  the  physician  so  concurs  with  her  observa- 
tion, a death  pronouncement  will  be  officially  made.  The 
deceased  patient  will  then  be  allowed  to  be  removed  to  an  appro- 
priate undertaking  facility;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society  communi- 
cate this  wish  and  desire  to  the  Pennsylvania  Department  of 
Health. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

The  reference  committee  was  not  convinced  that  this  resolu- 
tion addresses  itself  to  the  necessary  changes  in  rules  and  regu- 
lations which  would  be  required  to  accomplish  the  intent  of  the 
resolution.  Mr.  Speaker,  your  reference  committee  recommends 
that  Resolution  78-34  be  referred  to  the  appropriate  council  for 
further  study  and  recommended  action. 

11.  Resolution  78-36,  Unreasonable  Time  Stipulation  of  JCAH 
Hospital  Categorization  (Distributed) — Introduced  By:  Robert  M. 
Jaeger,  M.D.,  Lehigh  County  Medical  Society  on  behalf  of  the 
Council  of  State  Neurosurgical  Societies,  Author:  Robert  M. 
Jaeger,  M.D. 

WHEREAS,  The  JCAH  and  the  ACS,  together  with  the 
Emergency  Medical  Services  of  the  Department  of  Health,  Edu- 
cation, and  Welfare,  have  set  up  a categorization  of  hospitals  for 
the  treatment  of  trauma;  and 

WHEREAS,  They  have  in  good  faith  stipulated  that  the  services 
of  physicians  shall  be  available  within  certain  time  periods;  and 

WHEREAS,  This  time  period  has  been  stipulated  at  “30  min- 
utes;” and 

WHEREAS,  The  Council  of  State  Neurosurgical  Societies  of  the 
American  Association  of  Neurologic  Surgeons  and  the  Congress 
of  Neurological  Surgeons  have  voted  to  amend  this  time  stipula- 
tion to  read  “within  a reasonable  period  of  time;”  and 

WHEREAS,  The  finite  time  stipulation  could  lead  to  unneces- 
sary legal  harrassment  in  the  present  medico-legal  climate; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  advise  its 
members  against  including  a finite  time  limit  in  their  hospital 
bylaws  and  to  substitute  the  “reasonable  time”  phraseology  in- 
stead; and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society  advise  the 
officers  of  all  Pennsylvania  hospitals:  1)  Chiefs  of  Staff,  2)  Ad- 
ministrators, 3)  Board  of  Trustees,  of  this  position. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

The  reference  committee  was  informed  that  a task  force  ap- 
pointed by  the  Board  of  Regents  of  the  American  College  of 
Surgeons  published  guidelines  for  optimal  facilities  and  re- 
sources which  designated  a specific  time  interval  for  physician- 
surgeon  response.  This  was  never  intended  to  become  a pub- 


lished standard  of  the  JCAH.  Mr.  Speaker,  your  reference  com- 
mittee recommends  approval  of  Resolution  78-36  and  further 
recommends  that  this  resolution  be  transmitted  to  the  Joint 
Commission  on  Accreditation  of  Hospitals. 

12.  1978  Annual  Report  of  Board  of  Directors  of  Pennsylvania 
Medical  Care  Foundation  (Delegates'  Packet);  Address  of  Foun- 
dation President  (Distributed);  and  Report  L,  Board  of  Trustees 
and  Councilors  (Distributed). 

Your  reference  committee  considered  the  recommendations 
contained  in  the  Foundation’s  annual  report,  the  address  of  the 
Foundation’s  president,  and  Report  L of  the  Board  of  Trustees 
and  Councilors.  There  was  considerable  debate  which  centered 
primarily  on  the  Finance  Committee’s  conclusion  that  transfer- 
ring the  proposed  HMO-IPA  activities  of  the  Foundation  to  the 
Council  on  Health  Planning  and  Facilities  would  save  a consider- 
able amount  of  money  and  still  adequately  represent  the  Soci- 
ety's interest  in  these  activities.  Based  on  the  testimony 
presented,  the  reference  committee  could  not  determine  the  ex- 
tent of  any  actual  savings.  Furthermore,  the  reference  committee 
questions  whether  HMO-IPA  activities  would  receive  the  neces- 
sary priority  under  the  council  structure  in  view  of  the  important 
activities  already  assigned  to  the  council.  The  reference  com- 
mittee believes  that  the  Foundation  has  clearly  demonstrated  the 
capability  to  properly  represent  the  interests  of  practicing  physi- 
cians in  the  HMO-IPA  field.  Mr.  Speaker,  your  reference  commit- 
tee recommends  approval  of  recommendations  1,  2,  3,  and  4 as 
contained  in  the  Foundation’s  Annual  Report.  Your  reference 
committee  also  believes  that  the  Foundation  should  continue  its 
activities  in  the  PSRO  and  drug  review  areas.  Mr.  Speaker,  your 
reference  committee  recommends  approval  of  recommen- 
dations 5 and  6 as  contained  in  the  Foundation’s  Annual  Report. 
Mr.  Speaker,  your  reference  committee  recommends  that  the 
remainder  of  the  Foundation's  Annual  Report  be  filed. 

Annual  Meeting — Pennsylvania  Medical  Care  Foundation 
As  in  past  years,  the  Annual  Meeting  of  the  Pennsylvania  Medi- 
cal Care  Foundation  was  held  during  the  1 978  House  of  Delegates 
meeting,  and  proceeded  as  follows: 

“The  Chair  believes  it  wise  to  take  a minute  to  be  certain  that  all 
members  of  the  House  understand  how  we  will  consider  the  next 
order  of  business.  We  wish  to  convene  the  Annual  Meeting  of  the 
administrative  members  of  the  Pennsylvania  Medical  Care  Foun- 
dation. 

“According  to  the  Foundation’s  Bylaws,  Administrative  mem- 
bers shall  consist  of  those  persons  who  are  duly  qualified  and 
elected  delegates  to  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society.'  The  Bylaws  further  state,  The  acceptance  of 
election  as  a delegate  to  the  House  of  Delegates  of  the  Pennsyl- 
vania Medical  Society  by  an  eligible  physician  shall  be  deter- 
mined to  be  acceptance  of  administrative  membership  in  this 
corporation  and  an  intention  to  be  bound  by  the  Articles  of  Incor- 
poration and  Bylaws  of  the  Corporation  unless  the  delegate  oth- 
erwise notifies  the  Secretary  of  the  Corporation  prior  to  the  An- 
nual Meeting.’  In  other  words,  the  voting  members  of  the  House 
are  also  the  administrative  members  of  the  Foundation. 

“At  this  time,  the  Chair  will  entertain  a motion  to  recess  the 
meeting  of  the  PMS  House  of  Delegates  and  to  convene  the 
administrative  members  of  the  Pennsylvania  Medical  Care  Foun- 
dation in  the  annual  meeting  of  the  Foundation. 

“The  Chair  recognizes  the  President  of  the  Pennsylvania  Medi- 
cal Care  Foundation,  Dr.  Sidney  Krasnoff.  Dr.  Krasnoff . . .” 
“Thank  you,  Don.  While  it’s  true  that  we  are  sitting  now  as  the 
administrative  members  of  the  Pennsylvania  Medical  Care  Foun- 
dation, I am  sure  that  all  of  us  want  to  expedite  the  business  of  the 
Foundation  as  quickly  as  possible.  I believe  this  can  best  be 
achieved  if  we  permit  an  experienced  hand  to  guide  us  from  the 
speaker's  rostrum.  For  that  reason,  I would  respectfully  ask  the 
permission  of  the  administrative  members  to  have  Dr.  Harrop 
serve  as  acting  speaker  of  the  Foundation  so  that  he  may  use  his 
skill  in  parliamentary  matters  . . . hearing  no  objections,  Dr.  Har- 
rop, I would  ask  you  to  come  back  and  take  over." 

"Thankyou,  Sid.  The  principal  item  of  businessforthisyearfor 
the  administrative  members  of  the  Foundation  is  the  annual  re- 
port of  the  Foundation,  which  containsseveral  recommendations 
referred  to  Reference  Committee  C.” 

“The  other  item  of  business  this  year  for  the  administrative 
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members  of  the  Foundation  is  the  election  of  six  directors.  The 
Board  of  Directors  of  the  Foundation  presents  the  following 
nominees  for  the  vacancies.  The  Foundation’s  Bylaws  allow  for 
additional  nominations  to  be  made  from  the  floor  by  any  admin- 
istrative member  for  all  vacancies  at  the  time  of  elections. 


Vacancy  Nominee 

County 

Term 

1 

S.  Terry  Krauss,  M.D. 

Lycoming 

3 year 
(expires 

10/81) 

2 

Donald  C.  Brown,  M.D. 

Westmoreland 

3 year 
(expires 

10/81) 

3 

Avery  Beverly,  M.D. 

Philadelphia 

3 year 
(expires 

10/81) 

4 

Sidney  O. 

Philadelphia 

3 year 

Krasnoff,  M.D. 

(expires 

10/81) 

5 

John  L.  Johnston,  D O. 

Clarion 

3 year 
(expires 

10/81) 

6 

Harold  W. 

Allegheny 

3 year 

Swensen,  M.D. 

(expires 

10/81) 

“In  the  event  there  is  a contest  for  one  of  the  Foundation  slots, 
the  contest  will  be  added  to  the  PMS  ballot  and  delegates  will  cast 
their  votes  tomorrow  morning." 


(Secretary's  Note:  There  were  no  nominations  from  the  Floor  and 
the  nominees  listed  above  were  elected.) 

“Are  there  any  further  actions  or  comments  concerning  the 
Foundation's  Annual  Report?  If  not,  the  chair  will  entertain  a 
motion  to  file  the  report  as  presented." 

“Is  there  any  further  Foundation  business?  If  not,  the  chair  will 
entertain  a motion  to  adjourn  the  meeting  of  the  Foundation  and 
to  reconvene  the  PMS  House." 

Recess 

The  House  recessed  at  5:30  p.m.  until  the  opening  of  the  final 
session  at  8:30  a m.,  Wednesday,  November  1. 

Thirty-First  State  Dinner 

Prior  to  the  1978  State  Dinner,  a reception  was  held  in  the 
Monte  Carlo  and  LaFonda  Rooms  of  the  Host  Farm  Resort  Motel. 
At8  p.m.,  all  those  present  moved  to  the  Baroque  Ballroom  where 
dinner  was  served.  The  invocation  was  given  by  the  Reverend 
Raymond  C.  Crosser  of  St.  Thomas  Parish,  Bedford,  Pennsylva- 
nia. 

Introduction  of  Dignitaries — In  order  to  shorten  the  official  pro- 
gram of  State  Dinner,  John  V.  Blady,  M.D.,  president,  dispensed 
with  the  formal  introduction  of  the  head  table,  guests  of  the 
Society,  and  his  family. 

Presentation  of  Gavel  to  Immediate  Past  President  of  the  Penn- 
sylvania Medical  Society  Auxiliary — Dr  Blady  presented  the  Past 
President's  Gavel  to  Mrs.  William  R.  A.  Boben,  Immediate  Past 
President  of  the  Pennsylvania  Medical  Society  Auxiliary,  in  rec- 
ognition of  her  service  as  President  of  the  Auxiliary  during  the 
year  ending  with  the  1978  Auxiliary  House  of  Delegates. 
Presentation  of  Retiring  Trustee  Awards — Dr.  Rowland 
presented  the  Retiring  Trustee  Award  to  William  C.  Ryan,  M.D., 
retiring  trustee  and  councilor  of  the  Eleventh  Councilor  District. 

Dr.  Blady  then  presented  the  Retiring  Trustee  Award  to  George 
A.  Rowland,  M.D.,  retiring  trustee  and  councilor  of  the  Fourth 
Councilor  District. 

Installation  of  the  President — Dr.  Rowland  installed  Dr.  John  B. 
Lovette,  M.D.,  Cambria  County,  as  the  129th  President  of  the 
Pennsylvania  Medical  Society.  After  taking  the  oath  of  office,  Dr. 
Lovette  introduced  his  family  and  delivered  brief  remarks. 
Presentation  of  Past  President’s  Medallion — Dr.  Rowland 
presented  the  Past  President’s  Medallion  to  Dr.  Blady,  Philadel- 
phia County,  in  tribute  to  his  great  efforts  in  behalf  of  the  Pennsyl- 
vania Medical  Society  as  its  128th  President. 

Presentation  of  Distinguished  Service  Award — Dr.  Lovette 
presented  the  Distinguished  Service  Award  to  Henry  L.  Bockus, 
M.D.  of  Philadelphia,  Pennsylvania. 

Adjournment — The  formal  portion  of  the  program  adjourned  at 
9:30  p.m.  Members  and  their  guests  were  entertained  until  12:00 
p.m.  by  the  Ray  Bloch  Orchestra. 

Final  Session  of  the  House  of  Delegates 
November  1,  1978 

The  final  session  of  the  1978  Annual  Session  of  the  House  of 
Delegates  was  called  to  order  in  the  Baroque  Ballroom  of  the  Host 
Farm  Resort  Motel,  Lancaster,  Wednesday,  November  1, 1978,  at 
8:45  a.m.  Dr.  David  L.  Miller  (Clarion)  reported  that  a quorum  was 


in  attendance. 

Reference  Committee  D 

Robert  N.  Moyers,  M.D  (Crawford),  Chairman,  presented  the 
following  report  of  the  committee: 

Mr.  Speaker,  the  Reference  Committee  on  Legislation  has  con- 
sidered all  of  the  material  listed  in  the  Index. 

The  reports  of  the  Council  on  Legislation  reflect  a great  deal  of 
legislative  activity  and  the  council  should  be  complimented. 

1.  Your  reference  committee  has  grouped  the  two  reports  to- 
gether in  a waiver  of  debate  list.  In  each  instance,  there  was  no 
testimony  heard,  and  the  committee  feels  that  the  items  are  of  a 
non-controversial  nature.  They  are:  Report  A of  the  Council  on 
Legislation  (Official  Reports  Book,  Tab  D)  (File);  and  Report  B of 
the  Council  on  Legislation  (Delegates'  Packet)  (File).  Mr. 
Speaker,  we  recommend  that  the  above  two  items  be  filed. 

2.  Report  D - Board  of  Trustees  and  Councilros  - "Physicians' 
Legislative  Action  Network"  (Official  Reports  Book,  Section 
D) — The  reference  committee  was  pleased  to  learn  that  the  Board 
of  Trustees  has  continued  the  Physicians’  Legislative  Action 
Network,  referred  to  as  PLAN.  The  report  also  informs  us  that  the 
direction  for  the  activities  of  PLAN  was  transferred  from  the 
Communications  Division  to  the  Council  on  Legislation.  This,  we 
think,  is  a more  efficient  assignment  and  we  compliment  the 
Board  for  its  decision.  Mr.  Speaker,  this  reference  committee 
recommends  that  Report  D of  the  Board  of  Trustees  and  Coun- 
cilors be  filed  for  information. 

3.  Resolution  78-10,  Medical  Society  Involvement  in  the  Reg- 
ulatory Process  (Official  Reports  Book,  Section  D) — Introduced 
by:  Edward  J.  Resnick,  M.D.,  Secretary,  Philadelphia  County 
Medical  Society,  Author:  George  R.  Fisher,  M.D.,  Philadelphia 
County  Medical  Society 

WHEREAS,  On  numerous  occasions  in  the  past,  regulations 
have  been  promulgated  by  the  Health  or  Welfare  Departments  of 
the  Commonwealth  without  involvement  of  the  Pennsylvania 
Medical  Society  in  the  planning  process  of  issues  vital  to  medical 
care.  The  Society  may  receive  its  first  notice  of  such  regulations 
by  reading  in  the  Pennsylvania  Bulletin  that  there  will  be  30  days 
for  comment  on  proposed  rulemaking,  such  period  sometimes 
occurring  during  holiday  and  normal  vacation  times  of  the  year; 
and 

WHEREAS,  Regulations,  once  final,  have  the  force  of  law  under 
the  theory  that  executive  departments  are  interpreting  the  will  of 
the  Legislature.  But  this  unannounced,  unexpected,  and  stealthy 
means  of  promulgating  regulations  is  in  profound  contrast  with 
the  orderly  public  hearings  which  characterizes  the  legislative 
process  of  enacting  the  basic  statutes;  and 

WHEREAS,  Legislative  and  gubernatorial  elections  are  soon  to 
be  held  in  the  Commonwealth;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  attempt  to 
obtain  commitments  from  both  candidates  for  governor  that  the 
regulatory  process  will  be  made  more  orderly  under  future  ad- 
ministrations and,  if  possible,  that  legislative  candidates  who 
have  potential  influence  in  the  process  be  similarly  petitioned. 
(Financial  Note:  No  financial  impact.) 

Your  reference  committee  heard  testimony  from  the  author  of 
the  resolution  and  agrees  with  him  wholeheartedly.  His  remarks 
reflect  the  plight  of  not  only  the  Pennsylvania  Medical  Society, 
but  many  other  organizations  in  the  state  representing  varied 
interests,  such  as  agriculture,  banking,  etc.  The  author  suggests 
that  the  timeliness  of  the  resolution  is  probably  late  since  we  are 
only  a week  away  from  the  gubernatorial  election.  Your  reference 
committee  did,  however,  learn  that  in  the  meetings  held  with  the 
two  gubernatorial  candidates  the  subject  of  unreasonable  regu- 
lations did  come  up  and  both  seemed  to  be  in  sympathy  with  our 
concern.  Your  reference  committee  feels  that  the  real  culprit  is 
the  "Commonwealth  Documents  Law”  which  provides  for  a 30- 
day  response  time  to  proposed  regulations  prior  to  their  promul- 
gation. We  would  recommend  that  the  Society  join  with  other 
interested  groups  in  an  effort  to  secure  an  amendment  to  the 
“Documents  Law"  requiring  a reasonable  response  time  of  no 
less  than  60  days.  Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  a substitute  resolution:  “RESOLVED,  That 
the  Council  on  Legislation  seek,  together  with  others,  an 
amendment  to  the  Commonwealth  Documents  Law'  to  extend  to 
at  least  60  days  the  response  time  to  proposed  regulations."  A 
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motion  was  made  from  the  Floor  to  amend  the  substitute  resolu- 
tion by  adding  the  phrase,  ‘‘and  that  an  impact  statement  be 
included  with  each  proposed  regulation,"  at  the  end  of  the  Re- 
solved portion.  This  motion  passed  and  Substitute  Resolution 
78-10  was  adopted  as  amended. 

4.  Resolution  78-29,  Clarification  of  the  George  Amendment 
(Delegates'  Packet) — Introduced  by:  Ralph  Gaudio,  Jr.,  M.D.,  Al- 
legheny County  Medical  Society,  Author:  Paul  C.  Gaffney,  M.D., 
Allegheny  County  Medical  Society. 

WHEREAS,  The  George  Amendment  1 , 2 is  an  attempt  at  pro- 
viding access  to  adequate  health  care  to  all  residents  of  the 
Commonwealth  of  Pennsylvania,  its  intent  is  laudable;  and 

WHEREAS,  The  wording  of  the  amendment  may  conflict  with 
basic  legal  principles  resulting  in  substantive  litigation.  Enact- 
ment and  enforcement  will  be  difficult  or  impossible.  Further 
recognition  of  these  legal  complexities  may  be  the  cause  of  the 
current  ambiguous  administration  of  the  amendment.  This  lack 
of  administration  may  itself  be  a prelude  to  future  difficulties;  and 

WHEREAS,  The  amendment  has  forced  the  selection  of  appli- 
cants based  on  a factor  not  related  to  their  abilities,  it  has  intro- 
duced a means  of  discrimination  in  the  medical  school  admis- 
sions process.  This  is  a situation  which  may  easily  recur;  and 

WHEREAS,  A contract,  by  which  a student  is  committed  to  the 
state,  should  be  made  between  the  state  and  the  student,  not 
between  the  state  and  the  university;  and 

WHEREAS,  The  George  Amendment  reads  as  follows:  “As  a 
condition  of  receiving  its  appropriation,  on  or  after  January  1, 
1979,  the  university  medical  school  shall,  when  accepting  first- 
year  students  for  the  next  term,  set  aside  ten  percent  of  the  total 
number  of  admissions  for  students  who  agree  that  upon  the 
completion  of  their  medical  training  they  shall  engage  in  the 
practice  of  medicine  for  a period  of  four  years  in  an  area  termed 
medically  deprived  by  the  Pennsylvania  Department  of  Health"; 
and 

WHEREAS,  The  Amendment  was  carried  in  thefollowing  Penn- 
sylvania House  Bills:  1977—1252,  1253,  1255,  1256,  1259,  1262, 
1274, 1276;  1978—2247,  2248,  2249,  2251, 2256,  2257,  2258,  rep- 
resenting appropriations  bills  for  the  University  of  Pittsburgh, 
Pennsylvania  State  University,  Temple  University,  University  of 
Pennsylvania,  Hahnemann  Medical  College  and  Hospital, 
Thomas  Jefferson  University,  Medical  College  of  Pennsylvania, 
and  Philadelphia  College  of  Osteopathic  Medicine;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  seek  to 
prevent  the  reintroduction  of  the  George  Amendment  and  seek  its 
retroactive  repeal;  and  be  it  further 

RESOLVED,  That  the  Society  propose  alternative  legislation 
which  would  seek  to  enlist  the  services  of  established  health  care 
personnel,  as  well  as  the  commitment  of  students,  to  practice  in 
medically  underserved  areas.  The  program  should  provide  for  fair 
remuneration  to  all  participants,  be  readily  administered,  have 
sound  potential  for  enforcement,  and  be  developed  in  conjunc- 
tion with  the  American  Medical  Students  Association  and  the 
state’s  schools  of  medicine  and  osteopathy.  Collectively,  these 
factors  would  assure  adequate  health  care  to  underserved  areas 
of  the  Commonwealth. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

Vour  reference  committee  heard  a great  deal  of  testimony  from 
the  student  section  and  the  Deans  of  the  medical  schools  on  the 
unfairness  of  the  so-called  "George  Amendment,”  which  is  a 
requirement  that  the  medical  schools  set  aside  10  percent  of  the 
total  number  of  their  first  year  admissions  for  students  who  agree 
to  practice  in  medically  deprived  areas  of  the  state  as  determined 
by  the  Department  of  Health  for  four  years  after  their  graduation. 
Your  reference  committee  is  unsure  of  the  legality  of  this  lan- 
guage, especially  when  written  into  an  appropriations  measure, 
the  life  of  which  is  one  year.  Your  reference  committee  was  also 
informed  by  the  Educational  and  Scientific  Trust  that  other  leg- 
islative methods  may  be  more  desirable.  An  interesting  proposal 
was  made  that  if  the  legislature  continues  this  requirement,  the 
state  should  provide  the  money  to  establish  a direct,  low  interest 
loan  fund  to  insure  that  these  students  are  free  to  fulfill  their 
obligation  to  the  state.  It  was  further  proposed  that  the  loan 
should  be  sufficient  to  cover  tuition  and  require  a service  com- 
mitment in  our  physician  shortage  areas  which,  if  not  fulfilled, 


would  subject  the  student  to  a meaningful  financial  penalty.  Ob- 
viously, the  Society  should  pursue  this  with  the  state  legislature.  It 
is  our  information  that  the  Educational  Committees  of  either  the 
House  or  Senate  will  be  investigating  alternative  methods  of 
financing  medical  education  during  the  next  session.  Your  refer- 
ence committee  heard  suggestions  for  amending  Resolution 
78-29  as  follows:  (1)  The  numerals  “1,2”  on  the  first  line  of  the  first 
WHEREAS  should  be  removed;  (2)  The  words  "and  seek  its  retro- 
active repeal”  should  be  removed  from  the  first  RESOLVED;  (3) 
The  next  to  the  last  sentence  in  the  final  resolve  should  be 
amended  to  read,  “The  program  should  provide  for  fair  remuner- 
ation of  all  participants,  be  readily  administered,  have  sound 
potential  for  enforcement,  and  be  developed  in  conjunction  with 
the  American  Medical  Students  Association,  the  state  s schools 
of  medicine  and  osteopathy,  and  the  affected  local  communi- 
ties;" (4)  The  words,  "Collectively,  these  factors  would  assure 
adequate  health  care  to  underserved  areas  of  the  Common- 
wealth" should  be  removed  from  the  end  of  the  last  Resolve  on 
page  2.  Mr.  Speaker,  your  reference  committee  recommends  the 
adoption  of  Resolution  78-29  as  amended.  A motion  was  made 
from  the  Floor  to  re-introduce  into  the  resolution  the  phrase 

. . and  seek  its  retroactive  repeal.”  This  motion  passed  and 
Resolution  78-29  was  adopted  as  amended. 

In  the  discussion  of  the  medical  school  educational  problems, 
the  committee  had  called  to  its  attention  the  position  paper, 
“Health  Care  in  Pennsylvania  in  1978,"  adopted  by  the  Society’s 
Board  of  Trustees  in  June  1978  and  specifically  the  topic  “Physi- 
cian Manpower”  and  the  ten  recommendations  listed  thereun- 
der. It  is  your  committee’s  feeling  that  this  House  should  also  go 
on  record  as  supporting  those  proposals  and  that  they  be  used  in 
preparing  testimony  before  the  House  and  Senate  in  this  general 
area.  Mr.  Speaker,  your  reference  committee  recommends  sup- 
port of  the  Board  of  Trustees’  action  on  the  “Physician  Man- 
power” section  in  the  1978  Position  Paper. 

Reference  Committee  F 

Donald  G.  Crawford,  M.D.  (Dauphin),  chairman,  presented  the 
following  report  of  the  committee: 

Mr.  Speaker,  Reference  Committee  F considered  all  of  the 
items  listed  in  the  Index. 

1.  Report  A,  Council  on  Member  Services  ( Official  Reports 
Book,  Section  F) 

The  council’s  annual  report  is  very  informative.  Upon  review  it 
was  found  to  be  detailed  and  impressive.  The  reference  commit- 
tee would  like  to  call  attention  to  the  council’s  efforts  in  the  area 
of  membership  recruitment  and  more  particularly,  in  the  area  of 
new  membership  benefits.  Along  that  line,  the  reference  com- 
mittee should  point  out  the  establishment  of  the  Pennsylvania 
Medical  Society  Credit  Union  for  members,  employees,  medical 
society  staff,  and  families.  All  members  should  review  this  benefit 
and  make  use  of  it  wherever  possible.  The  reference  committee 
would  like  to  commend  the  council  and  its  staff  for  the  past  year’s 
activities.  Mr.  Speaker,  Reference  Committee  F recommends  that 
the  annual  report  of  the  Council  on  Member  Services  be  filed. 

2.  The  Reference  Committee  has  grouped  the  following  items 
together  in  a Waiver  of  Debate  list:  Report  A,  Advisory  Committee 
to  the  PMS  Auxiliary  (Official  Reports  Book,  Section  F)  (File); 
Report  A,  Committee  on  Medical  Benevolence  (Official  Reports 
Book,  Section  F)  (File);  Report  E,  Board  of  Trustees  and  Coun- 
cilors (Official  Reports  Book,  Section  F)  (File);  Address  of  the 
President,  PMS  Auxiliary  (Delegates'  Packet)  (File);  Annual  Re- 
port, Pennsylvania  Medical  Cooperative  (Delegates’  Packet) 
(File). 

The  reference  committee  feels  that  the  items  are  of  a non- 
controversial  nature.  The  reference  committee  would  like  to 
commend  Mrs.  Boben  for  her  year  of  leadership  and  her  excellent 
talk  to  the  House,  and  the  entire  Auxiliary  for  its  support  of 
organized  medicine  over  these  past  years.  The  reference  com- 
mittee also  would  like  to  commend  the  directors  and  staff  of  the 
Pennsylvania  Medical  Cooperative  for  its  growth  during  the  past 
year  and  would  like  to  urge  all  members  of  the  Society  to  take 
advantage  of  this  excellent,  cost-saving  member  benefit.  Mr. 
Speaker,  Reference  Committee  F recommends  that  the  above 
items  on  the  Waiver  of  Debate  list  be  filed. 

3.  Resolution  78-2,  Medical  Student  Delegate  Expense  ( Official 
Reports  Book,  Section  F) — Introduced  by:  Edward  J.  Resnick, 
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M.D.,  Secretary,  Philadelphia  County  Medical  Society,  Author: 
Bernard  B.  Zamostien,  M.D.,  Philadelphia  County  Medical  Soci- 
ety. 

WHEREAS,  There  are  seven  medical  schools  in  the  Common- 
wealth of  Pennsylvania;  and 

WHEREAS,  Medical  students  in  these  schools  participate  in 
organized  medicine  through  their  American  Medical  Student  As- 
sociation; and 

WHEREAS,  These  students  should  be  encouraged  and  aided  in 
this  endeavor;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  provide 
financial  assistance  to  student  delegates  of  the  American  Medical 
Student  Association,  from  chapters  in  Pennsylvania  medical 
schools,  up  to  an  amount  of  $300  per  delegate. 

(Financial  Note.  Based  on  14  delegates  from  the  seven  medical 
schools,  the  maximum  annual  cost  would  be  $4,200). 

While  the  reference  committee  heard  testimony  in  favor  of  the 
concept  of  providing  increased  financial  assistance  to  medical 
students  involved  in  organized  medicine,  the  method  expressed 
in  the  resolution  was  only  one  of  many  options  available  for  its 
implementation.  Testimony  further  indicated  all  options  should 
be  considered  before  any  action  is  taken. 

Mr.  Speaker,  Reference  Committee  F recommends  that 
Resolution  78-2  be  referred  to  the  Board  of  Trustees  for  further 
study  and  recommendation  to  the  1979  House  of  Delegates. 

4.  Resolution  78-3,  Medical  Student  Membership  (Official  Re- 
ports Book,  Section  F) — Introduced  by:  Edward  J.  Resnick,  M.D., 
Secretary,  Philadelphia  County  Medical  Society,  Author:  Bernard 
B.  Zamostien,  M.D.,  Philadelphia  County  Medical  Society. 

WHEREAS,  The  participation  of  physicians  in  organized  medi- 
cine is  essential;  and 

WHEREAS,  Many  physicians  delay  joining  medical  societies 
until  they  are  well  established  in  their  professional  careers;  and 

WHEREAS,  Medical  students  have  demonstrated  interest  in 
organized  medicine  and  will  join  our  ranks  in  a few  short  years; 
therefore  be  it 

RESOLVED,  That  this  Pennsylvania  Medical  Society  establish  a 
category  of  membership  for  medical  students. 

(Financial  Note:  None.  It  is  anticipated  that  this  category  of  mem- 
bership would  include  dues  at  a level  which  would  pay  for  the  cost 
of  enrollment,  mailings,  etc.) 

The  reference  committee  only  heard  testimony  in  opposition  to 
this  resolution  from  medical  students,  resident  members,  and 
other  PMS  members.  Concern  centered  around  yet  another  or- 
ganization vying  for  attention  which  would  further  fragment  the 
student  body  in  medical  schools. 

Mr.  Speaker,  Reference  Committee  F recommends  rejection  of 
Resolution  78-3. 

5.  Address  of  the  President  Elect,  Increasing  AMA  Membership 
in  Pennsylvania  (Distributed). 

The  reference  committee  heard  favorable  testimony  to  that 
portion  of  the  President  Elect's  speech  dealing  with  a recruitment 
effort  to  increase  AMA  membership. 

Mr.  Speaker,  Reference  Committee  F recommends  the  im- 
plementation of  a special  campaign  to  increase  AMA  member- 
ship in  Pennsylvania  to  reverse  the  decline  which  has  set  in  over 
the  past  several  years. 

Presentation  of  Staff  Service  Awards 

George  A.  Rowland,  M.D.,  chairman  of  the  Board  of  Trustees, 
presented  the  Pennsylvania  Medical  Society  Staff  Service  Awards 
to  Mr.  Alex  H.  Stewart,  in  recognition  of  40  years  of  dedicated 
service;  Miss  Mildred  E.  Johnson,  in  recognition  of  30  years  of 
dedicated  service;  and  Mrs.  Anna  M.  Roberts,  in  recognition  of  25 
years  of  dedicated  service. 

Reference  Committee  E 

John  Helwig,  Jr.,  M.D.  (Philadelphia),  Chairman,  presented  the 
following  report  of  the  committee: 

Mr.  Speaker  and  members  of  the  House  of  Delegates:  Refer- 
ence Committee  E has  considered  all  of  the  reports  and  resolu- 
tions listed  in  the  Index. 

1.  Your  reference  committee  has  grouped  the  following  items 
together  in  a waiver  of  debate  list.  In  each  instance,  there  was 
little  or  no  testimony  heard  and  the  committee  feels  the  items  are 
of  a non-controversial  nature. 

Waiver  of  Debate — Report  of  the  Council  on  Medical  Economics 


(Official  Reports  Book,  Section  E)  (File);  Report  B of  the  Council 
on  Medical  Economics  (Delegates'  Packet)  (File);  Report  C, 
Board  of  T rustees  and  Councilors  (Official  Reports  Book,  Section 
E)  (File);  Report  I,  Board  of  Trustees  and  Councilors  (Distributed) 
(File);  Report  J,  Board  of  Trustees  and  Councilors  (Distributed) 
(File);  and  Address  of  the  President  Elect  Relative  to  Feasibility  of 
Changes  in  Health  Insurance  Policies  (co-payment,  deductibles, 
surcharges,  discounts,  etc.)  (Distributed)  (File).  Mr.  Speaker, 
your  reference  committee  recommends  that  the  above  items  be 
filed. 

2.  Report  H,  Board  of  Trustees  and  Councilors  (Delegates' 
Packet) — The  testimony  heard  was  all  in  favor  of  restricting 
PMSLIC  coverage  to  members  of  the  Pennsylvania  Medical  Soci- 
ety. Mr.  Speaker,  your  reference  committee  recommends  that  the 
Pennsylvania  Medical  Society  continue  to  require  PMS  member- 
ship as  a prerequisite  for  securing  PMSLIC  coverage. 

3.  Report  K,  Board  of  Trustees  and  Councilors  (Distributed); 
Resolution  78-21,  Second  Surgical  Opinion  Insurance  Policy  of 
Prudential  Insurance  Company  (Official  Reports  Book,  Section 
E);  Resolution  78-22,  Second  Opinion  Program  (Official  Reports 
Book,  Section  E).  The  authors  of  Resolution  78-21  and  78-22 
presented  the  reference  committee  with  a jointly-drafted  resolu- 
tion which  was  submitted  in  lieu  of  Resolutions  78-21  and  78-22. 
The  reference  committee  considered  that  the  proposed  resolu- 
tion fulfilled  the  intent  of  the  original  resolutions,  as  well  as  the 
testimony  which  was  presented.  Additionally,  your  reference 
committee  felt  that  the  substitute  resolution  is  consistent  with  the 
intent  of  Board  of  Trustees'  Report  K. 

Resolution  78-21 — Subject:  Second  Surgical  Opinion  Insurance 
Policy  of  Prudential  Insurance  Company,  Introduced  by:  Donald 
C.  Brown,  M.D.,  Westmoreland  County  Medical  Society,  Author: 
Donald  C.  Brown,  M.D. 

WHEREAS,  The  Prudential  Insurance  Company  of  America  has 
proposed  to  sell  an  insurance  policy  in  which  the  patients  will  be 
directly  monetarily  penalized  if  they  do  not  obtain  a second 
opinion  when  an  elective  surgical  procedure  is  recommended; 
and 

WHEREAS,  This  same  insurance  policy  would  also  indirectly 
monetarily  penalize  the  patients  if  they  went  against  the  second 
opinion;  and 

WHEREAS,  This  same  insurance  policy  could  arbitrarily 
monetarily  discriminate  against  the  physician  by  reducing  the 
amount  paid  by  the  Prudential  Insurance  Company  of  America 
toward  his  surgical  fee  even  when  the  surgeon  himself  is  not 
aware  that  the  patient  is  covered  by  such  an  insurance  policy; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  investigate 
the  proposed  issuance  of  such  policies  and  communicate  to  the 
Prudential  Insurance  Company  of  America  its  objection  to  such  a 
discriminatory  insurance  policy. 

(Financial  Note:  No  financial  impact) 

Resolution  78-22 — Subject:  Second  Opinion  Program,  Intro- 
duced by:  Eugene  B.  Rex,  M.D.,  on  behalf  of  the  Pennsylvania 
Academy  of  Ophthalmology  and  Otolaryngology,  Author:  Eugene 
B.  Rex,  M.D. 

WHEREAS,  Physicians  have  always  been  willing  to  render  a 
second  opinion  to  a patient  considering  treatment;  and 

WHEREAS,  This  opinion  has  been  rendered  as  a service  at  the 
request  of  the  patient;  and 

WHEREAS,  Any  program  requiring  second  opinions  and  re- 
quiring the  maintenance  of  a listing  of  physicians  to  be  utilized 
may  constitute  a restraint  of  trade;  and 

WHEREAS,  Maintenance  of  such  a listing  of  physicians  may 
attract  those  unqualified  to  render  appropriate  opinions  seeking 
to  supplement  their  income;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  support 
the  concept  of  a voluntary  second  opinion  requested  by  the 
patient;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society  express  its 
concern  over  efforts  by  third-party  insurers  and  government 
health  agencies  to  implement  mandatory  second  opinions  with 
fiscal  restrictions;  and  be  it  further 

RESOLVED,  That  physicians  providing  a voluntary  second 
opinion  not  be  restricted  from  participating  in  the  further  care  of 
the  patient  if  at  the  patient's  request. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 
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Mr.  Speaker,  your  reference  committee  recommends  rejection 
of  Resolution  78-21  and  Resolution  78-22  in  lieu  of  the  following 
substitute  resolution: 

“WHEREAS,  The  Prudential  Insurance  Company  of  America 
has  proposed  to  sell  an  insurance  policy  in  which  the  patients  will 
be  directly  monetarily  penalized  if  they  do  not  obtain  a second 
opinion  when  an  elective  surgical  procedure  is  recommended; 
and 

WHEREAS,  This  same  insurance  policy  would  also  directly 
monetarily  penalize  the  patient  if  they  went  against  the  advice  of 
the  second  opinion;  and 

WHEREAS,  This  same  insurance  policy  could  arbitrarily 
monetarily  discriminate  against  the  physician  by  reducing  the 
amount  paid  by  the  Prudential  Insurance  Company  of  America 
toward  his  surgical  fee  even  when  the  surgeon  himself  is  not 
awarethat  the  patient  is  covered  by  such  an  insurance  policy;  and 
WHEREAS,  Physicians  have  always  been  willing  to  render  a 
second  opinion  to  a patient  considering  treatment;  and 
WHEREAS,  Maintenance  of  a listing  of  physicians  may  attract 
those  unqualified  to  render  appropriate  opinions;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society  express  its 
concern  over  mandatory  efforts  by  third-party  insurers  and  gov- 
ernment health  agencies  to  implement  second  opinion  programs 
with  fiscal  restrictions  and  with  closed  panels  of  physician  advi- 
sors; and  be  it  further 

RESOLVED,  That  physicians  providing  a voluntary  second 
opinion  may  participate  in  the  further  care  of  the  patient,  if  the 
patient  so  requests;  and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Medical  Society  investigate 
the  proposed  issuance  of  such  policies  and  communicate  to  the 
Prudential  Insurance  Company  of  America  and  any  other  com- 
pany offering  a similar  policy  its  objection  to  a discriminatory 
insurance  policy;  and  be  it  further 
RESOLVED,  That  the  PMS  make  known  this  resolution  to  the 
Pennsylvania  Insurance  Commissioner  and  further  introduce  this 
resolution  at  the  forthcoming  session  of  the  AMA  House  of  Dele- 
gates.’’ 

Mr.  Speaker,  your  reference  committee  recommends  approval 
of  the  above  substitute  resolution. 

Several  motions  were  made  from  the  Floor  to  amend  this  sub- 
stitute resolution  as  follows:  In  the  first  Resolved,  to  delete  the 
word  “mandatory";  to  insert  the  words  “mandatory  or  quasi- 
mandatory" after  the  word  "implement”;  and  to  change  the 
phrase,  “.  . . with  financial  restrictions  and  with  closed  panels  of 
physician  advisors"  to  . . with  financial  restrictions  or  with 
closed  panels  of  physician  advisors."  In  the  third  resolve,  to 
delete  the  words  “such  polices”  and  insert  the  phrase,  “insur- 
ance policies  in  which  the  patients  will  be  directly  monetarily 
penalized  if  they  do  not  obtain  a second  opinion  when  an  elective 
surgical  procedure  is  recommended."  These  motions  passed  and 
Resolutions  78-21  and  78-22  were  rejected  in  lieu  of  the  substitute 
resolution,  which  was  adopted  as  amended. 

(Secretary's  Note:  The  resolve  portion  of  this  substitute  resolu- 
tion now  reads  as  follows: 

"RESOLVED,  That  the  Pennsylvania  Medical  Society  express 
its  concern  over  efforts  by  third-party  insurers  and  government 
health  agencies  to  implement  mandatory  or  quasi-mandatory 
second  opinion  programs  with  fiscal  restrictions  or  with  closed 
panels  of  physician  advisors;  and  be  it  further 
RESOLVED,  That  physicians  providing  a voluntary  second 
opinion  may  participate  in  the  further  care  of  the  patient,  if  the 
patient  so  requests;  and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Medical  Society  investigate 
the  proposed  issuance  of  insurance  policies  in  which  the  patients 
will  be  directly  monetarily  penalized  if  they  do  not  obtain  a second 
opinion  when  an  elective  surgical  procedure  is  recommended 
and  communicate  to  the  Prudential  Insurance  Company  of 
America  and  any  other  company  offering  a similar  policy  its  ob- 
jection to  a discriminatory  insurance  policy;  and  be  it  further 
RESOLVED,  That  the  PMS  make  known  this  resolution  to  the 
Pennsylvania  Insurance  Commissioner  and  further  introduce  this 
resolution  at  the  forthcoming  session  of  the  AMA  House  of  Dele- 
gates.’) 

4.  Address  of  the  President  Elect  Relative  to  Physician  and 
Hospital  Risk  Sharing  (Distributed) — The  testimony  heard  was 
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supportive  of  financial  risk  sharing,  so  long  as  there  are  appropri- 
ate safeguards  to  avoid  the  shifting  of  unreasonable  financial 
burdens  from  third-party  payers  to  physicians  or  hospitals.  There 
were  some  reservations  expressed  in  view  of  a Philadelphia  case 
in  which  a physician  was  held  responsible  for  the  cost  of  a pa- 
tient's hospitalization,  but  in  general,  the  testimony  favored  fur- 
ther study  and  evaluation.  Mr.  Speaker,  your  reference  committee 
recommends  approval  of  this  recommendation  with  referral  to 
the  PMS  Board  of  Trustees  for  implementation. 

(Secretary's  Note:  The  recommendation  of  the  reference  com- 
mittee was  rejected.) 

5.  Address  of  the  President  Elect  Relative  to  Patient  Safety  and 
Risk  Management  (Distributed) — Testimony  was  overwhelmingly 
in  support  of  physician  involvement  in  implementing  risk  man- 
agement and  patient  safety  programs  at  the  hospital  level. 
Additionally,  testimony  supported  the  involvement  of  the  state 
and  national  medical  organizations  to  support  and  encourage 
these  grassroots  efforts.  The  reference  committee  is  aware  that 
the  Claims  and  Loss  Prevention  Committee  of  PMSLIC  is 
currently  involved  in  development  of  such  programs.  Mr. 
Speaker,  your  reference  committee  recommends  approval  of  the 
above  recommendation. 

6.  Annual  Report  from  PMSLIC  (Delegates'  Packet) — This  item 
was  considered  as  informational  in  view  of  the  fact  that  there 
were  no  recommendations  contained  therein.  Dr.  Masland 
supplemented  this  report  with  the  statement  that  PMSLIC  has 
filed  for  a 7 percent  rate  increase.  He  explained  that  the  need  for 
rate  relief  at  this  time  stems  from  the  fact  that  the  surcharge  for 
corporation  coverage  is  being  reduced  from  20  percent  to  10 
percent  and  the  surcharge  for  vicarious  liability  for  employed 
physicians  is  being  reduced  from  25  percent  to  15  percent.  These 
reductions  account  for  2 percent  of  the  increase  amount  and 
actuarial  projections  of  historical  claim  data  dictate  the  need  for 
the  remaining  5 percent.  The  reference  committee  recognized 
that  these  surcharge  policy  changes  and  the  increase  in  premium 
must  be  submitted  to  the  Insurance  Department  before  they 
could  be  implemented. 

The  reference  committee  heard  testimony  which  was  critical  of 
the  PMSLIC  Annual  Report,  due  to  its  brevity  and  general  lack  of 
information.  Delegates  voiced  concern  at  the  absence  of  a 
supplemental  PMSLIC  report  which  would  support  a rate  level 
change.  Mr.  Speaker,  your  reference  committee  recommends 
that  the  PMSLIC  Annual  Report  be  filed. 

7.  Resolution  78-8,  Collateral  Benefits  in  Medical  Liability  Ac- 
tions (Official  Reports  Book,  Section  E)  Introduced  by:  Edward  J. 
Resnick,  M.D.,  Secretary,  Philadelphia  County  Medical  Society, 
Author:  George  R.  Fisher,  M.D.,  Philadelphia  County  Medical 
Society. 

WHEREAS,  The  damages  alleged  in  a malpractice  action  are 
frequently  reimbursed  in  part  by  other  insurance  which  the  plain- 
tiff may  have  (such  as  disability  income  or  health  insurance);  and 

WHEREAS,  In  some  situations  the  plaintiff  may  claim  loss  of 
conjugal  consort  when  in  fact  the  plaintiff  has  remarried;  and 

WHEREAS,  Linder  present  Pennsylvania  law  the  existence  of 
such  collateral  benefits  may  not  be  introduced  in  evidence  as  part 
of  the  assessment  of  damages;  and 

WHEREAS,  The  Philadelphia  Area  Committee  on  Health  Care 
Costs  has  expressed  willingness  to  propose  legislation  which 
would  permit  the  introduction  of  collateral  benefits  into  evidence, 
and  the  Philadelphia  Chamber  of  Commerce  has  agreed  to  assist 
in  promoting  such  a bill;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  endorse 
the  concept  that  Pennsylvania  law  should  be  revised  to  permit  the 
introduction  of  collateral  benefits  into  evidence  in  medical  lia- 
bility cases  and  will  lend  all  possible  assistance  to  securing  the 
passage  of  such  legislation. 

(Financial  Note:  No  financial  impact.) 

Testimony  heard  was  in  favor  of  the  resolution.  Your  reference 
committee  wishes  the  House  of  Delegates  to  be  aware  of  the 
wording  of  Section  602  of  Act  111,  the  “Health  Care  Services 
Malpractice  Act,"  relative  to  this  issue: 

“Section  602.  Reduction  of  Award  by  Other  Benefits — The  loss 
and  damages  awarded  under  this  Act  shall  be  reduced  by  any 
public  collateral  source  of  compensation  or  benefits.  A right  of 
subrogation  is  not  enforceable  against  any  benefit  or  compensa- 
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tion  awarded  under  this  Act  or  against  any  health  care  provider  or 
its  liability  insurer."  Act  111  does  not  currently  include  private 
collateral  sources  of  compensation  and  the  sense  of  the  tes- 
timony heard  was  that  the  Society  should  press  for  its  inclusion. 
Mr.  Speaker,  your  reference  committee  recommends  approval  of 
Resolution  78-8. 

8.  Resolution  78-9,  Taxing  Unsuccessful  Plaintiffs  ( Official  Re- 
ports Book,  Section  E) — Introduced  by:  Edward  J.  Resnick,  M.D., 
Secretary,  Philadelphia  County  Medical  Society,  Author:  George 
R.  Fisher,  M.D.,  Philadelphia  County  Medical  Society. 

WHEREAS,  Under  British  law,  but  not  under  Pennsylvania  law, 
an  unsuccessful  plaintiff  in  a civil  suit  may  be  directed  to  pay  the 
defense  costs,  a process  known  as  "taxing  the  unsuccessful 
plaintiff";  and 

WHEREAS,  There  is  general  public  agreement  that  some  way 
must  be  found  to  discourage  frivolous  or  ill-prepared  actions  in 
medical  liability,  including  encouragement  of  malpractice  insur- 
ance companies  to  defend  non-meritorious  suits  rather  than  set- 
tle them;  and 

WHEREAS,  The  Philadelphia  Area  Committee  on  Health  Care 
Costs  has  proposed  that  legislation  should  be  introduced  which 
would  permit  plaintiff  taxing;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  endorse 
the  concept  and  will  assist  whenever  possible  the  introduction  of 
legislation  which  would  permit  Pennsylvania  courts  to  assess 
plaintiffs  for  the  cost  of  a successful  defense  of  a medical  liability 
action. 

(Financial  Note:  No  financial  impact.) 

Your  reference  committee  reviewed  correspondence  from 
PMS  legal  counsel  which  provided  that:  "The  following  partici- 
pants shall  be  entitled  to  a reasonable  counsel  fee  as  part  of  the 
taxable  costs  of  the  matter: 

"Any  participant  who  is  awarded  counsel  fees  as  a sanction 
against  another  participant  for  dilatory,  obdurate,  or  vexatious 
conduct  during  the  pendency  of  a matter. 

“Any  participant  who  is  awarded  counsel  fees  because  the  con- 
duct of  another  party  in  commencing  the  matter  or  otherwise  was 
arbitrary,  vexatious,  or  in  bad  faith  (42  Pa.  C.S.  § 2503(7),  (9) ).” 

Additionally,  the  reference  committee  was  advised  that  the 
PMS  Board  of  Trustees,  at  its  August  23,  1978  meeting,  deter- 
minded  to:  "1)  Notify  all  members  of  the  PMS  through  an  article  in 
Pennsylvania  Medicine  or  an  all-member  letter  that,  whenever  a 
PMS  member  is  sued  for  medical  malpractice  and  honestly  be- 
lieves that  that  suit  is  brought  in  bad  faith,  the  member’s  counsel 
should  be  instructed  to  move  in  the  case  for  the  payment  of 
counsel  fees;  2)  request  PMSLIC  to  prepare  a model  brief  for 
distribution  to  counsel  for  each  PMS  member  who  is  sued  for 
medical  malpractice  and  whose  case  is  being  litigated;  3)  obtain 
sufficient  copies  of  the  brief  so  that  one  copy  can  be  distributed  to 
each  insurance  company  representing  PMS  members  in  medical 
malpractice  defense  cases  in  Pennsylvania;  and  4)  request 
PMSLIC  not  to  surcharge  PMS  members  for  cases  in  which  they 
successfully  obtain  counsel  fees  because  the  plaintiffs  brought 
the  case  in  bad  faith.” 

Your  reference  committee  is  satisfied  that  this  action  of  the 
Board  of  Trustees  is  entirely  consistent  with  the  intent  of  Resolu- 
tion 78-9.  Mr.  Speaker,  your  reference  committee  recommends 
approval  of  Resolution  78-9. 

9.  Resolution  78-14,  Government  Discrimination  in  Health  Care 
Delivery  ( Official  Reports  Book,  Section  E) — Introduced  by:  Rob- 
ert Poole,  M.D.,  Chester  County  Medical  Society,  Author:  Robert 
Poole,  M.D. 

WHEREAS,  Government,  during  the  past  year,  has  required  two 
signature  spaces  on  physicians’  prescription  blanks  to  facilitate 
generic  substitution;  and 

WHEREAS,  During  the  past  few  months  government  has  re- 
quired the  physician  to  write  additionally  "brand  medically  nec- 
essary” on  Medical  Assistance  prescriptions;  and 

WHEREAS,  Medical  Assistance  patients  have  been  notified  that 
after  October  1,  1978,  Medical  Assistance  prescriptions  for  Val- 
ium, Tranxene,  and  Serax  will  no  longer  be  honored;  and 

WHEREAS,  Government  continues  to  pay  only  six  dollars  for 
the  care  of  Medical  Assistance  patients;  and 

WHEREAS,  Medical  Assistance  patients  are  in  general  the  indi- 
gent and  often  minority  groups  in  our  population;  therefore  be  it 


RESOLVED,  That  the  Board  of  Trustees  of  the  PMS  be  in- 
structed to  correspond  with  the  governor,  state  legislature,  and 
secretary  of  the  Department  of  Public  Welfare  by  way  of  a letter 
open  to  the  public  to  the  effect  that  Pennsylvania  state  govern- 
ment is  creating  a discriminatory  double  standard  of  health  care 
delivery,  making  it  increasingly  difficult  for  physicians  to  accept 
all  patients  and  render  equal,  high-quality  care. 

(Financial  Note:  No  financial  impact). 

This  resolution  describes  a variety  of  issues  currently  impact- 
ing on  the  Medical  Assistance  Program  and  your  reference  com- 
mittee believes  that  the  Society  has,  to  a great  extent,  already 
fulfilled  the  intent  of  this  resolution.  PMS  has:  corresponded  with 
all  appropriate  state  and  federal  officials  strenuously  objecting  to 
the  duplication  and  harassment  required  by  the  federally- 
mandated  MAC  regulations;  sued  the  Department  of  Public  Wel- 
fare which  resulted  in  the  issuing  of  a temporary  restraining  order 
with  a hearing  on  a permanent  injunction  scheduled  for 
November  16,  1978;  determined  to  work  toward  the  establish- 
ment of  acceptable  reimbursement  levels  under  the  MA  Program. 
Mr.  Speaker,  your  reference  committee  recommends  approval  of 
Resolution  78-14. 

In  the  course  of  the  discussion,  the  reference  committee 
learned  that  DPW  will  not  reimburse  laboratories  for  certain 
blood  level  tests  critical  to  the  management  of  certain  patients 
receiving  Dilantin  and  Phenobarbital. 

Mr.  Speaker,  your  reference  committee  recommends  that  the 
Board  of  Trustees  consider  referral  of  DPW's  non-payment  of 
blood  level  determinations  of  Dilantin  and  Phenobarbital  to  the 
appropriate  administrative  body  for  necessary  action. 

10.  Resolution  78-20,  Maximum  Allowable  Cost  (MAC)  Program  ; 
(Official  Reports  Book,  Section  E).  Introduced  by:  Harmon  J. 
Machanic,  M.D.,  Lycoming  County  Medical  Society,  Author:  I 
Harmon  J.  Machanic,  M.D.,  Lycoming  County  Medical  Society. 

WHEREAS,  There  already  are  state  and  federal  regulations 
leading  to  the  generic  prescribing  law  and  generic  drug  formu- 
lary which  should  be  useful  to  citizens  of  the  state;  and 

WHEREAS,  Physicians  of  the  Pennsylvania  Medical  Society 
agree  on  the  general  goal  of  reducing  costs  of  health  care;  and 

WHEREAS,  The  state’s  generic  prescribing  law  requires  that 
prescriptions  be  printed  in  such  a way  that  the  physician  can 
check  the  box  "do  not  substitute"  when  he  wishes  a certain  brand 
to  be  given;  and 

WHEREAS,  The  Department  of  Public  Welfare  has  gone  be- 
yond these  regulations  by  imposing  barriers  which  make  it  dif- 
ficult for  Medicaid  patients  to  receive  certain  brand  name  medi- 
cations when  they  are  deemed  necessary  by  the  physician  be- 
cause the  physician,  when  writing  prescriptions  to  the  pharma- 
cist, must  also  send  a letter  in  his  own  handwriting  to  the  pharma- 
cist, indicating  that  the  brand  is  medically  necessary  or  the  phar- 
macist will  not  be  reimbursed  for  the  additional  cost  of  brand 
name  drugs;  and 

WHEREAS,  The  MAC  program  creates  a two  class  citizen 
problem  by  imposing  additional  restrictions  on  patients  receiving 
Medical  Assistance;  and 

WHEREAS,  The  bureaucratic  requirement  that  the  pharmacist 
not  honor  a prescription  labeled  "do  not  substitute"  places  the 
state  in  a position  of  practicing  medicine  and  infringes  on  the 
right  of  a physician  to  practice  without  undue  harassment,  as  well 
as  the  right  of  the  patient  to  receive  medical  care  deemed  neces-  j 
sary  by  his  physician  now;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  condemn 
bureaucratic  regulations  which  make  it  more  difficult  to  take  care 
of  the  less  fortunate  in  our  society,  thus  assuring  that  in  the  long 
run  they  will  receive  less  care. 

(Financial  Note:  No  financial  impact). 

Your  reference  committee  was  apprised  of  the  fact  that  the 
handwritten  notation  on  the  prescription  indicating  "brand 
medically  necessary"  is  a federal  requirement.  This  conclusion 
was  reached  following  a meeting  between  PMS  and  AMA  repre- 
sentatives and  HEW  officials.  Your  reference  committee  consid- 
ers that  the  resolve  of  this  resolution,  i.e.,  . . PMS  condemn 

bureaucratic  regulations  which  make  it  more  difficult  to  take  care 
of  the  less  fortunate  in  our  society,  thus  assuring  that  in  the  long 
run  they  will  receive  less  care,”  has  been  and  continues  to  be  a 
high-priority  issue  with  the  Society.  Mr.  Speaker,  your  reference 
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committee  recommends  that  Resolution  78-20  be  filed. 

11.  Resolution  78-30,  Department  of  Public  Assistance  Re- 
quirement (Delegates'  Packet) — Introduced  by:  Ralph  Gaudio, 
Jr.,  M.D.,  Allegheny  County  Medical  Society,  Author:  Walter  M. 
Greissinger,  M.D.,  Allehgeny  County  Medical  Society. 

WHEREAS,  Approximately  9V2  to  10  percent  of  the  Common- 
wealth of  Pennsylvania's  total  population  is  on  Medical  Assis- 
tance; and 

WHEREAS,  The  care  of  this  population  falls  mainly  on  the 
shoulders  of  a few  private  physicians  and  many  institutions;  and 

WHEREAS,  Recipients  of  Medical  Assistance  should  have  the 
right  to  medical  care  with  the  provider  of  their  choice  and  in 
private  practice;  and 

WHEREAS,  The  Department  of  Public  Welfare  has  instituted 
discriminatory  reimbursement  practices  paying  $6  to  a private 
M.D.  for  any  office  visit,  however,  $12  to  institutions  for  the  same 
service  and  $10  for  the  visit  of  a home  health  aide;  and 

WHEREAS,  The  fee  structure  for  services  provided  to  Medical 
Assistance  recipients  by  physicians  is  fiftieth  among  the  50  states 
of  the  Union,  the  institutional  reimbursement  to  acute  hospitals, 
however,  is  almost  100  percent  compatible  with  Blue  Cross  reim- 
bursement; therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  encourage 
each  member  to  take  his  share  of  Medical  Assistance  recipients 
into  his  practice  to  create  one  class  of  medical  care  in  the  Com- 
monwealth; and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society  take  all 
actions,  legal  if  necessary,  to  stop  the  Department  of  Welfare 
from  its  discriminatory  reimbursement  practices  to  private  physi- 
cians; and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society  create  an 
ongoing  working  committee  to  continuously  work  with  repre- 
sentatives of  the  Department  of  Public  Welfare  and  the  State 
Legislature  until  a new  equitable  fee  structure  for  physicians  is 
achieved  and  give  the  members  of  PMS  compatible  reimburse- 
ment with  hospitals. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

Your  reference  committee  heard  considerable  testimony  rela- 
tive to  the  inequities  and  disincentives  for  physician  participation 
in  the  Medical  Assistance  Program.  The  Society  has  long  sup- 
ported the  contention  that  each  physician  has  the  right  to  deter- 
mine the  patients  for  whom  he  or  she  will  provide  medical  ser- 
vices. Additionally,  the  Society  currently  has  an  ongoing  com- 
mittee (the  Ad  Hoc  Committee  on  Medical  Assistance  Program 
Improvement  Project  (MAPIP)  ) which  has  been  charged  by  the 
Board  to  address  the  issues  identified  in  Resolution  78-30.  The 
reference  committee  felt  that  the  legal  action  indicated  by  the 
second  resolve  would  do  little  to  bring  about  an  increase  in 
reimbursement  for  physician  services  in  view  of  the  fact  that  the 
primary  problem  appears  to  be  a lack  of  appropriations  by  the 
legislature.  Mr.  Speaker,  your  reference  committee  recommends 
rejection  of  Resolution  78-30. 

12.  Resolution  78-24,  Federal  Trade  Commission  Action 
Against  Standards  of  Practice  (Delegates'  Packet) — Introduced 
by:  R.  Barrett  Noone,  M.D.,  on  behalf  of  the  Robert  H.  Ivy  Society 
of  Plastic  and  Reconstructive  Surgeons,  Author:  Peter  Randall, 
M.D.,  on  behalf  of  the  Robert  H.  Ivy  Society  of  Plastic  and  Recon- 
structive Surgeons 

WHEREAS,  The  Federal  Trade  Commission  is  preparing  to  take 
action  against  the  American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons,  Inc.;  and 

WHEREAS,  This  action  is  directed  to  lower  the  standards  of 
medical  care  through  an  untested  and  illogical  method  of  equat- 
ing those  physicians  with  specialty  training  to  those  physicians 
without  specialty  training;  and 

WHEREAS,  This  action  would  also  put  unreasonable  re- 
strictions on  the  editor  of  th e Journal  of  Plastic  and  Reconstruc- 
tive Surgery;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  go  on 
record  as  opposing  the  current  action  of  the  Federal  Trade  Com- 
mission against  the  American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons,  Inc.,  which  the  PMS  considers  to  be  harmful  to 
patient  care,  misleading  to  patients  who  seek  information  con- 
cerning the  competency  of  physicians,  destructive  to  the  proven 
systems  of  training  and  certification  of  primary  care  of  specialty 


physicians,  and  a deprivation  of  the  editor’s  constitutional  right 
to  free  speech;  and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Medical  Society  take  what 
steps  it  deems  advisable  to  make  this  resolution  known  to  Penn- 
sylvania’s legislative  representatives;  and  be  it  further 
RESOLVED,  That  a copy  of  this  resolution  be  forwarded  to  the 
House  of  Delegates  of  the  American  Medical  Association  for  its 
deliberation. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

All  testimony  concerning  this  resolution  favored  its  adoption. 
Mr.  Speaker,  your  reference  committee  recommends  approval  of 
Resolution  78-24. 

13.  Resolution  78-35,  Section  227,  Public  Law  92-603,  Draft 
Regulations  on  Teaching  Hospitals  (Distributed) — Introduced  by: 
R.  Robert  Tyson,  M.D.,  on  behalf  of  the  Medical  School  Section, 
Author:  R.  Robert  Tyson,  M.D. 

WHEREAS,  Recognizing  and  appreciating  the  efforts  of  the 
Pennsylvania  Medical  Society  already  in  opposing  the  draft  reg- 
ulations of  Section  227  and  recognizing  that  all  efforts  resulted  in 
Secretary  of  HEW  announcing  that  the  regulations  would  be 
reworked;  and 

WHEREAS,  Recognizing  that  the  problem  still  exists  and  fur- 
ther work  is  needed  for  appropriate  resolution  of  the  problem; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  oppose  the 
draft  regulations  of  Section  227  as  circulated;  and  be  it  further 
RESOLVED,  That  the  PMS  fully  support  the  effort  to  prevent 
double  billing  for  physicians'  services;  and  be  it  further 
RESOLVED,  That  the  PMS  vigorously  oppose  the  regulation  of 
the  fees  of  any  specific  group  of  physicians  as  a mechanism  to 
avoid  double  billing;  and  be  it  further 
RESOLVED,  That  the  PMS  submit  this  resolution  to  the  AMA. 
(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

The  reference  committee  is  aware  that  both  the  AMA  and  PMS 
have  been  actively  involved  in  addressing  this  issue  at  the  federal 
level.  All  testimony  presented  favored  continued  opposition  to 
these  regulations.  Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Resolution  78-35. 

14.  Resolution  78-31,  Reinstatement  of  Members  Terminated 
for  Non-Payment  of  the  Mandatory  Assessment  (Delegates' 
Packet) — Introduced  by:  Ralph  Gaudio,  Jr.  M.D.,  Allegheny 
County  Medical  Society,  Author:  Hirsh  Wachs,  M.D.,  Allegheny 
County  Medical  Society. 

WHEREAS,  The  Pennsylvania  Medical  Society  Liability  Insur- 
ance Company  is  now  operational  and  fully  funded;  and 
WHEREAS,  The  Pennsylvania  Medical  Society  mandatory  as- 
sessment in  1977  resulted  in  a loss  of  membership  of  a number  of 
practicing  physicians  due  to  financial  hardship;  therefore  be  it 
RESOLVED,  That  full  consideration  be  given  to  devising  a 
method  of  review  and  reinstatement  of  members  terminated  for 
non-payment  of  the  assessment  for  reasons  of  financial  hardship; 
and  be  it  further 

RESOLVED,  That  forgiveness  of  this  debt  be  considered  for 
those  members. 

(Financial  Note:  Financial  impact  undetermined)  (Requires 
two-thirds  vote). 

The  majority  of  testimony  heard  was  strongly  opposed  to  the 
intent  of  this  resolution.  Furthermore,  the  reference  committee 
was  advised  that  the  Board  currently  has  a mechanism  to  con- 
sider genuine  hardship  cases.  Mr.  Speaker,  your  reference  com- 
mittee recommends  rejection  of  Resolution  78-31. 

15.  Resolution  78-23,  Improving  Physician/Patient  Relationship 
(Delegates'  Packet) — Introduced  by:  William  A.  Shaver,  M.D. 
Secretary,  Lebanon  County  Medical  Society,  Author:  William  A. 
Shaver,  M.D. 

WHEREAS,  The  physician/patient  relationship  is  absolutely  es- 
sential to  insure  the  proper  treatment  of  our  patients;  and 
WHEREAS,  Such  a relationship  must  include  an  open  dialogue 
between  the  physician  and  the  patient  as  to  the  type  of  care  to  be 
provided  as  well  as  the  cost  of  that  care;  and 
WHEREAS,  Anything  which  interferes  with  the  physician/ 
patient  relationship  is  detrimental  to  the  patient;  and 
WHEREAS,  Third-party  payors,  through  reimbursement 
methods,  have  been  manipulating  with  increasing  frequency  the 
types  of  services  to  be  rendered  patients;  and 
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WHEREAS,  Physicians  have  been  forced  to  spend  more  and 
more  time  coping  with  third-party  payors  and  the  problems  they 
directly  or  indirectly  create  when  this  time  could  better  be  spent 
providing  quality  care  to  patients;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  reaffirm  its 
commitment  to  the  importance  of  the  physician/patient  relation- 
ship; and  be  it  further 

RESOLVED,  That  the  members  of  the  Pennsylvania  Medical 
Society  resist  any  and  all  attempts  by  third-party  payors  to  dictate 
the  type  and  quality  of  care  provided  their  patients;  and  be  it 
further 

RESOLVED,  That  the  members  of  the  Pennsylvania  Medical 
Society  give  careful  consideration  to  withdrawing  from  third- 
party  contractual  relationships  in  order  to  devote  essentially  all  of 
their  professional  time  to  the  treatment  and  care  of  their  patients. 
(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

Testimony  given  was  generally  in  support  of  this  resolution. 
However,  the  reference  committee  considered  that  the  final  re- 
solve is  not  in  the  best  interests  of  organized  medicine.  Mr. 
Speaker,  your  reference  committee  recommends  approval  of 
Resolution  78-23  with  deletion  of  the  final  Resolve. 

(Secretary's  Note:  The  recommendation  of  the  reference  com- 
mittee was  rejected.  A vote  was  taken  and  Resolution  78-23  was 
adopted  as  originally  written,  including  the  final  resolve.) 

16.  Resolution  78-32,  Blue  Cross  of  Northeastern  Pennsylvania 
Contracts  Prohibiting  Fee-For-Service  Practice  of  Medicine  (Del- 
egates' Packet) — Introduced  by:  Edward  J.  Notari,  M.D.,  on  behalf 
of  the  Lackawanna  County  Medical  Society,  Author:  Lackawanna 
County  Medical  Society. 

WHEREAS,  The  Lackawanna  County  Medical  Society,  the 
Pennsylvania  Medical  Society,  and  the  American  Medical  Associ- 
ation have  historically  supported  fee-for-service  practice  of 
medicine  which  promotes  a direct  physician/patient  relationship; 
and 

WHEREAS,  Contract  agreement  between  Blue  Cross  of  North- 
eastern Pennsylvania  and  its  member  hospitals  preclude  this 
possibility  for  certain  physicians  whose  practice  is  hospital 
based,  such  as  anesthesiologists,  radiologists,  pathologists,  etc.; 
and 

WHEREAS,  This  contract  further  impedes  the  attraction  of 
physicians  qualified  in  those  specialties  by  eliminating  a large 
percentage  of  those  available  who  prefer  to  practice  under  a 
fee-for-service  arrangement;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society,  through 
its  legal  and  ethical  expertise,  present  to  the  Insurance  Commis- 
sioner of  the  State  of  Pennsylvania,  and/or  other  appropriate 
agencies,  data  to  nullify  the  terms  of  that  contract  which  prohibits 
fee-for-service  practice  of  medicine  in  those  areas  of  hospital 
care  in  Northeastern  Pennsylvania  regulated  by  Blue  Cross  con- 
tractual agreements. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

The  reference  committee  heard  no  testimony  in  opposition  to 
this  resolution. 

Mr.  Speaker,  your  reference  committee  recommends  approval 
of  Resolution  78-32. 

17.  Resolution  78-41,  Blue  Cross-Blue  Shield  Insurance  of 
Professional  Fees  (Distributed) — Introduced  by:  William  C.  Long, 
M.D.,  on  behalf  of  Clinton,  Elk,  Lycoming,  Potter,  Tioga,  and 
Union  County  Medical  Societies,  Author:  Robert  F.  Beckley,  M.D. 

WHEREAS,  The  Insurance  of  Professional  Fees  is  fragmented 
between  Blue  Cross  and  Blue  Shield;  and 

WHEREAS,  The  philosophy,  standards,  and  mechanisms  for 
payment  of  professional  fees  is  significantly  different  for  the 
associated  organizations,  and 

WHEREAS,  This  results  in  inequitable  differences  and  in- 
creasing unilateral  controls  of  those  professional  fees  insured  by 
Blue  Cross;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  proceed 
with  actions  necessary  to  establish  the  policy,  “That  professional 
fees  be  insured  equitably  and  by  Blue  Shield”  and  that  the  princi- 
ple of  this  policy  be  sought  in  all  other  forms  of  insurance  within 
this  state. 

(Financial  Note:  No  financial  impact)  (Requires  two-thirds  vote). 

The  reference  committee  heard  considerable  testimony  which 
supported  the  general  intent  of  this  resolution.  However,  your 


reference  committee  feels  that  the  wording  of  this  resolution 
could  be  improved  and  offers  the  following  substitute  Resolve: 

"RESOLVED,  That  the  Pennsylvania  Medical  Society  support 
the  principle  that  professional  fees  be  reimbursable  by  Pennsyl- 
vania Blue  Shield  and  hospital  costs  be  reimbursed  by  Blue 
Cross." 

A motion  was  made  from  the  floor  to  amend  this  substitute 
resolution  as  follows:  to  change  the  words  . . that  professional 
fees  be  reimbursable  by  Pennsylvania  Blue  Shield”  to  “. . . that 
professional  fees  be  equitably  reimbursed  by  Pennsylvania  Blue 
Shield";  and  to  insert  the  following  phrase  at  the  end  of  the 
Resolved  portion,  ".  . . and  that  the  Board  of  Trustees  be  in- 
structed to  pursue  its  implementation  and  to  report  back  to  the 
next  session  of  this  House  the  actions  and  results  accom- 
plished." This  motion  passed  and  Substitute  Resolution  78-41 
was  approved  as  amended. 

(Secretary's  Note:  The  Resolved  portion  of  this  substitute  resolu- 
tion now  reads  as  follows:  “RESOLVED,  That  the  Pennsylvania 
Medical  Society  support  the  principle  that  professional  fees  be 
equitably  reimbursed  by  Pennsylvania  Blue  Shield  and  hospital 
costs  be  reimbursed  by  Blue  Cross  and  that  the  Board  of  Trustees 
be  instructed  to  pursue  its  implementation  and  report  back  to 
the  next  session  of  this  House  the  actions  and  results  ac- 
complished.") 

Special  Report-Reference  Committee  A 

A special  report  of  Reference  Committee  A was  presented  by 
Betty  L.  Cottle,  M.D.  (Blair)  chairman,  as  follows: 

"Mr.  Speaker,  and  members  of  the  House  of  Delegates,  Refer- 
ence Committee  A has  considered  the  material  listed  in  the  Index 
and  presents  the  following  report: 

1.  Terms  of  Members  of  Standing  Committee  on  Constitution 
and  Bylaws  (Bylaws,  Chapter  XIV,  Section  2) — The  terms  of  the 
Bylaws  which  limited  members  of  the  Standing  Committee  on 
Constitution  and  Bylaws  to  two  years'  service  were  eliminated  by 
action  of  the  House  yesterday.  When  the  reference  committee 
heard  testimony  on  this  subject,  sentiment  was  expressed  that 
incorporation  of  a reasonable  term  limitation  should  be  intro- 
duced into  the  Bylaws.  The  reference  committee  also  heard  tes- 
timony favoring  the  institution  of  a mechanism  which  would  allow 
for  staggered  terms  of  the  members  of  the  Standing  Committee 
on  Constitution  and  Bylaws.  Language  was  presented  in  the 
Report  of  Reference  Committee  A yesterday.  These  proposed 
changes  make  the  terms  for  members  off  the  Standing  Commit- 
tee on  Constitution  and  Bylaws  two-year  terms,  with  reappoint- 
ment possible  once  for  a total  of  four  years.  The  Committee 
member  appointed  would  begin  service  with  the  convening  of  the 
annual  House  of  Delegates  opening  session  and  conclude,  not 
the  next  year  as  currently  provided  for  in  the  Bylaws,  but  the 
following  year,  thereby  enabling  the  two-year  term.  The  House 
heard  yesterday  the  suggestion  that  the  term  of  such  a Committee 
member  begin  following  the  adjournment  of  the  House  of  Dele- 
gates. However,  the  purpose  of  this  Committee  s beginning  ser- 
vice upon  the  opening  session  of  the  House  of  Delegates  is  to 
allow  the  Committee  first  to  serve  as  the  Reference  Committee  on 
Constitution  and  Bylaws,  and  then  to  become  the  Standing 
Committee  on  Constitution  and  Bylaws,  maximizing  continuity  of 
experience.  The  proposed  language  change  is  presented  with 
clarification  for  consideration: 

Chapter  XIV — Committees,  Administrative  Councils  and  Com- 
missions 

Section  2 — Standing  Committees,  (b)  Committee  on  Constitution 
and  Bylaws  shall  consist  of  (a)  five  voting  members  of  the  House 
of  Delegates  to  be  appointed  [annually]  by  the  Speaker  of  the 
House  of  Delegates  prior  to  August  1 from  the  members  already 
reported  as  members  of  the  House  of  Delegates  for  the  coming 
Annual  Session  of  this  Society,  and  (b)  the  Speaker  and  Vice 
Speaker  of  the  House  of  Delegates,  the  Secretary,  Legal  Counsel, 
and  the  Executive  Vice  President  as  ex-officio  members  without 
vote.  [The  Speaker  may  reappoint  a delegate  to  the  chairmanship 
of  his  Committee  for  a maximum  of  six  consecutive  years.  No 
member  other  than  the  chairman  may  be  appointed  more  than 
two  consecutive  years  ] Three  members  of  this  Committee  shall 
be  appointed  on  odd-numbered  years  for  two-year  terms,  and  two 
members  of  this  Committee  shall  be  appointed  on  even- 
numbered  years  for  two-year  terms.  No  member  shall  serve  more 
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than  two  consecutive  two-year  terms.  The  term  of  a member  of 
this  Committee  shall  begin  with  the  opening  session  of  the  annual 
House  of  Delegates  meeting  following  his  appointment  and  shall 
conclude  immediately  prior  to  the  [next]  third  Annual  Meeting 
thereafter. 

Mr.  Speaker,  we  recommend  approval  of  the  Bylaws  change 
making  the  terms  of  members  of  the  Standing  Committee  on 
Constitution  and  Bylaws  two  years  in  length,  with  one  possible 
reappointment,  for  a total  of  four  years.  ( Secretary's  Note: 
Three-fourths  vote  required.  This  special  report  was  considered 
during  the  second  session  of  the  House  in  order  to  provide  suffi- 
cient “layover"  time  for  any  additional  Bylaws  changes  mandated 
by  the  House  of  Delegates.  Chapter  XVII  of  the  Bylaws  requires 
that  all  amendments  voted  on  must  lay  over  one  day  after  being 
received  a business  of  the  House). 

Special  Report-Reference  Committee  G 

A special  report  of  Reference  Committee  G was  presented  by 
Robert  Poole,  III,  M.D.  (Chester),  Chairman,  as  follows:  Mr. 

Speaker,  Reference  Committee  G has  reviewed  Resolution  78-43, 
introduced  and  written  by  Dr.  Gregory,  exposed  to  appropriate 
reference  committee  testimony,  and  acted  upon  by  our  commit- 
tee on  October  30,  1978.  The  rsolution  is  a simple  statement  that 
Chiropractic  is  unscientific,  and  our  ethical  posture  must  remain 
undiluted  as  such.  Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  78-43,  Chiropractic  Suit 
Against  the  AMA,  American  College  of  Surgeons,  et  al.,  with  the 
editorial  changes  as  noted  in  your  committee's  original  report.’’ 

A motion  was  made  from  the  Floor  to  amend  the  Resolved 
portion  of  Resolution  78-43  as  follows:  “RESOLVED,  That  the 
Pennsylvania  Medical  Society  support  this  stance  that  the 
Chiropractic  is  not  a scientifically  based  medical  modality  and 
acceptance  of  referral  for  radiologic  or  laboratory  interpretation 
of  any  work  requested  by  Chiropractic  is  an  individual  ethical 
decision.”  This  motion  failed.  A vote  was  taken  and  Resolution 
78-43  was  adopted  with  the  editorial  changes  as  noted  in  Refer- 
ence Committee  G’s  original  report.  Dr.  Harrop  noted  that  the 
chair  had  been  in  error  in  accepting  the  document  also  entitled 
Resolution  78-43,  written  by  Dr.  Robert  Beckley,  as  a substitute 
resolution.  A vote  was  then  taken  on  having  Substitute  Resolu- 
tion 78-43  considered  as  business  of  the  house.  This  motion 
failed. 

Annual  Assessment 

Leroy  A.  Gehris,  M.D.,  chairman  of  the  Finance  Committee  of 
the  Board  of  Trustees  and  Councilors,  presented  the  following 
report  containing  the  recommendation  of  the  Finance  Committee 
that  the  annual  assessment  for  full  dues-paying  members  remain 
at  $225  for  1979. 

“Mr.  Speaker,  members  of  the  House  of  Delegates,  I need  not 


go  into  detail  at  this  time  regarding  all  of  the  various  projects  and 
activities  of  the  Society  which  have  and  will  continue  to  entail 
heavy  expenditures.  They  have,  I believe,  been  thoroughly  dis- 
cussed during  the  past  three  days. 

“Earlier  in  this  House,  I told  you  that  the  budget  as  tentatively 
approved  by  the  Board  of  Trustees  anticipated  a surplus  of 
$52,917,  but  that  it  did  not  include  funding  for  the  Foundation. 
Since  the  House  of  Delegates  has  mandated  that  the  Pennsylva- 
nia Medical  Care  Foundation  should  continue,  it  is  necessary  to 
allocate  the  appropriate  funds  to  carry  out  the  programs.  In  con- 
ference with  the  officers  of  the  Foundation,  it  was  agreed  that 
$102,200  would  be  required  to  finance  the  Foundation  for  1979. 
This  addition  results  in  a deficit  budget  for  1979  amounting  to 
$42,283.  However,  in  spite  of  the  projected  deficit,  the  Board  of 
Trustees  recommends  that  the  1979  annual  assessment  for  active 
members  of  the  Pennsylvania  Medical  Society  remain  at  $225. 
Contingent  upon  the  approval  by  the  House  of  the  1979  assess- 
ment, the  Finance  Committee  plans  to  introduce  a resolution 
before  the  Board  of  Trustees  which  will  recommend  that  3.55 
percent  of  the  annual  assessment  be  allocated  to  the  Educational 
Fund  of  the  Educational  and  Scientific  Trust  of  the  Pennsylvania 
Medical  Society,  which  in  the  case  of  full  dues-paying  members 
will  amount  to  $8.00.  The  Finance  Committee  also  plans  to  rec- 
ommend to  the  Board  of  Trustees  that  of  the  annual  assessment 
paid  by  each  active  dues-paying  member,  .44  percent  or  $1 .00  in 
the  case  of  full  dues-paying  members,  be  allocated  to  the  Medical 
Benevolence  Fund.  This  means  that  $216  of  the  annual  assess- 
ment of  each  full  dues-paying  member  will  be  available  to  the 
General  Fund  for  operating  expenses  of  the  Society.” 

A motion  was  then  made  from  the  Floor  that  future  annual 
meetings  of  the  House  of  Delegates  be  held  over  weekends, 
beginning  with  the  next  meeting,  if  possible.  This  motion  passed. 

Announcement 

The  Speaker  announced  that  the  Board  of  Trustees  would 
reconvene  for  its  reorganization  meeting  in  the  Monterey  Room 
immediately  following  the  adjournment  of  the  House  of  Dele- 
gates. 

Adjournment 

It  was  moved  and  seconded  that  the  House  of  Delegates  be 
adjourned.  The  House  adjourned  at  11:07  a.m. 


Respectfully  submitted, 

D.  Ernest  Witt,  M.D. 
Speaker 

Donald  E.  Harrop,  M.D. 
Vice  Speaker 


G.  Winfield  Yarnall,  M.D. 
Secretary 

Barbara  M.  Starr 
Assistant  Secretary 
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78-39  Method  of  Payment  of  Licensing  Fees 
78-40  Delegates  and  Alternate  Delegates  to  the  American 
Medical  Association 

61  78-41  Blue  Cross-Blue  Shield  Insurance  of  Professional 

Fees 

78-42  Payment  of  License  Fees  to  State 
78-43  Chiropractic  Suit  Against  the  American  Medical  I 
Association,  et  al. 

78-44  Attendance  at  Meetings  of  the  AMA  House  of 

Delegates  by  Chairman  of  Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 
John  Kotik  Memorial  Resolution 
Rules  Committee 
Secretary's  Report 


48 

53 

60 


48 

53 

48 

49 


48 

50 

50 


41 
41 
49 

Standing  Committee  Reports 

52  Advisory  to  the  Auxiliary 
46  Aid  to  Education 
44  Constitution  and  Bylaws 
56  Medical  Benevolence 

52  Nominate  Delegates  and  Alternates  to  the  AMA 
55  State  Dinner 
49  Treasurer’s  Report 


Write  for: 


Limited  quantities  of  the  following  publications  are  available 

upon  request  from  the  State  Society’s  Council  on  Education  and 

Science: 

□ Group  Practice:  Guidelines  to  Joining  or  Forming  a Medical 
Group,  prepared  by  the  American  Group  Practice  Association, 
American  Medical  Association  and  Medical  Group  Manage- 
ment Association,  1978 

□ How  to  Start  a CME  Program  in  Your  Hospital  or  Medical  Soci- 
ety, published  by  the  Illinois  Council  on  Continuing  Medical 
Education,  1976 

□ Physician's  Assistant  Packet,  prepared  by  Pennsylvania  Medi- 
cal Society  (revised  1978) 

□ Preschool  Screening  for  Hearing  and  Visual  Acuity,  sponsored 
by  Pennsylvania  Medical  Society  with  special  assistance  of 
Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology 
and  cooperation  of  Pennsylvania  Association  for  the  Blind, 
Pennsylvania  Chapter,  American  Academy  of  Pediatrics, 
Pennsylvania  Departments  of  Health  and  Education,  Easter 
Seal  Society  for  Crippled  Children  and  Adults  of  Pa.,  60  county 
medical  societies  in  Pa.,  and  the  Pennsylvania  Academy  of 
Family  Physicians,  1969 

□ Principles  of  Medical  Practice  Management,  a collection  of 
management  articles  appearing  in  Pennsylvania  Medicine  by 
Leif  C.  Beck  and  Vasilios  J.  Kalogredis,  1976 

□ Audiotape  on  What  to  Say  and  How  to  Say  it  in  Making  Scien- 
tific Presentations,  guidelines  on  one  side  of  tape;  other  side 
blank  for  practice  speaking 


For  Loan  or  Purchase 

□ Cassette  binder  of  management  tapes  on  Billing  and  Handling 

Third  Party  Insurance  Claims,  Compensation  and  Fringe  Ben- 
efits for  Aids,  Personnel  Administration,  Point  of  Service  Col- 
lections, Small  Two  to  Five  Person  Group  Practice,  and  Per- 
sonal Finances,  Insurance,  Investments  $15 

□ Slide/Tape  Shows  on  Bioethics  in  Genetic  Counseling: 

Loan  Purchase 


□ 

Tape  A,  Down’s  Syndrome  and 
Amniocentesis  and  Abortion 

□ 

□ 

□ 

Tape  B,  Tay  Sachs  Disease  and 
Genetic  Screening 

□ 

□ 

□ 

Tape  C,  PKU  and  Cystic  Fibrosis: 
Sterilization  and  Artificial 
Insemination 

□ 

□ 

$5  each  for  loan  for  30  days;  $50  each  for  purchase 


□ Three-Part  videotape  on  Entering  An  Established  Practice.  No 
charge  for  loan  for  30  days;  $100  for  sale  to  Pennsylvania  in- 
stitutions for  set  of  three;  $250  for  sale  to  out-of-state  institu- 
tions for  set  of  three. 

I wish  to  borrow  □ purchase  □ the  videotapes  on  Entering  an 
Established  Practice. 


Name 

Organization 

Address 


Telephone  ( ) 

Return  form  to:  Council  on  Education  and  Science,  Penn- 
sylvania Medical  Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 


70 


Pennsylvania  Medicine,  January  1979 


Pennsylvania 


Medical  Society  Officials  for  the  Year  1978-79 

Officers 

President  Elect  Immediate  Past  President  Vice  President 


President 

John  B.  Lovette,  MO 

353  Market  St. 
Johnstown  15901 


Secretary 

G.  Winfield  Yarnall,  MD 

1192  Lowther  Rd. 

Camp  Hill  17011 


Matthew  Marshall,  Jr.,  MD 

570  Med.  Ctr.  E 
211  N.  Whitfield  St. 
Pittsburgh  15206 

Speaker 

House  of  Delegates 
D.  Ernest  Witt,  MD 

Fifth  & Park  Sts. 
Bloomsburg  17815 


John  V.  Blady,  MD 

2009  Stone  Ridge  Ln. 
Villanova  19085 


Vice  Speaker 
House  of  Delegates 
Donald  E.  Harrop,  MD 

750  S.  Main  St. 
Phoenixville  19460 


Leroy  A.  Gehris,  MD 

808  N.  Third  St. 
Reading  19601 


Treasurer  and 
Executive  Vice  President 
John  F.  Rineman 

20  Erford  Rd. 

Lemoyne  17043 


William  A.  Limberger,  MD 

301  S.  Church  St. 

West  Chester  19380 
Term  expires  1979 

Cyrus  B.  Slease,  MD 

183  S.  Jefferson  St. 
Kittanning  16201 
Term  expires  1981 


Judicial  Council 

Samuel  F.  Cohen,  MD 

1639  Pine  St. 
Norristown  19401 
Term  expires  1980 


Address  inquiries  to  office  of  Council  Secretary, 

G.  Winfield  Yarnall,  MD,  20  Erford  Rd.,  Lemoyne  17043 


George  E.  Farrar,  Jr.,  MD 

Village  2,  Tahoe  18 
New  Hope  18938 
Term  expires  1981 

Orlo  G.  McCoy,  MD 

Box  195 
Canton  17724 
Term  expires  1981 


Board  of  Trustees  and  Councilors 


David  J.  Keck,  MD,  Chairman 

First  District- Donald  R.  Cooper,  MD,  Med.  College  of  Pa.,  3300 
Henry  Ave.,  Philadelphia  19129.  Term  expires  1979.  Philadelphia 
County. 

Second  District- Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allen- 
town 181 04.  Term  expires  1 981  Berks,  Bucks,  Chester,  Delaware, 
Lehigh,  and  Montgomery  Counties. 

Third  District- Richard  L.  Huber,  MD,  1736  Sanderson  Ave., 
Scranton  18509.  Term  expires  1980.  Carbon,  Lackawanna,  Mon- 
roe, Northampton,  Pike,  and  Wayne  Counties. 

Fourth  District -J.  Mostyn  Davis,  MD,  301  E.  Sunbury  St.,  Shamo- 
kin  17872.  Term  expires  1981.  Columbia,  Montour,  Northumber- 
land, Schuylkill,  and  Snyder  Counties. 

Fifth  D/sfr/cf-Raymond  C.  Grandon,  MD,  Grand  Acres,  91  Poplar 
Ave.,  New  Cumberland  17070.  Term  expires  1981.  Adams,  Cum- 
berland, Dauphin,  Franklin,  Fulton,  Lancaster,  Lebanon,  Perry, 
and  York  Counties. 

Sixth  District-  Joseph  M.  Stowell,  MD,  Blair  Med.  Ctr.,  501  Howard 
Ave.,  Altoona  16601.  Term  expires  1979.  Blair,  Centre,  Clearfield, 
Huntingdon,  Juniata,  and  Mifflin  Counties. 


Raymond  C.  Grandon,  MD,  Vice  Chairman 

Seventh  District-Kenneth  L.  Cooper,  MD,  230  Dunbar  Rd., 
Williamsport  17701.  Term  expires  1982.  Cameron,  Clinton,  Elk, 
Lycoming,  Potter,  Tioga,  and  Union  Counties. 

Eighth  District- David  J.  Keck,  MD,  210  E.  Main  St. , Fairview 
16415.  Term  expires  1981.  Crawford,  Erie,  Forest,  McKean, 
Mercer,  and  Warren  Counties. 

Ninth  District-Caro\  N.  Maurer,  MD,  15  Stewart  Rd.,  Oil  City  16301 . 
Term  expires  1980.  Armstrong,  Butler,  Clarion,  Indiana,  Jeffer- 
son, and  Venango  Counties. 

Tenth  District- David  W.  Clare,  MD,  532  S.  Aiken  Ave.,  Pittsburgh 
15232.  Term  expires  1982.  Allegheny,  Beaver,  Lawrence,  and 
Westmoreland  Counties. 

Eleventh  District- Ralph  S.  Blasiole,  MD,  881  E.  Beau  St., 
Washington  15301.  Term  expires  1981.  Bedford,  Cambria, 
Fayette,  Greene,  Somerset,  and  Washington  Counties. 

Twelfth  D/sfr/cf-Gerald  L.  Andriole,  MD,  10  W.  Broad  St.,  Hazleton 
18201.  Term  expires  1982.  Bradford,  Luzerne,  Sullivan,  Sus- 
quehanna, and  Wyoming  Counties. 


District  Censors  (All  Are  Medical  Doctors) 


Adams-W.  North  Sterrett 
Allegheny- William  D.  Stewart 
Armstrong-Dona\d  W.  Minteer 
Seaver-John  G.  Hallisey 
Bedford- 

Serks-Brian  A.  Wummer 
S/a/r-John  W.  Stoker 
Bradford- Arthur  B.  King 
Bucks- Stanley  F.  Peters 
Butler-  Robert  C.  McCorry 
Cambria- Warren  F.  White 
Carbon- 

Cenfre-H.  Thompson  Dale 
Chesfer-John  B.  Coates,  Jr. 
C/ar/on-Charles  C.  Huston 


Clearfield-  Fred  Pease 
Clinton- George  J.  Treires 
Co/umb/a-Philip  M.  Irey,  Jr. 
Crawford- David  D.  Kirkpatrick,  Jr. 
Cumberland- Hans  S.  Roe 
Dauphin- Robert  P.  Dutlinger 
Delaware- Furman  T.  Kepler 
Elk-Cameron- 
Erie-  Robert  L.  Loeb 
Fayeffe-Veronica  Binns 
Franklin-Mbert  W.  Freeman 
Greene-Arthur  J.  Patterson 
Huntingdon- 
Indiana- 

Jefferson- Nicholas  F.  Lorenzo 


Lackawanna- Tomas  A.  O’Boyle 
Lancaster-William  G.  Ridgway 
Lawrence-John  M.  Corbett 

Lebanon- 

Leh/g/i-William  F.  Boucher 

Luzerne-  Robert  Kerr 

Lycom/ng-Franklin  G.  Wade 

/WcKean-Bruno  P.  Sicher 

Mercer- 

Mifflin-Juniata- 

Monroe- 

Montgomery- Rudolph  K.  Glocker 
/Wonfour-William  O.  Curry,  Jr. 
Northampton-WaWer  J.  Filipek 
Northumberland-Nicholas  Spock 


Perry-  Frank  A.  Belmont 
Philadelphia- Brooke  Roberts 
Potter- Francisco  B.  Villa 

Schuylkill- 

Somerset- Alexander  Solosko 
Susquehanna-Pau\  B.  Kerr 
T/oga-William  P.  Reich 
Union- Joseph  Weightman 
Venango- Harry  Kanhofer 
Warren- Harold  J.  Reinhard 
Washington-\NiHiam  H.  Kittrell 
Wayne-Pike- 

Westmoreland-Lesiie  S.  Pierce 
Wyoming- John  S.  Rinehimer,  Jr. 
York- Donald  R.  Gross 
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Administrative  Staff 

Headquarters  Office 
20  Erford  Rd.,  Lemoyne  17043 
Telephone  (717)  763-7151 

John  F.  Rineman,  Executive  Vice  President 


General  Administration 

David  H.  Small,  Assistant  Executive  Vice  President 

Donald  N.  McCoy,  Director,  Department  for  Specialty  Societies 

James  E.  Paxton,  Director  of  Administration 

Anna  M.  Roberts,  Staff  Assistant  for  Finance 

Barbara  M.  Starr,  Assistant  Secretary 

Aide  to  Speaker  of  the  House 
Charles  G.  Appleby,  Jr.,  Business  Manager 
M.  Grace  Lovell,  Staff  Assistant 
M.  Robert  Sterner,  Assistant  to  Business  Manager 

Council  on  Education  and  Science 
LeRoy  C.  Erickson,  Director  of  Educational  Activities 
Donna  F.  Wenger,  Assistant  Director  of  Educational  Activities 
Claudia  A.  Henry,  Award  Program  Assistant 

Council  on  Health  Planning  and  Facilities 
Larry  R.  Fosselman,  Director  of  Health  Planning  and  Facilities 
Stephen  R.  Keys,  Assistant  Director  of  Health  Planning  and 
Facilities 

Council  on  Legislation 
Robert  H.  Craig,  Jr.,  Director  of  Legislation 
Jerry  L.  Rothenberger,  Assistant  Director  of  Legislation 
PaMPAC  Executive  Director 

Council  on  Medical  Economics 

Dale  E.  Yates,  Assistant  Director  of  Economic  Affairs 

Council  on  Member  Services 

L.  Riegel  Haas,  Director  of  Professional  Relations 

Educational  and  Scientific  Trust 

James  Z.  Appel,  MD,  Chairman 

305  N.  Duke  St.,  Lancaster  17602 

Gerald  L.  Andriole,  MD 

10  W.  Broad  St.,  Hazleton  18201 

George  E.  Farrar,  Jr.,  MD 

Village  2,  Tahoe  18,  New  Hope  18938 

Russell  B.  Roth,  MD,  Treasurer 

225  W.  25th  St.,  Erie  16502 

G.  Winfield  Yarnall,  MD 

1192  Lowther  Rd.,  Camp  Hill  17011 

Executive  Director- Alex  H.  Stewart 


Communications  Division 

Robert  L.  Lamb,  Director  of  Communications 

John  B.  Langdon,  Staff  Assistant 

Denise  E.  Zimmerman,  Staff  Assistant 

Educational  and  Scientific  Trust 
Alex  H.  Stewart,  Executive  Director 

Pennsylvania  Medical  Care  Foundation 
Larry  R.  Fosselman,  Executive  Director 

PMS  Staff  Field  Contact  Representatives 

First  and  Second  Councilor  Districts  and  Pa.  Section, 
American  College  of  OBIGYN- L.  Riegel  Haas 
Third  Councilor  District,  Pa.  Assoc,  of  Clinical  Pathologists 
and  Pa.  Society  of  Colon  and  Rectal  Surgery- 
Fourth  Councilor  District,  Pa.  Acad,  of  Ophthalmology  & 
Otolaryngology  and  Philadelphia  Acad,  of  Surgery- Donna  F. 
Wenger 

Fifth  Councilor  District  and  Pa.  Orthopedic  Society- Charles  G. 
Appleby,  Jr. 

Sixth  and  Eighth  Councilor  Districts  and  Pa.  Chapter  of  the 
American  Acad,  of  Pediatrics- Barbara  M.  Starr 
Seventh  and  Ninth  Councilor  Districts,  Pa.  Society  of  Internal 
Medicine  and  Pa.  Acad,  of  Family  Physicians-  James  E. 
Paxton 

Tenth  Councilor  District  and  Pa.  Assoc,  for  Thoracic 
Surgery- Donald  N.  McCoy 

Eleventh  Councilor  District,  Pa.  Acad,  of  Dermatology  and  Pa. 

Acad,  of  Physical  Medicine  and  Rehabilitation-Date  E.  Yates 
Twelfth  Councilor  District,  Pa.,  Allergy  Assoc,  and  Pa. 
Radiological  Society-  John  B.  Langdon 

Official  Publication 

PENNSYLVANIA  MEDICINE 

Office  of  Publication,  20  Erford  Rd.,  Lemoyne  17043 

David  A.  Smith,  MD,  Medical  Editor 

Mary  L.  Uehlein,  Managing  Editor 

Susan  J.  Schild,  Assistant  Managing  Editor 

Legal  Counsel 

Pepper,  Hamilton  & Scheetz,  P.O.  Box  1181,  Harrisburg  17108, 

Fred  Speaker,  Esq. 


Delegates  and  Alternates  to  American  Medical  Association 


Delegates  Whose  Terms  Expire  1979 

Henry  H.  Fetterman,  MD 

501  N.  17th  St.,  Allentown  18104 

John  B.  Lovette,  MD,  Chairman 
353  Market  St.,  Johnstown  15901 

Matthew  Marshall,  Jr.,  MD 

570  Med.  Ctr.  E„  211  N.  Whitfield  St.,  Pittsburgh  15206 

Robert  N.  Moyers,  MD 

764  Kennedy  St.,  Meadville  16335 

R.  Robert  Tyson,  MD 

3401  N.  Broad  St.,  Philadelphia  19140 


Delegates  Whose  Terms  Expire  1980 

R.  William  Alexander,  MD,  Secretary 

544  Elm  St.,  Reading  19601 

James  B.  Donaldson,  MD 

714  Woodcrest  Rd.,  Radnor  19087 

Raymond  C.  Grandon,  MD,  Vice  Chairman 

Grand  Acres,  91  Poplar  Ave.,  New  Cumberland  17070 

William  J.  Kelly,  MD 

721  Jenkins  Bldg.,  Pittsburgh  15222 

Michael  P.  Levis,  MD 

4725  McKnight  Rd.,  Pittsburgh  15237 

William  Y.  Rial,  MD 

111  Dartmouth  Ave.,  Swarthmore  19081 
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Alternate  Delegates  Whose  Terms  Expire  1979 

Robert  J.  Carroll,  MD 

4725  McKnight  Rd.,  Pittsburgh  15237 

Lawrence  D.  Ellis,  MD 

3600  Forbes  Ave.,  Ste.  305,  Pittsburgh  15213 

George  Ross  Fisher,  MD 

829  Spruce  St.,  Ste.  308,  Philadelphia  19107 

Wayne  W.  Helmick,  MD 

349  New  York  Ave.,  Rochester  15074 

David  J.  Keck,  MD 

210  E.  Main  St.,  Fairview  16415 

Alternate  Delegates  Whose  Terms  Expire  1980 

Donald  C.  Brown,  MD 

Irwin  Prof.  Ctr.,  100  Pa.  Ave.,  Irwin  15642 
Betty  L.  Cottle,  MD 
25  Sylvan  Dr.,  Hollidaysburg  16648 
Joseph  N.  Demko,  MD 

300  Meadow  Ave.,  Scranton  18505 
Charles  A.  Heisterkamp,  III,  MD 
721  N.  Duke  St. , Lancaster  17602 
John  L.  Kelly,  MD 

502  W.  Front  St.,  Media  19063 
Irving  Williams,  MD 
College  Park,  Lewisburg  17837 
Staff  Assignment- David  H.  Small 

Standing  Committees  Board  of  Trustees 

Executive 

David  J.  Keck,  MD,  Chairman 
210  E.  Main  St.,  Fairview  16415 

John  V.  Blady,  MD 

2009  Stone  Ridge  Ln.,  Villanova  19085 

Kenneth  L.  Cooper,  MD 

230  Dunbar  Rd.,  Williamsport  17701 

Leroy  A.  Gehris,  MD 

808  N.  Third  St.,  Reading  19601 

Raymond  C.  Grandon,  MD 

Grand  Acres,  91  Poplar  Ave.,  New  Cumberland  17070 

John  B.  Lovette,  MD 

353  Market  St.,  Johnstown  15901 

Matthew  Marshall,  Jr.,  MD 

570  Med.  Ctr.  E.,  211  N.  Whitfield  St.,  Pittsburgh  15206 
Staff  Assignment-  John  F.  Rineman 

Finance 

Kenneth  L.  Cooper,  MD,  Chairman 
230  Dunbar  Rd.,  Williamsport  17701 
David  W.  Clare,  MD 
532  S.  Aiken  Ave.,  Pittsburgh  15232 

Donald  R.  Cooper,  MD 

Med.  College  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129 

Richard  L.  Huber,  MD 

1736  Sanderson  Ave.,  Scranton  18509 
Carol  N.  Maurer,  MD 
15  Stewart  Rd.,  Oil  City  16301 
Staff  Assignment-Dav\d  H.  Small 

Publication 

Donald  R.  Cooper,  MD,  Chairman 

Med.  College  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129 

Ralph  S.  Blasiole,  MD 

881  E.  Beau  St.,  Washington  15301 
J.  Mostyn  Davis,  MD 

301  E.  Sunbury  St.,  Shamokin  17872 
Carol  N.  Maurer,  MD 

15  Stewart  Rd.,  Oil  City  16301 


Joseph  M.  Stowed,  MD 

Blair  Med.  Ctr.,  501  Howard  Ave.,  Altoona  16601 
Staff  Assignment-Mary  L.  Uehlein 

Special  Committees  Board  of  Trustees 

Benjamin  Rush  Awards 

Joseph  M.  Stowed,  MD,  Chairman 

Blair  Med.  Ctr.,  501  Howard  Ave.,  Altoona  16601 

Gerald  L.  Andriole,  MD 

10  W Broad  St.,  Hazleton  18201 

Ralph  S.  Blasiole,  MD 

881  E.  Beau  St.,  Washington  15301 

J.  Mostyn  Davis,  MD 

301  E Sunbury  St.,  Shamokin  17872 

Staff  Assignment- L.  Riegel  Haas 

Distinguished  Service  Award 

David  S.  Masland,  MD,  Chairman 
313  S.  Hanover  St. , Carlisle  17013 
William  J.  Kelly,  MD 
721  Jenkins  Bldg  , Pittsburgh  15222 

John  V.  Blady,  MD 

2009  Stone  Ridge  Ln.,  Villanova  19085 
Staff  Assignment-L.  Reigel  Haas 

Impaired  Physician 

Abraham  J.  Twerski,  MD,  Chairman 

St.  Francis  Hosp.,  45th  St.  off  Penn  Ave.,  Pittsburgh  15201 

Betty  L.  Cottle,  MD 

25  Sylvan  Dr.,  Hollidaysburg  16648 

Samuel  B.  Hadden,  MD 

946  Remington  Rd.,  Wynnewood  19096 

Allan  J.  Kogan,  MD 

900  South  St.,  Philadelphia  19147 

Edward  J.  Resnick,  MD 

3401  N.  Broad  St.,  Philadelphia  19140 

Alfred  P.  Trescott,  MD 

18  West  Ave.,  Wellsboro  16901 

Staff  Assignment-Donna  F.  Wenger 

Interspecialty 

Rosario  Maniglia,  MD,  Chairman 

Eugene  B.  Rex,  MD,  Vice  Chairman 

(Following  each  specialty  represented,  the  member  is  listed  first, 
the  alternate  second  ) 

Allergy- Martin  A.  Murcek,  MD,  Eastwood  Professional  Ctr., 
Greensburg  15601,  Gilbert  A.  Friday,  MD,  1901  Highgate  Rd., 
Pittsburgh  15241 

Anesthesiology- David  J.  Torpey,  Jr.,  MD,  1591  Williamsburg 
Rd.,  Pittsburgh  15243,  Herbert  C.  Dodge,  MD,  Holy 
Redeemer  Hosp.,  Meadowbrook  19046 
Clinical  Pathology- Rosario  Maniglia,  MD,  Holy  Spirit  Hosp., 
Camp  Hill  17011,  James  M.  Smith,  MD,  Carlisle  Hosp., 
Carlisle  17013 

Colon,  Rectal  Surgery- Howard  D.  Trimpi,  MD,  Liberty  Sq.  Med. 
Ctr.,  17th  & Liberty,  Allentown  18104,  Indru  T. 

Khubchandani,  MD,  Liberty  Sq.  Med.  Ctr.,  17th  & Liberty, 
Allentown  18104 

Dermafo/ogy-Joseph  H.  Gerdes,  Jr.,  MD,  402  N.  Second  St., 
Harrisburg  17101,  Jon  G.  Beidler,  MD,  156  Harvest  Lane, 
Chambersburg  17201 

Family  Physicians- John  J.  Hanlon,  Jr.,  MD,  400  W.  Main  St., 
Mechanicsburg  17055,  Walter  C.  Hill,  MD,  908  S.  George  St., 
York  17403 

Internal  Medicine- George  R.  Fisher,  MD,  829  Spruce  St.,  Ste. 
308,  Philadelphia  19107,  Norman  Makous,  MD,  688  S. 
Highland  Ave.,  Merion  19066 
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Neurosurgery- William  F.  Bouzarth,  MD,  Episcopal  Hosp.,  Ste. 
Ill,  Philadelphia  19125,  James  P.  Argires,  MD,  444  Murray 
Hill  Circle,  Lancaster  17601 

Nuclear  Medicine- David  R.  Brill,  MD,  Geisinger  Med.  Ctr., 
Danville  17821,  Jose  O.  Morales,  MD,  Graduate  Hosp.,  19th 
& Lombard  Sts.,  Philadelphia  19146 
Obstetrics,  Gynecology- Leopold  Loewenberg,  MD,  255  S.  17th 
St.,  2nd  FI.,  Med.  Tower  Bldg.,  Philadelphia  19103,  James  S. 
Bates,  MD,  Geisinger  Med.  Ctr.,  Danville  17821 
Ophthalmology-Paut  A.  Cox,  MD,  313  S.  Hanover  St.,  Carlisle 
17013,  George  J.  Gerneth,  MD,  2400  Ardmore  Blvd.  202, 
Pittsburgh  15221 

O/Thoped/cs-Willard  H.  Love,  Jr.,  MD,  2800  Green  St., 
Harrisburg  17110,  Edward  J.  Resnick,  MD,  3401  N.  Broad 
St.,  Philadelphia  19140 

Otolaryngology- Eugene  B.  Rex,  MD,  36  Lankenau  Med  Bldg., 
Philadelphia  19151,  James  M.  Cole,  MD,  Geisinger  Med.  Ctr., 
Danville  17821 

Pediatrics- James  E.  Jones,  MD,  2645  N.  Third  St.,  Ste.  150, 
Harrisburg  17110,  Thomas  Gessner,  MD,  1100  Ligonier  St., 
Latrobe  15650 

Physical  Medicine,  Rehabilitation-RoberX  C.  Steinman,  MD,  555 
N.  Duke  St.,  Lancaster  17604 
Plastic  Surgery-Thomas  J.  Nauss,  MD,  8 Church  St., 
Wilkes-Barre  18702,  Frank  M.  Tooze,  MD,  104  E.  Second  St., 
Erie  16507 

Psych/afry-Edward  C.  Leonard,  Jr.,  MD,  Friends  Hosp., 

Roosevelt  Blvd.  & Adams  Ave.,  Philadelphia  19124,  Irwin  H. 
Forman,  MD,  351  Delp  Rd.,  Lancaster  17601 
Radiology- Howard  E.  Fink,  Jr.,  MD,  1501  N.  Front  St., 
Harrisburg  17102,  Richard  J.  Pawelski,  MD,  Polyclinic  Med. 
Ctr.,  Harrisburg  17105 

Surgery-Samuel  L.  Cresson,  MD,  901  Waverly  Rd.,  Bryn  Mawr 
19010,  Robert  L.  Kirkpatrick,  MD,  1058  S.  Main  St.,  Meadville 
16335 

Thoracic  Surgery- James  O.  Finnegan,  MD,  1320  Race  St., 
Philadelphia  19107,  Wolf  Sapirstein,  MD,  2247  N.  Front  St., 
Harrisburg  171 10 

Urology- Richard  J.  Currie,  MD,  666  E.  Penn  St.,  Philadelphia 
19144,  Robert  H.  Clymer,  MD,  301  S.  Seventh  Ave.,  W. 
Reading  19602 

Matthew  Marshall,  Jr.,  MD,  Board  Representative,  570  Med. 

Ctr.  E.,  211  N.  Whitfield  St.,  Pittsburgh  15206 
Staff  Assignment- Donald  N.  McCoy 

Officers’  Conference  1979 

J.  Mostyn  Davis,  MD,  Chairman 
301  E.  Sunbury  St.,  Shamokin  17872 

Paul  F.  Kase,  MD 

1009  Rolleston  St.,  Harrisburg  17104 

William  D.  Lamberton,  MD 

213  E.  41st  St.,  Erie  16504 

Wallace  G.  McCune,  MD 

666  E.  Penn  St.,  Philadelphia  19144 

David  L.  Miller,  MD 

239  Broad  St.,  New  Bethlehem  16242 

Joseph  M.  Stowell,  MD,  Board  Representative 

Blair  Med.  Ctr.,  501  Howard  Ave.,  Altoona  16601 

John  B.  Lovette,  MD,  President 

353  Market  St.,  Johnstown  15901 

Staff  Assignment- Robert  L.  Lamb 

Quackery 

Henry  H.  Fetterman,  MD,  Chairman 
501  N.  17th  St.,  Allentown  18104 
Stephen  J.  Barrett,  MD 

842  Hamilton  St.,  Allentown  18101 


Robert  J.  Carroll,  MD 

4725  McKnight  Rd.,  Pittsburgh  15237 

Thomas  J.  Kardish,  MD 

5 Cherry  Blossom  Dr.,  Churchville  18966 

Thaddeus  Lekawa,  MD 

2801  N.  George  St. , York  17402 

Theodore  L.  Yarboro,  MD 

755  Division  St.,  Sharon  16146 

Staff  Assignment-L.  Riegel  Haas 

Ad  Hoc  Committees  Board  of  Trustees 

Building  Committee 

David  J.  Keck,  MD,  Chairman 
210  E.  Main  St.,  Fairview  16415 

Raymond  C.  Grandon,  MD 

Grand  Acres,  91  Poplar  Ave.,  New  Cumberland  17070 

John  B.  Lovette,  MD 

353  Market  St.,  Johnstown  15901 

George  A.  Rowland,  MD 

101  State  St.,  Millville  17846 

Staff  Assignment-Cbartes  G.  Appleby 

Consider  Mandatory  Assessment  Waivers 
Raymond  C.  Grandon,  MD,  Chairman 
Grand  Acres,  91  Poplar  Ave.,  New  Cumberland  17070 
David  S.  Masland,  MD 

313  S.  Hanover  St. , Carlisle  17013 

G.  Winfield  Yarnall,  MD 

1192  Lowther  Rd.,  Camp  Hill  17011 

Medical  Assistance  Program 
Improvement  Project 

John  J.  Danyo,  MD,  Chairman 

908  S.  George  St.,  York  17403 

George  R.  Fisher,  III,  MD 

829  Spruce  St.,  Ste.  308,  Philadelphia  19107 

Webb  S.  Hersperger,  MD 

800  Belvedere  St.,  Carlisle  17013 

Roland  T.  Keddie,  MD 

231  S.  Main  St.,  Greensburg  15601 

James  C.  Miller,  DO 

120  Muench  St.,  Harrisburg  17102 

Claude  E.  Nichols,  MD 

2645  N.  Third  St.,  Ste.  380,  Harrisburg  17110 

O.  K.  Stephenson,  MD 

E.  Main  St.,  New  Bloomfield  17068 

A.  Linn  Weigel,  MD 

9066  Perry  Highway,  Pittsburgh  15237 

Bernard  B.  Zamostien,  MD 

1335  Tabor  Rd.,  Ste.  303,  Philadelphia  19141 

Staff  Assignment-Date  E.  Yates 

Nominate  Members  of  PMSLIC  Board  of 
Directors 

Donald  R.  Cooper,  MD,  Chairman 

Med.  College  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129 

David  W.  Clare,  MD 

532  S.  Aiken  Ave.,  Pittsburgh  15232 

Richard  L.  Huber,  MD 

1736  Sanderson  Ave.,  Scranton  18509 

Staff  Assignment-  James  E.  Paxton 

Proposed  Regulations  - Medical  Practice  Act 

David  W.  Clare,  MD,  Chairman 
532  S.  Aiken  Ave.,  Pittsburgh  15232 
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Thomas  F.  Fletcher,  Jr.,  MD 

Harrisburg  Hosp.,  Harrisburg  17101 
Robert  N.  Moyers,  MD 

764  Kennedy  St.,  Meadville  16335 
Staff  Assignment-LeRoy  C.  Erickson 

Study  Nominations  of  AMA  Delegates 

Richard  L.  Huber,  MD,  Chairman 
1736  Sanderson  Ave.,  Scranton  18509 

(12  members  to  be  appointed  at  January  1979  board  meeting.) 
Staff  Assignment-James  E.  Paxton 

Study  Society  Structure 

Raymond  C.  Grandon,  MD,  Chairman 

Grand  Acres,  91  Poplar  Ave.,  New  Cumberland  17070 

Donald  R.  Cooper,  MD 

Med.  College  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129 

Henry  H.  Fetterman,  MD 

501  N.  17th  St.,  Allentown  18104 

Joseph  M.  Stowell,  MD 

Blair  Med.  Ctr.,  501  Howard  Ave.,  Altoona  16601 
Staff  Assignment-David  H.  Small 


Standing  Committees  State  Society 

Advisory  to  the  Auxiliary 

William  J.  West,  MD,  Chairman 

850  Walnut  Bottom  Rd.,  Carlisle  17013 

John  V.  Blady,  MD 

2009  Stone  Ridge  Ln.,  Villanova  19085 

Carmela  F.  deRivas,  MD 

700  Joseph  Dr.,  Wayne  19087 

Leroy  A.  Gehris,  MD 

808  N.  Third  St.,  Reading  19601 

Peter  L.  Saras,  MD 

101  S.  Laurel  St.,  Hazleton  18201 

Staff  Assignment-  Arlene  C.  Oyler 

Aid  to  Education 
Manuel  A.  Bergnes,  MD,  Chairman 
1735  W.  Main  St. , Norristown  19401 
David  W.  Clare,  MD 

532  S.  Aiken  Ave.,  Pittsburgh  15232 
James  A.  Collins,  Jr.,  MD 
Geisinger  Med.  Ctr.,  Danville  17821 
Staff  Assignment- Alex  H.  Stewart 


Constitution  and  Bylaws 

Betty  L.  Cottle,  MD,  Chairman 

25  Sylvan  Dr.,  Hollidaysburg  16648 

Robert  M.  Jaeger,  MD 

1746  Allen  St.,  Allentown  18104 

David  L.  Kerstetter,  MD 

Delaney  Bldg.,  R.D.  5,  Bedford  15522 

John  Y.  Modarress,  MD 

7th  & W.  Market  Sts.,  Pottsville  17901 

John  Y.  Templeton,  III,  MD 

130  S.  Ninth  St.,  Philadelphia  19107 

Ex  Officio 

G.  Winfield  Yarnall,  MD,  Secretary 
1192  Lowther  Road,  Camp  Hill  17011 
D.  Ernest  Witt,  MD,  Speaker 
Fifth  & Park  Sts.,  Bloomsburg  17815 
Donald  E.  Harrop,  M.D.,  Vice  Speaker 
750  S.  Main  St.,  Phoenixville  19460 
Fred  Speaker,  Esq. 

Pepper,  Hamilton  & Scheetz 
10  S.  Market  Sq. 

P.O.  Box  1181,  Harrisburg  17108 

John  F.  Rineman,  Executive  Vice  President 

Staff  Assignment- Barbara  M.  Starr 

Medical  Benevolence 

Kenneth  L.  Cooper,  MD 

230  Dunbar  Rd.,  Williamsport  17701 

William  J.  Kelly,  MD 

721  Jenkins  Bldg.,  Pittsburgh  15222 

Ralph  K.  Shields,  MD 

65  E.  Elizabeth  Ave.,  Bethlehem  18010 

G.  Winfield  Yarnall,  MD.,  Secretary 

1192  Lowther  Rd.,  Camp  Hill  17011 

Staff  Assignment- Barbara  M.  Starr 

Nominate  Delegates  and  Alternates  to  the  AMA 

John  G.  Hallisey,  MD,  Chairman  (Term  expires  1979) 

20th  & Davidson  Sts.,  Aliquippa  15001 
Charles  R.  Shuman,  MD,  Vice  Chairman  (Term  expires  1981) 
3401  N.  Broad  St.,  Temple  Univ.  Hosp.,  Philadelphia  19140 
Robert  F.  Beckley,  MD  (Term  expires  1981) 

Top  O'Sunset  Pines,  Lock  Haven  17745 
Samuel  S.  Faris,  MD  (Term  expires  1980) 

239  N Easton  Rd.,  Glenside  19038 

David  P.  Morrison,  Jr.,  MD  (Term  expires  1979) 

875  N.  Easton  Rd.,  Doylestown  18901 
Staff  Assignment-  James  E.  Paxton 


Administrative  Councils 


Council  on  Education  and  Science 

Abram  M.  Hostetter,  MD,  Chairman 

19  Briarcrest  Sq.,  Hershey  17033 

David  W.  Kistler,  MD,  Vice  Chairman 

245  E.  South  St.,  Wilkes-Barre  18702 

Gerald  H.  Amsterdam,  MD 

447  Militia  Hill  Rd.,  Ft.  Washington  19034 

William  M.  Cooper,  MD 

4815  Liberty  Ave.,  Pittsburgh  15224 

William  E.  DeMuth,  Jr.,  MD 

Dept,  of  Surgery,  Hershey  Med.  Ctr.,  Hershey  17033 

Frederick  D.  Fister,  MD 

R.D.  #2,  Wescosville  18106 


Robert  L.  Folk,  MD 

R. D.  #5,  Box  369,  Danville  17821 

Michael  A.  Gross,  MD 

Valley  Community  Hlth.  Ctr.,  Picture  Rocks  17762 

Arthur  H.  Hayes,  Jr.,  MD 

Hershey  Med.  Ctr.,  Hershey  17033 

James  J.  Houser,  MD 

150  Prospect  Ave.,  Franklin  16323 

S.  Victor  King,  MD 

515  - 26th  St.,  Altoona  16602 

Charles  L.  Leedham,  MD 

2409  Midland  Rd.,  Harrisburg  17104 

Jay  W.  MacMoran,  MD 

435  Righter  s Mill  Rd.,  Narberth  19072 
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John  H.  Moyer,  III,  MD 

1086  Franklin  St.,  Johnstown  15905 

Robert  N.  Moyers,  MD 

764  Kennedy  St.,  Meadville  16335 

Hunter  S.  Neal,  MD 

Ste.  334,  Lankenau  Med.  Bldg.,  Philadelphia  19151 

Herbert  C.  Perlman,  MD 

1104  Fleetwood  Dr.,  Carlisle  17013 

Paul  C.  Royce,  MD,  PhD 

Guthrie  Clinic  Ltd.,  Sayre  18840 

William  B.  Yeagley,  MD 

1056  Mansfield  Ave.,  Indiana  15701 

Nikitas  J.  Zervanos,  MD 

Lancaster  General  Hosp.,  Lancaster  17602 

Gerald  L.  Andriole,  MD,  Board  Representative 

10  W Broad  St.,  Hazleton  18201 

Staff  Assignment- Leroy  C.  Erickson 

Commission  on  Accreditation 

Frederick  D.  Fister,  MD,  Chairman 

R.D.  #2,  Wescosville  18106 

Gerald  H.  Amsterdam,  MD,  Vice  Chairman 

447  Militia  Hill  Rd„  Ft.  Washington  19034 

William  J.  Cushing,  MD 

299  Buckingham  Rd„  Pittsburgh  15215 

Sidney  A.  Goldblatt,  MD 

1086  Franklin  St. , Johnstown  15905 

Joseph  E.  Imbriglia,  MD 

155  W.  River  St.,  Wilkes-Barre  18702 

Eugene  M.  Labowskie,  MD 

827  Fayette  St.,  Conshohocken  19428 

Thomas  L.  Leaman,  MD 

Hershey  Med.  Ctr.,  Hershey  17033 

Staff  Assignment-Ciaudia  A.  Henry 

Commission  on  Education  and  Manpower 

Paul  C.  Royce,  MD,  Chairman 

Guthrie  Clinic  Ltd.,  Sayre  18840 

Charles  L.  Leedham,  MD,  Vice  Chairman 

2409  Midland  Rd.,  Harrisburg  17104 

Douglas  A.  Chervenak,  DO 

S66-500  Univ.  Dr.,  Hershey  17033 

Thomas  F.  Fletcher,  Jr.,  MD 

Harrisburg  Hosp.,  Harrisburg  17101 

Richard  C.  Lyons,  MD 

4 E.  Second  St.,  Erie  16512 

Robert  S.  Pressman,  MD 

170  W.  Olney  Ave.,  Philadelphia  19120 

Theodore  L.  Yarboro,  MD 

755  Division  St.,  Sharon  16146 

Staff  Assignment-Donna  F.  Wenger 

Commission  on  Medicine,  Religion,  and  Bioethics 

Jay  W.  MacMoran,  MD,  Chairman 

435  Righter's  Mill  Rd.,  Narberth  19072 

James  J.  Houser,  MD,  Vice  Chairman 

150  Prospect  Ave.,  Franklin  16323 

Sandra  M.  Clark,  MD 

137  W.  Main  St.,  Clarion  16214 

David  W.  Doupe,  MD 

210  E.  Second  St.,  Erie  16507 

Mark  S.  Reed,  MD 

Reading  Hosp.,  West  Reading  19603 

Phillip  E.  Reilly,  MD 

125  Belmont  Circle,  Uniontown  15401 

Frank  J.  Tornetta,  MD 

1401  Oakland  Blvd.,  Curren  Terrace,  Norristown  19401 


Abraham  J.  Twerski,  MD 

St.  Francis  Gen.  Hosp. 

45th  St.  off  Penn  Ave.,  Pittsburgh  15201 
Staff  Assignment-  LeRoy  C.  Erickson 


Commission  on  Therapeutics 

Arthur  H.  Hayes,  Jr.,  MD,  Chairman 

Hershey  Med.  Ctr.,  Hershey  17033 

John  H.  Moyer,  III,  MD,  Vice  Chairman 

1086  Franklin  St.,  Johnstown  15905 

John  J.  Dennehy,  MD 

Geisinger  Med.  Ctr.,  Danville  17821 

Jerris  R.  Hedges,  MD 

7015  Ridge  Ave.,  #B,  Philadelphia  19128 

Ronald  J.  Herman,  MD 

1601  S.  Queen  St.,  York  17403 

John  C.  Maerz,  MD 

301  Smith  Rd.,  R.D.  #1,  Schwenksville  19473 

Ralph  J.  Stalter,  MD 

St.  Francis  Hosp.,  Ste.  2B,  Pittsburgh  15201 

Peter  A.  Theodos,  MD 

1930  Chestnut  St.,  Philadelphia  19103 

Julio  E.  Vassalluzzo,  MD 

1749  Fite  Ter.,  Langhorne  19047 

Staff  Assignment-  Donna  F.  Wenger 
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Council  on  Health  Planning  and  Facilities  & 


Paul  F.  Kase,  MD,  Chairman 
1009  Rolleston  St. , Harrisburg  17104 

Joseph  V.  Caliguiri,  MD,  Vice  Chairman  1 

121  Herbst  Rd.,  Coraopolis  15108 

Betty  L.  Cottle,  MD  $ 

25  Sylvan  Dr.,  Hollidaysburg  16648 

George  R.  Fisher,  III,  MD 

829  Spruce  St.,  Ste.  308,  Philadelphia  19107 

Sanford  L.  Herold,  MD 

1330  Grenox  Rd.,  Wynnewood  19096 

Webb  S.  Hersperger,  MD 

800  Belvedere  St.,  Carlisle  17013 

George  W.  Katter,  MD 

803  U S.  Bank  Bldg.,  Johnstown  15901 

John  R.  Mazero,  MD 

Latrobe  Area  Hosp.,  Latrobe  15650 

John  P.  Mraz,  MD  * 

225  W.  25th  St.,  Erie  16502 

Robert  M.  Pilewski,  MD  £ 

122  W.  First  St.,  Oil  City  16301 
Robert  Poole,  III,  MD 

419  N.  Franklin  St.,  West  Chester  19380 

William  C.  Ryan,  MD 

105  W.  Church  St.,  Somerset  15501 

Ray  G.  Sarver,  MD  I 

1100  Ligonier  St. , Latrobe  15650  « 

Robert  D.  Snyder,  MD 

347  Bloom  St.,  Danville  17821  1 

John  L.  Steigerwalt,  MD 

1509  Montgomery  Ave.,  Rosemont  19010 
Henry  H.  Fetterman,  MD,  Board  Representative 
501  N.  17th  St.,  Allentown  18104 
Staff  Assignment-Larry  R.  Fosselman 


Commission  on  Health  Planning 

Ray  G.  Sarver,  MD,  Chairman 
1100  Ligonier  St. , Latrobe  15650 
Ellsworth  R.  Browneller,  MD,  Vice  Chairman 
Geisinger  Medical  Ctr.,  Danville  17821 
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William  R.  Dewar,  MD 

SR  Box  73,  Paupack  18451 

James  B.  Donaldson,  MD 

714  Woodcrest  Rd.,  Radnor  19087 

John  M.  Kearney,  MD 

120  Prospect  St.,  Reading  19606 

John  L.  Kelly,  MD 

502  W.  Front  St.,  Media  19063 

Robert  M.  Kemp,  MD 

25  Nolt  Ave.,  Willow  Street  17584 

Kenneth  K.  Meyer,  MD 

Guthrie  Clinic,  Sayre  18840 

David  P.  Morrison,  Jr.,  MD 

875  N Easton  Rd.,  Doylestown  18901 

Spero  E.  Moutsos,  MD 

370  Chestnut  St.,  Meadville  16335 

James  M.  O’Leary,  MD 

105  31st  St.,  Altoona  16602 

Staff  Assignment-Stepben  R.  Keys 

Council  on  Legislation 

R.  William  Alexander,  MD,  Chairman 

544  Elm  St.,  Reading  19601 

Charles  K.  Zug,  III,  MD,  Vice  Chairman 

St.  Luke's  Hosp.,  801  Ostrum  St.,  Bethlehem  18015 

Frederick  G.  Brown,  MD 

Geisinger  Med.  Ctr.,  Danville  17821 

Paul  A.  Cox,  MD 

313  S.  Hanover  St.,  Carlisle  17013 

Alan  L.  Dorian,  MD 

1308  DeKalb  St.,  Norristown  19401 

George  E.  Hudock,  Jr.,  MD 

130  S.  Franklin  St.,  Wilkes-Barre  18701 

Philip  E.  Ingaglio,  MD 

1838  S.  Broad  St.,  Philadelphia  19145 

Thomas  J.  Kardish,  MD 

5 Cherry  Blossom  Dr.,  Southampton  18966 

Lawrence  J.  Mellon,  Jr.,  MD 

845  Kedron,  Morton  19070 

David  L.  Miller,  MD 

239  Broad  St.,  New  Bethlehem  16242 

Peter  L.  Saras,  MD 

101  S.  Laurel  St.,  Hazleton  18201 

A.  Linn  Weigel,  MD 

713  Ridge  Ave.,  Pittsburgh  15212 

Bernard  B.  Zamostien,  MD 

1335  Tabor  Rd.,  Ste.  303,  Philadelphia  19141 

J.  Mostyn  Davis,  MD,  Board  Representative 

301  E.  Sunbury  St.,  Shamokin  17872 

Staff  Assignment-Robert  H.  Craig,  Jr. 

Commission  on  Forensic  Medicine 

George  E.  Hudock,  Jr.,  MD,  Chairman 
130  S.  Franklin  St.,  Wilkes-Barre  18701 
A.  Reynolds  Crane,  MD,  Vice  Chairman 
Penna.  Hosp.,  Philadelphia  19107 

Robert  W.  Allen,  MD 

32  Jefferson  Ave.,  Med.  Arts  Bldg.,  Sharon  16146 

John  J.  Anthony,  Jr.,  MD 

Pittsburgh  Hosp.,  Lab.,  Pittsburgh  15206 

John  Burnside,  MD 

Hershey  Med.  Ctr.,  Hershey  17033 

Harold  J.  Byron,  MD 

Wyncote  House,  Wyncote  19095 

Oscar  V.  Fernandez,  MD 

1100  Grampian  Blvd.,  Williamsport  17701 


Robert  J.  McConaghie,  MD 

Carlisle  Hosp.,  Carlisle  17013 
Brooke  Roberts,  MD 
3400  Spruce  St.,  Philadelphia  19104 
Staff  Assignment- Robert  H.  Craig,  Jr. 


Council  on  Medical  Economics 

John  J.  Danyo,  MD,  Chairman 

908  S.  George  St.,  York  17403 

John  Helwig,  Jr.,  MD,  Vice  Chairman 

Germantown  Disp.  & Hosp 

E.  Penn  & E.  Wister  Sts.,  Philadelphia  19144 

Lester  A.  Dunmire,  MD 

4800  Friendship  Ave.,  Pittsburgh  15224 

Thomas  P.  Gessner,  MD 

1100  Ligonier  St. , Latrobe  15650 

Wayne  W.  Helmick,  MD 

349  New  York  Ave.,  Rochester  15074 

Robert  L.  Lasher,  MD 

1611  Peach  St. , Ste.  255,  Erie  16501 

John  T.  McGeehan,  MD 

Andrew  Kaul  Mem.  Hosp.,  St.  Mary's  15857 

John  R.  Paluso,  MD 

R.D.  #1,  Box  183A,  Dire  Dr.,  Hickory  15340 

Howard  A.  Richter,  MD 

Ste.  115,  City  Line  & Lancaster  Aves.,  Philadelphia  19151 

James  A.  Raub,  MD 

1099  Ohio  River  Blvd.,  Sewickley  15143 

Charles  R.  Shuman,  MD 

3401  N.  Broad  St.,  Philadelphia  19140 

Donald  H.  Smith,  MD 

2209  Lehigh  St. , Easton  18042 

Hitoshi  T.  Tamaki,  MD 

1522  Sandy  Hill  Rd.,  Norristown  19401 

Irving  Williams,  III,  MD 

College  Park,  Lewisburg  17837 

Leroy  A.  Gehris,  MD,  Board  Representative 

808  N Third  St.,  Reading  19601 

Commission  on  Professional  Liability  Insurance 

Irving  Williams,  III,  MD,  Chairman 

College  Park,  Lewisburg  17837 

Robert  L.  Green,  MD,  Vice  Chairman 

2 Mimosa  Circle,  Lafayette  Hills  19444 

John  S.  Carson,  MD 

888  Glenbrook  Ave.,  Bryn  Mawr  19010 

George  E.  Edwards,  MD 

1900  Bridge  St.,  New  Cumberland  17070 

Philip  S.  LaVerde,  MD 

174  E.  Bissell  Ave.,  Oil  City  16301 

Richard  B.  Magee,  MD 

501  Howard  Ave.,  Altoona  16601 

J.  Campbell  Martin,  MD 

Bloomsburg  Hosp.,  Bloomsburg  17815 

Paul  L.  Shallenberger,  MD 

Guthrie  Clinic  Ltd  , Sayre  18840 

Ralph  L.  Shields,  MD 

880  Laurel  Dr.,  Bethlehem  18017 

John  H.  Shugert,  MD 

262  Connecticut  Ave.,  Rochester  15074 

Ferdinand  L.  Soisson,  MD 

353  Market  St.,  Johnstown  15901 

Frank  M.  Tooze,  MD 

104  E.  Second  St.,  Erie  16507 
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Council  on  Member  Services 


William  A.  Shaver,  MD,  Chairman 
618  Cornwall  Rd.,  Lebanon  17042 
David  F.  Gillum,  MD,  Vice  Chairman 
114  East  Ave.,  Wellsboro  16901 
Brenda  K.  Baumann,  MD 
707  Edison  Rd.,  Dauphin  17018 
Leo  J.  Corazza,  MD 
2 E.  Broad  St.,  Hazleton  18201 
Donald  G.  Crawford,  MD 
4918  Locust  Ln.,  Harrisburg  17109 


David  S.  Cristol,  MD 

Foxcroft  Sq.  Apts.,  113,  Jenkintown  19046 

George  E.  Ehrlich,  MD 

Albert  Einstein  Med.  Ctr.,  Philadelphia  19141 

Samuel  S.  Faris,  MD 

239  N.  Easton  Rd.,  Glenside  19038 

Robert  M.  Laughlin,  MD 

20  Cedar  Blvd.,  Pittsburgh  15228 

Thaddeus  Lekawa,  MD 

2801  N.  George  St.,  York  17402 


George  J.  Magovern,  MD 

One  Allegheny  Sq.,  Ste.  265,  Pittsburgh  15211 

Roldan  G.  Medina,  MD 

304  D Morgantown  St.,  Uniontown  15401 

Ernest  J.  Montgomery,  MD 

327  E.  6th  Ave.,  Tarentum  15084 

Ralph  S.  Blasiole,  MD,  Board  Representative 

881  E.  Beau  St.,  Washington  15301 

Staff  Assignment-L.  Riegel  Haas 


Pennsylvania  Medical  Care  Foundation  (PMCF) 

Board  of  Directors 


Avery  W.  Beverly,  MD 

5029  Woodland  Ave. 

Philadelphia  19143 
"Donald  C.  Brown,  MD 
Irwin  Professional  Bldg. 

100  Penna.  Ave. 

Irwin  15642 

Mr.  Clifton  C.  Caldwell 

417  Decatur  Ave. 

Pittsburgh  15221 
Roger  A.  Cutt,  PhD 
Commissioner  for  Medical  Program 
Penna.  Dept,  of  Public  Welfare 
Health  & Welfare  Bldg.,  Rm.  533 
Harrisburg  17120 
John  J.  Danyo,  MD 
908  S.  George  St. 

York  17403 

"Joseph  N.  Demko,  MD,  President 
300  Meadow  Avenue 
Scranton  18505 
Robert  P.  Dutlinger,  MD 
256  N.  Union  St. 

Middletown  17057 
Robert  B.  Edmiston,  MD 
Executive  Vice  President- 
Professional  Affairs 
Pennsylvania  Blue  Shield 
Camp  Hill  1701 1 
Joseph  E.  Green,  III,  MD 
850  Walnut  Bottom  Rd. 

Carlisle  17013 
Richard  L.  Huber,  MD 
1736  Sanderson  Ave. 

Scranton  18509 
Robert  M.  Jaeger,  MD 
1746  Allen  St. 

Allentown  18104 

* Member  of  Executive  Committee 


Frankie  M.  Jeter  (Mrs.) 

Welfare  Rights  Organization 
235  5th  Ave.,  3rd  FI. 

Pittsburgh  15222 
John  L.  Johnston,  DO 
214  S.  7th  Ave. 

Clarion  16214 
•Sidney  O.  Krasnoff,  MD 
Ste.  114B,  Elkins  Park  House 
7900  Old  York  Rd. 

Elkins  Park  19117 
S.  Terry  Kraus,  MD 
1100  Grampian  Blvd. 

Williamsport  17701 

John  W.  Lawrence,  MD 

Ste.  208,  Riddle  Mem.  Health  Care  Ctr. 

1078  W.  Baltimore  Pike 

Media  19063 

Walter  J.  Lear,  MD  Asst  Commissioner 
of  Planning  and  Development 
Pennsylvania  Department  of  Health 
1400  Spring  Garden  St. 

Philadelphia  19130 

Mr.  Vincent  Lechner 

Director,  American  Sterilizer  Co. 

407  Kahkwa  Ave. 

Erie  16505 

•Roland  A.  Loeb,  MD 

Box  1724 
Lancaster  17604 
Matthew  Marshall,  Jr.,  MD 

570  Medical  Ctr.  East 
211  N.  Whitfield  St. 

Pittsburgh  15206 

*Mr.  John  E.  McGrady,  Jr.,  Secretary 
Senior  Vice  President  - Administration 
Blue  Cross  of  Western  Pennsylvania 
1 Smithfield  St. 

Pittsburgh  15222 


Mr.  Thomas  Rowe 

Director  of  Employment  Division 
Philadelphia  Electric  Co. 

2301  Market  St. 

Philadelphia  19101 
•Raymond  J.  Saloom,  DO 
301  Prairie  St. 

Harrisville  16038 
Mr.  George  H.  Schmitt 
President,  Forbes  Health  System 
500  Finley  St. 

Pittsburgh  15206 
•Mr.  James  D.  Short 
Vice  President  - Benefits  Administration 
United  States  Steel  & Carnegie 
Pension  Fund 
600  Grant  St. 

Pittsburgh  15230 
•Mr.  Albert  W.  Speth 
Administrator 
Lock  Haven  Hospital 
Lock  Haven  17745 
Robert  B.  Stuart,  MD 
1565  W.  38th  St. 

Erie  16508 

Harold  E.  Swensen,  MD 

200  Meyran  Ave. 

Pittsburgh  15213 

Frans  J.  Vossenberg,  MD 

491  Allendale  Rd 

King  of  Prussia  19406 

A.  Bailey  Wood,  DDS 

Ste.  100,  Medical  Arts  Bldg. 

890  Poplar  Church  Rd. 

Camp  Hill  17011 
•Bernard  B.  Zamostien,  MD 
Ste.  303,  1335  Tabor  Rd. 

Philadelphia  19141 

Executive  Director-  Larry  R.  Fosselman 


Pennsylvania  Medical  Society  Credit 


William  A.  Shaver,  MD,  President 
618  Cornwall  Rd. 

Lebanon,  PA  17042 
David  H.  Small,  First  Vice  President 
Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne,  PA  17043 
Mrs.  Raymond  C.  Grandon,  Second 
Grand  Acres 
91  Poplar  Ave. 

New  Cumberland,  PA  17070 
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Credit  Union  Board 

Mrs.  Carol  Dolack,  RN,  CMA-C,  Secretary 
2234  Berryhill  St. 

Harrisburg,  PA  17104 


For  Credit  Union  Information 
Contact  L.  Riegel  Haas  at  (717)  763-7151 . 


Union 

L.  Riegel  Haas,  Treasurer 
Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne,  PA  17043 
Donald  G.  Crawford,  MD 
4918  Locust  Lane 
Harrisburg,  PA  17109 
Thaddeus  Lekawa,  MD 
2801  North  George  St. 

York,  PA  17402 
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Vice  President 


Credit  Committee 
Donald  G.  Crawford,  MD,  Chairman 
Donna  F.  Wenger,  Secretary 
Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne,  PA  17043 
Mrs.  Donald  H.  Haselhuhn 


Supervisory  Committee 

G.  Winfield  Yarnall,  MD,  Chairman 
1192  Lowther  Rd. 

Camp  Hill,  PA  17011 
John  F.  Rineman 

Pennsylvania  Medical  Society 
20  Erford  Rd. 


492  N.  25th  St. 

Camp  Hill,  PA  17011 


Lemoyne,  PA  17043 

Committee  on  Education  and  Membership  David  a.  Smith,  md 

Donald  N.  McCoy,  Chairman  Polyclinic  Med.  Ctr. 

LeRoy  C.  Erickson  Harrisburg,  PA  17105 

Mary  L.  Uehlein 
Robert  R.  Weiser 
Denise  E.  Zimmerman 

(All  Pennsylvania  Medical  Society,  20  Erford  Rd.,  Lemoyne,  PA 
17043) 


Pennsylvania  Medical  Cooperative 


Kenneth  L.  Cooper,  MD,  President 
230  Dunbar  Rd. 

Williamsport  17701 

Robert  N.  Moyers,  MD,  Vice  President 
764  Kennedy  St. 

Meadville  16335 

Robert  Poole,  MD,  Secretary 

419  N.  Franklin  St. 

West  Chester  19380 
David  H.  Small,  Treasurer 
Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne  17043 

Richard  L.  Huber,  MD,  Assistant 
Secretary-Treasurer 
1736  Sanderson  Ave. 

Scranton  18509 


Board  of  Directors 


H.  Robert  Davis,  MD 

112  Fourth  St. 

Boiling  Springs  17007 
James  B.  Donaldson,  MD 
714  Woodcrest  Rd. 

Radnor  19087 

Acting  Manager- Robert  R.  Weiser 

Cooperative  Offices  Located  at: 

20  Erford  Rd. 

Lemoyne,  PA  17043 
Telephone:  (717)  763-7151 
Wats  Line  No.:  (800)  382-1377 


#Leo  C.  Eddinger,  MD 

951  N.  Fourth  St. 
Allentown  18102 
Samuel  S.  Faris,  MD 
239  N.  Easton  Rd. 
Glenside  19038 
David  F.  Gillum,  MD 
114  East  Ave. 

Wellsboro  16901 
David  J.  Keck,  MD 
210  E.  Main  St. 

Fairview  16415 
Thaddeus  Lekawa,  MD 
2801  N.  George  St. 

York  17402 

David  L.  Rosencrans,  MD 

4401  Penn  Ave. 

Pittsburgh  15224 


William  F.  Bouzarth,  MD 

1041  Waverly  Rd. 
Sladwyne  19035 

Reynolds  Crane,  MD 
Pennsylvania  Hospital 
3th  and  Spruce  St. 
Philadelphia  19107 
John  J.  Danyo,  MD 
Vice  President 
308  S.  George  St. 
fork  17403 
Man  L.  Dorian,  MD 
1308  DeKalb  St. 
Morristown  19401 
Henry  H.  Fetterman,  MD 
Secretary 
301  N.  17th  St. 

Mlentown  18104 
Oonald  E.  Harrop,  MD 
'50  S.  Main  St. 
Phoenixville  19460 


Pennsylvania  Medical  Society 
Liability  Insurance  Company 
Board  of  Directors 


John  H.  Hobart,  MD 

2001  Fairview  Ave. 

Easton  18042 
William  J.  Kelly,  MD 
721  Jenkins  Bldg. 

509  Liberty  Ave. 

Pittsburgh  15222 
Robert  L.  Lasher,  MD 
1611  Peach  St. 

Erie  16501 

John  B.  Lovette,  MD 

353  Market  St. 

Johnstown  15901 
Matthew  Marshall,  Jr.,  MD 
570  Med.  Ctr.  E. 

211  N.  Whitfield  St. 
Pittsburgh  15206 
David  S.  Masland,  MD, 
Chairman  of  the  Board 
313  S.  Hanover  St. 

Carlisle  17013 


John  F.  Rineman,  Treasurer 
20  Erford  Rd. 

Lemoyne  17043 

Brooke  Roberts,  MD 

Univ.  of  Pa. 

3400  Spruce  St. 

Philadelphia  19104 

George  A.  Rowland,  MD 

101  State  St. 

Millville  17846 

A.  John  Smither,  President 
do  Pepper,  Hamilton  & Scheetz 
P.O.  Box  1181 
Harrisburg  17108 
(717)  238-1117 
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Pennsylvania  Medical  Political  Action  Committee 
PaMPAC 

Board  of  Directors 


District 

Director 

First 

Paul  S.  Friedman,  MD 

Ninth 

Philip  LaVerde,  MD 

8107  Cedar  Rd 

Fifth 

Paul  F.  Kase,  MD 

174  E.  Bissell  Ave. 

Elkins  Park  191 17 

1009  Rolleston  St. 

Oil  City  16301 

Second 

Norman  Goldstein,  MD 

Harrisburg  17104 

Tenth 

Michael  P.  Levis,  MD 

808  Valley  Forge  Rd. 

Sixth 

Joseph  Silverman,  MD 

4725  McKnight  Rd. 

Phoenixville  19460 

4304  Lynndale  Dr. 

Pittsburgh  15237 

Third 

Charles  K.  Zug,  III,  MD 

Altoona  16602 

Eleventh 

William  J.  Mitchell,  MD 

St.  Luke's  Hosp. 

Seventh 

J.  Preston  Hoyle,  MD 

63  Stockton  Ave. 

801  Ostrum  St. 

225  Third  St. 

Uniontown  15401 

Bethlehem  18015 

Lewisburg  17837 

Twelfth 

George  E.  Huddock,  Ml 

Fourth 

David  Scicchitano,  MD 

Eighth 

Anthony  Merski,  MD 

51  E.  Valley  View  Dr. 

15  E Ave. 

2624  Lakeside  Dr. 

Courtdale  18704 

Mt.  Carmel  17851 

Erie  16511 

Executive  Director- Jerry  L.  Rothenberge 

Auxiliary  Officials  for  the  Year  1978-79 

Officers 


President 

Mrs.  Howard  F.  Conn 

125  Brownfield  Rd. 

Uniontown  15401 
President-Elect 
Mrs.  Frank  R.  Kinsey 
Ridgewood 
Lewistown  17044 
First  Vice-President 
Mrs.  John  A.  Turtzo 
38  E.  Pennsylvania  Ave. 

Pen  Argyl  18072 

Eastern  Regional  Vice-President 

Mrs.  James  T.  Dorsey 

910  Turner  St. 

Emmaus  18049 

Central  Regional  Vice-President 

Mrs.  John  L.  Polcyn 

235  E.  Orange  St. 

Lancaster  17602 


Western  Regional  Vice-President 

Mrs.  John  S.  Parker 

Apple  Hill 
R.D.  6 - Box  510 
Latrobe  15650 

Speaker,  House  of  Delegates 

Mrs.  Robert  Wasko 

315  Lilac  Rd.,  R.D.  7 
Allentown  18103 
Treasurer 

Mrs.  Philip  W.  Hoovler 

R.D.  2,  Box  453 
Hollidaysburg  16648 
Recording  Secretary 

Mrs.  Herbert  V.  Jordan,  Jr. 

24  East  Gate  Dr. 

Camp  Hill  17011 


Corresponding  Secretary 

Mrs.  Florencio  Cardenas 

105  Southwood  Dr. 

Uniontown  15401 
Financial  Secretary 
Mrs.  William  G.  Ridgway 
102  S.  Ninth  St. 

Akron  17501 
Parliamentarian 
Mrs.  Axel  K.  Olsen 
742  Stoke  Rd. 

Villanova  19085 
Immediate  Past  President 
Mrs.  William  R.  A.  Boben 
318  S.  Franklin  St. 

Wilkes-Barre  18702 
Executive  Administrator 
Arlene  C.  (Mrs.  Robert  D.)  Oyler 
20  Erford  Rd. 

Lemoyne  17043 


District  Councilors 


First  District-Mrs.  Hugh  Bennett,  639  Valley  View  Rd.,  Ardmore 
19003. 

Second  District-Mrs.  Donald  E.  Harrop,  750  S.  Main  St.,  Phoenix- 
ville  19460.  Councilor-Elect,  Mrs.  Frans  J.  Vossenberg,  1117 
Lafayette  Rd.,  Wayne  19087. 

Third  District-Mrs.  Siamak  Hamzavi,  1970  Cleveland  Ave., 
Scranton  18505. 

Fourth  District- Mrs.  Ubaldo  P.  Lopez,  15  Heather  Hills  Dr.,  Dan- 
ville 17821.  Councilor-Elect,  Mrs.  Leon  Scicchitano,  2511  W. 
Norweigan  St. , Pottsville  17901. 

Fifth  District-Mrs.  William  J.  West,  613  Devonshire  Dr.,  Carlisle 
17013. 

Sixth  District- Mrs.  Oliver  E.  Mattas,  R.D  #4,  Box  190,  Juniata 
Gap,  Altoona  16601.  Councilor-Elect,  Mrs.  Paul  Wengrovitz, 
327  E.  Outer  Dr.,  State  College  16801. 


Seventh  District-Mrs.  Franklin  G.  Wade,  1305  Campbell  St. 
Williamsport  17701. 

Eighth  District- Mrs.  Donald  J.  Furman,  384  Buchanan  St.,  Warrer 
16365.  Councilor-Elect,  Mrs.  Robert  L.  Lasher,  217  Indiana  Dr. 
Erie  16505. 

Ninth  District-Acting  Councilor,  Mrs.  John  S.  Parker,  Apple  Hill, 
R.D.  6 - Box  510,  Latrobe  15650  (Western  Regional  Vice- 
President). 

Tenth  District-Mrs.  Patrick  H.  Hughes,  6 Patrice  Ct.,  Pittsburgh 
15221.  Councilor-Elect,  Mrs.  W.  Daniel  Foster,  433  Ridge  Rd., 
Greensburg  15601. 

Eleventh  District-Mrs.  William  C.  Ryan,  583  W Fairview  St., 
Somerset  15501. 

Twelfth  District-Mrs.  Peter  L.  Saras,  36  W.  Walnut  St.,  Hazleton 
18201.  Councilor-Elect,  Mrs.  Thomas  Downey,  Guthrie  Sq., 
Sayre  18840. 
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lefore  prescribing,  please  consult  complete  product  information,  a 
ummary  of  which  follows: 

he  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
hysician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
idividual  patient 

lontraindications:  Tablets  in  children  under  6 months  of  age;  known 
ypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
ith  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
/arnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
upations  requiring  complete  mental  alertness  (e  g.,  operating  machinery, 
riving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
ave  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
bdominal/muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  indi- 
duals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
redisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

RAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
NS  depressants. 

ot  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
;u  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convul- 
ve  disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
al  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
edication;  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
orary  increase  in  frequency  and/or  severity  of  seizures. 

JECTABLE:  To  reduce  the  possibility  ot  venous  thrombosis,  phlebitis,  local 
itation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
owly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use 
nail  veins,  i e , dorsum  of  hand  or  wrist ; use  extreme  care  to  avoid  mtra- 
terial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
her  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
i minister  Valium  directly  IV,  it  may  be  injected  slowly  through  the  infusion 
bing  as  close  as  possible  to  the  vein  insertion. 

dminister  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
ary  reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  con- 
amitant  use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
apression  with  increased  risk  of  apnea;  have  resuscitative  facilities  avail- 
ale.  When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
je  at  least  1/3,  administer  in  small  increments.  Should  not  be  administered 
patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
tal  signs. 


injectable  Although  promptly  controlled,  seizures  may  return;  readminister 
if  necessary;  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic,  have  necessary  coun- 
termeasures available.  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol.  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion. coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure; 
employ  general  supportive  measures,  I V fluids,  adequate  airway.  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500; 
Tel-E-Dose®  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10; 
Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (disposable  syringes),  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol.  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1.5%  benzyl  alcohol  as  preservative 
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as  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
atus  or  petit  mal  variant  status. 

ithdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
trred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
uscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
ider  careful  surveillance  because  of  predisposition  to  habituation/ 
5pendence.  Not  recommended  for  OB  use 

ficacy/safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
nged CNS  depression  observed.  In  children,  give  slowly  (up  to  0.25 
( g/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
peated  after  15  to  30  minutes.  If  no  relief  after  third  administration, 
tpropriate  adjunctive  therapy  is  recommended, 
recautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
irefully  consider  individual  pharmacologic  effects — particularly  with  known 
impounds  which  may  potentiate  action  of  Valium  (diazepam),  re, 
Tenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
lints.  Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
smpanying  depression  who  may  have  suicidal  tendencies  Observe  usual 
ecautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
th  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
mount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
" illy  2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
i lerated) 


5 MG/ML 


2-MG,  5-MG, 

10-MG  SCORED 

TABLETS 
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PROBLEM  ORIENTED  APPROACH 
TO  EXTENDED  INTERVIEW 
IN  MEDICAL  PRACTICE 


When  cystitis  recurs...  Bactrim 

fights  uropathogen: 


at  3 important  sites 


the  Bactrim 
hree-system 
:ounterattack... 


© 


urinary  tract 


Bactrim  provides  high  antimicrobial  levels 
in  the  urine  and  a high  degree  of  clinical 
efficacy.  Its  spectrum  includes  the  uropatho- 
gens  most  often  encountered  in  recurring 
urinary  tract  infections: E.coli,  Klebsiella-  Entero 
bacter  and  Proteus  mirabitis, 
vulgaris  and  morganii. 


vaginal  tract 


Bactrim  combats  uropatho- 
gens  colonizing  the  vaginal 
introitus,  a source  of  urethral 
contamination  and  subsequent 
cystitis.  Its  trimethoprim  component 
diffuses  into  vaginal  fluid  in  effective 
concentrations,  thus  combating  migra 
tion  of  urinary  pathogens  into  the 
urinary  system. 

©lower 

intestinal  tract  X o ° 

\ OoOOO 
Bactrim  markedly  reduces  the  o O 

colonic  reservoir  of  uropathogens  ^ P 

with  negligible  emergence  of  resis-  ' * q 

tance.  Moreover,  Bactrim  rarely  causes 
adverse  effects  on  the  balance  of  colonic  O 
flora... seldom  causes  monilial  overgrowth  often 
associated  with  many  antibiotics. 


to  clear  her 
infection  and 


BACTRIM  DS 


DOUBLE 

STRENGTH 

TABLETS 


COfTltot  reinfecting  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)  / 

organisms  just  one  tablet  b.i.d  for  to  to  14  days  \ 


Please  see  summary  of  product  information  on  next  page. 


When 

cystitis 

recurs... 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  colt,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morgana  It  is  recom 
mended  that  initial  episodes  of  uncomplicated  urinary  tract  infections  be 
treated  with  a single  effective  antibacterial  agent  rather  than  the  combina- 
tion. Note  The  increasing  frequency  of  resistant  organisms  limits  the  usefulnes 
of  all  antibacterials,  especially  in  these  urinary  tract  infections 
Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. T< 
date,  this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age 
who  were  immunosuppressed  by  cancer  therapy. 

The  recommended  quantitative  disc  susceptibility  method  ( Federal  Register. 
37:20527-20529, 1972)  may  be  used  to  estimate  bacterial  susceptibility  to 
Bactrim.  A laboratory  report  of  “Susceptible  to  trimethoprim-sulfamethoxazole" 
indicates  an  infection  likely  to  respond  to  Bactrim  therapy  If  infection  is  confmet 
to  the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  response  "Resi:  I 
tant"  indicates  that  response  is  unlikely 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  pregnam 
nursing  mothers,  infants  less  than  two  months  of  age 
Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference 
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DOUBLE 

STRENGTh 

TABLETS 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


fights 

uropathogens 
at  3 important 
sites 


□ Highly  effective  against  most  uri- 
nary invaders 

□ Indicated  even  in  presence  of 
structural  abnormalities  and  ves- 
icoureteral reflux  (so  clinically  signifi- 
cant in  children) 

□ Indicated  in  patients  as  young  as 
two  months  of  age 

□ Dual  action  minimizes  microbial 
resistance 

□ Generally  well  tolerated,  with  or 
without  food 

□ Easy-to-follow  b.i.d.  dosage 
schedule 

□ During  therapy,  maintain  ade- 
quate fluid  intake;  perform  frequent 
CBC’s  and  urinalyses  with  micro- 
scopic examination 

□ Contraindicated  during  pregnancy 
and  the  nursing  period,  in  patients 
hypersensitive  to  its  components 
and  in  infants  under  2 months  of  age 
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with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is 
noted 

Precautions:  Use  cautiously  In  patients  with  impaired  renal  or  hepatic  function 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose- 
related,  may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal  function 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim  Blood  dyscrasias:  Agranulocytosis 
aplastic  anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglobinemia.  Allergic  rear, 
tions  Erythema  multiforme,  Stevens-Johnson  syndrome,  generalized  skin  erup 
tions,  epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  der- 
matitis, anaphylactoid  reactions,  periorbital  edema,  conjunctival  and  scleral  inj- 
tion,  photosensitization,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  rea 
tions . Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhe; 
and  pancreatitis  CNS  reactions . Headache,  peripheral  neuritis,  mental  depres 
sion,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy, 
fatigue,  muscle  weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fe\ 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E phe 
nomenon  Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  pa- 
tients; cross-sensitivity  with  these  agents  may  exist  In  rals,  long-term  therapy  v 
sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

Urinary  tract  infections:  Usual  adult  dosage — 1 DS  tablet  (double  strength), 

2 tabjets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days 
Recommended  dosage  for  children — 8 mg/kg  trimethoprim  and  40  mg  kg  sul- 
famethoxazole per  24  hours,  in  two  divided  doses  for  10  days.  A guide  follows: 
Children  two  months  ot  age  or  older: 

Weight  Dose — every  12  hours 


lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

'/2  tablet 

40 

18 

2 teasp  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

V/2  tablets 

80 

36 

4 teasp  (20  ml) 

2 tablets  or 
1 DS  tablet 

For  patients  with  renal  impairment 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

'/2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis  Recommended  dosage:  20  mg/kg  trimetho- 
prim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hou 
for  14  days  See  complete  product  information  for  suggested  children  s dosagr 
table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim 
and  800  mg  sulfamethoxazole,  bottles  of  100,  Tel-E-Dose*  packages  of  100, 
Prescription  Paks  of  20  Tablets,  each  containing  80  mg  trimethoprim  and  400  t 
sulfamethoxazole — bottles  of  100  and  500:  Tel-E-Dose*  packages  of  100 
Prescription  Paks  of  40.  available  singly  and  in  trays  of  10  Oral  suspension 
containing  in  each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  anc 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz  (1  pint) 
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SOCIETY  TESTIFIES  AT 
CONFIRMATION  HEARING 

Urging  "the  secretary  designate  to  establish  an  ongoing  dialogue" 
on  administration  of  the  Medical  Assistance  Program,  John  B. 
Lovette,  MD,  PMS  president,  testified  January  17  at  the  confir- 
mation hearing  on  the  appointment  of  Helen  O'Bannon  of  Pittsburgh 
as  secretary  of  public  welfare.  Speaking  before  the  Senate  Health 
and  Welfare  Committee,  Dr.  Lovette  criticized  the  Department  of 
Public  Welfare's  lack  of  communication  with  providers.  He  said, 
"More  is  to  be  gained  by  reasonable  people  sitting  down  and 
reasoning  together."  He  cited  the  recent  benzodiazepine  contro- 
versy, the  introduction  of  new  complicated  forms,  and  the  disregard 
of  data  generated  by  peer  review  of  the  prescription  drug  program 
as  examples  of  the  department's  refusal  to  cooperate.  He  also 
called  on  the  department  to  examine  the  results  of  the  Society's 
survey  of  physicians'  office  overhead,  which  show  that  it  costs 
more  than  DPW  pays  ($6.00)  each  time  a physician  treats  a Medical 
Assistance  patient. 

PITTSBURGH  PHYSICIAN 
IS  AMPAC  CHAIRMAN 

Michael  P.  Levis,  MD,  Pittsburgh  surgeon,  is  the  new  chairman  of 
the  Board  of  Directors  of  the  American  Medical  Association  Polit- 
ical Action  Committee  (AMPAC).  He  was  elected  to  the  post  January 
15,  after  serving  as  secretary  of  the  AMPAC  Board.  Dr.  Levis  is 
a board  member  of  the  Pennsylvania  Medical  Political  Action 
Committee,  member  of  the  PMS  House  of  Delegates,  alternate  delegate 
to  the  AMA  House,  past  president  of  the  Allegheny  County  Medical 
Society,  and  past  chairman  of  the  PMS  Council  on  Governmental 
Relations  (now  the  Council  on  Legislation). 

PMS  BOARD  CITES  NEED 
FOR  ACT  111  OVERSIGHT 

Activation  of  the  governmental  oversight  committee  established  by 
Act  111,  Pennsylvania's  medical  malpractice  insurance  law,  was 
demanded  January  17  by  the  Society's  Board  of  Trustees.  The 
annual  report  of  the  administrator  of  arbitration  panels,  Arthur 
S.  Frankston  (see  page  12  of  this  issue),  and  letters  of  concern 
from  members  precipitated  the  action.  The  oversight  committee  is 
authorized  by  Section  1006  of  Act  111.  The  six-member  watchdog 
committee  includes  the  insurance  commissioner,  secretary  of 
health,  and  four  legislators,  two  from  the  Senate  and  two  from 
the  House. 

PMS  BOARD  AUTHORIZES 
14  ACT  111  AMENDMENTS 

The  Society's  Board  of  Trustees  on  January  17  called  for  14 
amendments  to  the  medical  malpractice  law,  some  intended  to  break 
the  impasse  in  which  the  arbitration  system  is  enmeshed.  The 
amendments  would  change  the  law  as  follows: 

1.  Insurance  companies  may  make  periodic  payments  of  awards. 

2.  Binding  arbitration  will  be  permitted  at  the  patients' 
discretion. 

3.  The  arbitration  office  will  retain  interest  income. 

4.  The  statute  of  limitations  will  be  three  years. 

5.  Payment  for  pain  and  suffering  will  be  limited  to  cases 
of  grievous  impairment. 

6.  If  punitive  damages  are  included  in  awards,  the  money 
should  go  to  the  State  Board  of  Medical  Education  and  Licensure. 

7.  PSRO  norms,  standards,  and  criteria  will  not  be  admissable 
evidence . 

8.  The  Act  will  define  expert  witness. 
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PMS  SEEKS  'PARTNERSHIP' 
WITH  WELFARE  DEPARTMENT 


PMS  BOARD  CHAIRMAN 
NAMED  TO  CO-OP  BOARD 


DR.  COTTLE  ELECTED 
TO  AMA  COUNCIL 


PMS  OPPOSES  CHANGE  IN 
MENTAL  HEALTH  OFFICE 


SOCIETY  TO  SEEK  CHANGE 
IN  HMO  LEGISLATION 


BOARD  OF  TRUSTEES  NAMES 
BENJAMIN  RUSH  AWARDEES 


9.  The  Joint  Underwriting  Association  no  longer  can  call  on 
the  Catastrophe  Loss  Fund  to  make  up  losses. 

10.  Arbitration  panels  will  be  composed  of  three  members — a 
physician,  a lawyer,  and  a lay  person.  Currently  the  law  calls 
for  seven  panel  members. 

11.  The  Act  will  list  qualifications  and  tenure  of  the  admini- 
strator of  arbitration  panels. 

12.  Arbitration  panels  will  take  into  consideration  any  collate 
benefits  to  the  plaintiff  in  making  an  award. 

13.  Semi-retired  physicians  who  donate  their  time  to  charitable 
institutions  need  not  carry  medical  malpractice  insurance. 

14.  JUA  coverage  will  be  extended  only  to  those  health  care 
providers  who  cannot  find  other  sources  of  coverage. 


IS 

t 


FEE 


The  Board  of  Trustees  on  January  17  adopted  11  recommendations 
of  its  ad  hoc  committee  on  Medical  Assistance  Program  Improvemen  . 
Project.  Several  of  the  recommendations  seek  to  establish 
effective  means  for  cooperation  to  solve  the  problems  of  the  _ 
Medical  Assistance  Program.  They  include  the  initiation  of 
officially  sanctioned  PMS/Medical  Assistance  dialogue  and  the 
development  of  a memorandum  of  agreement  regarding  such.  The 
Board  endorsed  computerization  of  the  MA  Program  but  said  the 
evidence  to  date  does  not  warrant  support  of  the  Medical  Assist- 
ance Management  Information  System  (MAMIS),  which  the  department 
currently  is  implementing.  The  Board  dissolved  its  ad  hoc 
committee,  and  referred  the  report  and  recommendations  to  the 
Council  on  Medical  Economics  for  implementation. 

1 1! 

David  J.  Keck,  MD,  chairman  of  the  PMS  Board  of  Trustees,  has 
been  renominated  to  the  Board  of  Directors  of  the  PMS  Cooperativi 
Co-op  board  members  will  be  elected  at  the  1979  annual  meeting  oJ 
the  co-op,  scheduled  for  this  spring.  The  PMS  Board  also  voted 
to  lend  the  co-op  $150,000  to  implement  its  1979-80  marketing 
plan  and  hire  an  additional  sales  representative. 


Betty  L.  Cottle,  MD,  Blair  County  anesthesiologist,  is  the  newest  ' 
member  of  the  AMA  Council  on  Constitution  and  Bylaws.  She  has 
served  five  years  as  chairman  of  the  PMS  Committee  on  Constitutic 
and  Bylaws,  and  will  serve  on  the  AMA  Council  until  1980. 


The  Society  will  oppose  legislative  efforts  to  remove  the  require  ji 
ment  that  a qualified  psychiatrist  fill  the  office  of  deputy 
secretary  for  mental  health  in  the  Department  of  Public  Welfare.  - 
The  Board  of  Trustees  reiterated  the  Society's  long  standing 
policy  supporting  Psychiatric  Society's  position. 

The  Society  will  seek  legislation  permitting  physician  dominated 
HMOs  in  Pennsylvania.  The  Board  of  Trustees  has  authorized  the  . 
Council  on  Legislation  to  work  with  the  Pennsylvania  Medical  Care 
Foundation  to  develop  proposed  legislation  and  work  for  its 
passage  in  the  legislature.  * 

The  Annual  Officers'  Conference  Dinner  will  see  honored  the  Soci- 
ety's 1979  Benjamin  Rush  Award  winners,  approved  by  the  Board  of 
Trustees  January  17.  Elizabeth  T.  Farrow  of  Lewisburg,  a retired 
art  teacher  and  Christian  education  teacher,  will  receive  the 
individual  award.  Operation  Heartbeat,  a nonprofit  organization 
in  Carlisle,  will  receive  the  group  award.  j 
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newsfronts 


Three  speakers  slated  for  Officers’  Conference 


A dentist,  a psychiatrist  and  a 
consultant  in  health  care  policy 
will  address  participants  in  the 
State  Society’s  1979  Officers’  Con- 
ference, set  for  April  25  and  26  at 
the  Penn  Harris  Motor  Inn  in 
Camp  Hill. 

Charles  W.  Jarvis,  DDS,  a prac- 
ticing dentist  from  San  Marcos, 
Texas,  is  scheduled  to  be  the  din- 
ner speaker  Wednesday,  April  25. 
Billed  as  the  "finest  pain  killer  on 


l 


DR.  JARVIS 


the  American  platform,”  Dr.  Jar- 
vis is  a humorist  who  lectures 
throughout  the  United  States.  Ac- 
cording to  those  who  have  heard 
and  enjoyed  his  speeches,  Dr.  Jar- 
vis offers  85  percent  humor  and  15 
percent  message  to  gain  100  per- 
cent attention  from  his  audience. 

Dr.  Jarvis  was  born  in  Wax- 
ahachie,  Texas.  He  is  a grad- 
uate of  the  United  States  Naval 
Academy  at  Annapolis  and  the 
j University  of  Texas  School  of  Den- 
tistry. A veteran  of  World  War  II, 
he  was  a Navy  line  officer  and  then 
became  a pilot.  He  resigned  his 
commission  in  the  Navy  to  study 


dentistry.  He  has  been  practicing 
his  profession  in  San  Marcos  since 
1953.  Currently  Dr.  Jarvis  is  a 
member  of  the  faculty  of  the  Uni- 
versity of  Texas  Dental  School. 

Abraham  J.  Twerski,  MD,  will 
greet  conference  participants  at 
Thursday’s  prayer  breakfast.  He  is 
clinical  director  of  the  department 
of  psychiatry  at  St.  Francis  Gen- 
eral Hospital,  Pittsburgh,  and 
medical  director  of  the  Gateway 
Rehabilitation  Center,  which  he 
founded  six  years  ago  near  Ali- 
quippa. 

Dr.  Twerski,  who  also  is  an  or- 
thodox rabbi,  is  author  of  the 
series  of  articles  entitled  "Go  to 
Hell  Washington — and  Take  Har- 
risburg With  You,”  which  ap- 
peared in  the  Pittsburgh  Press  and 
was  reprinted  in  PENNSYLVANIA 
MEDICINE.  Currently  he  is  chair- 
man of  the  State  Society’s  Com- 
mittee on  the  Impaired  Physician. 
He  graduated  from  Marquette 
University  Medical  School,  did  his 
internship  at  Mount  Sinai  Hospi- 
tal in  Milwaukee,  Wisconsin,  and 
served  his  residency  in  psychiatry 
at  Western  Psychiatric  Institute 
and  Clinic,  University  of  Pitts- 
burgh. He  was  board-certified 
in  psychiatry  in  1966. 

Presenting  the  Walter  F.  Don- 
aldson Memorial  lecture  Thurs- 
day will  be  Anne  Somers,  profes- 
sor of  community  and  family  med- 
icine at  Rutgers  Medical  School  in 
New  Jersey. 

Mrs.  Somers  is  an  author,  lec- 
turer, and  consultant  in  health 
and  health  care  policy,  health  edu- 
cation, medical  economics  and  so- 
cial insurance.  She  co-authored  an 
analytical  review  of  U.S.  health 
policy  from  1974-77.  An  honorary 
fellow  of  the  College  of  Physicians 
of  Philadelphia  and  the  American 
College  of  Hospital  Administra- 


tion, she  is  a member  of  the  Na- 
tional Academy  of  Sciences — 
Institute  of  Medicine.  In  1962  she 
was  a recepient  of  the  Elizur 
Wright  Award  of  the  American 
Risk  and  Insurance  Association 
for  outstanding  contribution  to  the 
literature  of  insurance,  and  since 
has  received  numerous  awards  in 
the  health  care  field.  Mrs.  Somers 
has  presented  lectures  to  more 
than  11  groups,  including  the 
American  Psychiatric  Associa- 
tion, American  Society  of  Internal 
Medicine,  and  the  American  Col- 
lege of  Preventive  Medicine. 
Currently  she  is  a member  of  the 
board  of  directors  of  the  National 
Fund  for  Medical  Education  and 
the  National  Center  for  Health 
Education.  The  lecturer  received 
her  undergraduate  degree  from 
Vassar  College  and  did  graduate 
work  in  economics  at  the  Univer- 
sity of  North  Carolina. 

Members  of  the  Officers’  Con- 
ference Committee  for  1979  are  J. 
Mostyn  Davis,  MD,  chairman; 
Joseph  M.  Stowell,  MD,  board  rep- 
resentative; Paul  F.  Kase,  MD; 
William  D.  Lamberton,  MD;  Wal- 
lace G.  McCune,  MD;  and  David  L. 
Miller,  MD. 


DR.  TWERSKI 
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Voluntary  fee  controls  apply  to  physicians 


Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D. 

In  addition  to  pressures  from  the 
government  to  help  contain  health 
care  costs,  practicing  physicians 
face  a new  pressure  in  the  recently 
adopted  anti-inflationary  pro- 
gram, President  Carter’s  "Phase 
II”  program  against  inflation.  On 
December  13,  1978,  President 
Carter  and  his  council  on  wage 
and  price  stability  announced  a set 
of  guidelines  further  implement- 
ing voluntary  wage  and  price  con- 
trols, which  included  guides 
applicable  to  professionals’  fees. 

Though  no  effective  measures 
are  in  use  to  enforce  these  fee 
guidelines,  all  practicing  physi- 
cians should  be  aware  of  their  ex- 
istence. Some  people  disregard  the 
rules  as  having  no  legal  effect.  We 
cannot  counsel  them  to  obey  the 
rules  if  they  so  feel.  However, 
many  physicians  are  concerned 
with  moral  implications  and  the 
effect  on  the  public  of  their  actions; 
they  feel  they  should  comply  with 
rulings  set  out  in  good  faith.  They 
take  the  position  that  inflation  is 
serious  and  that  compliance  is  de- 
sirable. 


We  do  not  take  any  particular 
position  with  respect  to  that 
choice,  except  to  describe  the 
choice  and  answer  questions. 

The  December  13  guidelines  set 
forth  a two-part  requirement  for 
any  professional  fee  increases.  The 
first  rule  is  that  1979  fees  may  not 
be  increased  across-the-board 
more  than  six  and  one-half  per- 
cent. We  construe  that  announce- 
ment as  permitting  selected  in- 
creases of  some  fees  more  than  six 
and  one-half  percent  as  long  as  the 
overall  effect  on  gross  income  from 
a practice  (presumably  consider- 
ing the  number  of  times  each  pro- 
cedure was  performed  in  the  last 
measuring  period)  would  not  be 
over  six  and  one-half  percent. 

The  second  requirement  is  that 
no  single  fee  be  raised  more  than 
nine  and  one-half  percent.  This 


The  authors  are  the  principal 
consultants  of  Management  Con- 
sulting for  Professionals,  Inc.,  Bala 
Cynwyd. 


recommendation,  of  course,  is 
comparably  simple  to  apply. 

As  described,  we  take  no  legal  or 
moral  position  on  these  rules  other 
than  to  describe  them  for  our 
clients  and  readers.  In  this  re- 
spect, several  additional  consider- 
ations should  be  recognized.  First, 
while  the  fee  restraints  are  totally 
"voluntary”  at  this  time,  we  would 
not  at  all  be  surprised  at  the  devel- 
opment of  mandatory  wage  and 
price  controls  later  in  1979.  If 
mandatory  controls  should  arise 
and  a practice  has  not  kept  its  fee 
up  to  date,  it  may  thereafter  find 
itself  unable  to  make  sorely 
needed  adjustments.  We  recall  a 
variety  of  practices  which  were  so 
"trapped”  during  the  Nixon  wage 
and  price  controls  of  1972  through 
1974. 

However,  physicians’  fee  in- 
creases will  further  accelerate  the 
cost  of  health  care  and  may  hasten 
the  mandatory  controls.  We  agree 
that  society  must  face  the  problem 
of  increasing  health  care  costs. 
Fueling  the  spiral  may  cause  the 
very  problem  we  wish  to  avoid. 


CONTINUING  MEDICAL  EDUCATION  PROGRAMS 

THE  MILTON  S.  HERSHEY  MEDICAL  CENTER 

March  1979 

April  1979 

1 

Pediatrics  Day 

16  through  18  Bioethics  and  Human  Services 

2 and  3 

Temperament  as  a Factor  Affecting 

Host  Inn,  Harrisburg 

the  Family  System: 

23  through  27  Emergency  Medicine  ”B"  Workshop 

Research  and  Application 

30  through  May  4 Week  long  F & C Medicine  Review 

Hotel  Hershey 

Hotel  Hershey 

9,  10,  and  11 

Office  Practice  Update 
Pocono  Hershey  Resort 

21 

Time  Management  for  Doctor’s 
Secretaries 

For  further  information,  write  or  telephone  Sandy  Miceli, 

22 

Infant  Nutrition 

31 

Preventive  Medicine:  A Focus  on 

Continuing  Medical  Education,  The  Milton  S.  Hershey  Medical 

Nutrition  and  Smoking 

Center,  Hershey,  PA  17033  (717)  534-8898. 
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The  Great  Laxative  Escap 
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dioctyl  sodium  sulfoswfccinate 

Colace  means  escape— from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit. 
Colace  gently  helps  soften  stools  for  easy,  pain- 
less, unstrained  elimination.  It’s  the  great  laxative 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid. 
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contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiacolote  (guoifenesm) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  rhe  symptomatic  relief  of  branchospasnc 
conditions  such  os  bronchial  osrhma,  chronic  bronchitis, 
and  pulmonary  emphysema 

Warnings:  Do  nor  odminisrer  more  frequently  than  every 
6 hours,  or  wirhin  12  hours  after  rectal  dose  of  any  prepara- 
tion containing  theophylline  or  aminophyllme  Do  not 
give  orher  compounds  conroimng  xanthine  derivatives 
concurrently. 

Precautions:  Use  with  caution  in  patients  with  cardiac 
disease,  hepatic  or  renal  impairment  Concurrent  adminis- 
tration with  certain  antibiotics,  i.e  clindamycin  erythro- 
mycin rroleandomycm,  may  result  in  higher  serum  levels 
of  theophylline  Plasma  prothrombin  ond  factor  V may 
increase  but  any  clinical  effect  is  likely  to  be  small  Metab- 
olites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxymdoleoceric  acid  readings  when  determined 
with  mrrosonaphrhol  reagent.  Safe  use  in  pregnancy  has 
not  been  established  Use  in  cose  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  rhe  central  nervous  system  Irs  administra- 
tion may  cause  local  irritation  of  the  gastric  mucosa  with 
possible  gastric  discomfort  nausea  and  vomiting  The 
frequency  of  adverse  reactions  is  related  to  rhe  serum 
theophylline  level  ond  is  nor  usually  a problem  or  serum 
theophylline  levels  below  20  meg  ml 
How  Supplied:  Capsules  in  bottles  of  100  and  1000  ond 
unit-dose  pocks  of  100,  Liquid  in  bottles  of  1 pint  ond  1 
gallon 

See  package  insert  for  complete  prescribing  information 
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Pennsylvania  resident  physicians  active  in  AMA 


Five  members  of  the  State  Soci- 
ety’s resident  physician  section, 
(RPS),  were  in  Chicago  in  De- 
cember to  attend  the  portion  of  the 
AMA  convention  devoted  to  dis- 
cussion of  issues  and  problems  fac- 
ing residents  in  1979. 

According  to  delegation  mem- 
bers, areas  of  concern  to  res- 
idents— practice  management, 
due  process  procedures,  cost  effec- 
tiveness training  and  preventive 
health  curricula — were  discussion 
topics  at  the  conference. 

In  addition,  the  first  AMA-RPS 
book,  Cost-Effective  Medical  Care, 
was  presented  to  convention  par- 
ticipants. The  book  outlines  the 
resident’s  role  in  cost  contain- 
ment. 

The  PMS-RPS  delegates  were 

Pediatrics  academy 
honors  Gekas 

Senator  George  Gekas,  R- 
Harrisburg,  was  honored  recently 
in  Harrisburg  by  the  Pennsylva- 
nia Chapter  of  the  American 
Academy  of  Pediatrics  as  it 
launched  its  statewide  "Speak  Up 
For  Children”  campaign,  part  of 
the  United  Nations’  International 
Year  of  the  Child  program. 

Gekas  received  a certificate  of 
recognition  for  his  role  in  the 
academy’s  successful  drive  for 
more  stringent  safety  regulations 
for  drivers  and  vehicles  involved 
in  transporting  children  to  and 
from  state-regulated  programs. 

Presenting  the  plaque  to  Gekas 
were  Russell  B.  Puschak,  MD,  Al- 
lentown, chairman  of  the  chapter; 
Susan  Aronson,  MD,  Philadel- 
phia, state  project  director  for  the 
academy’s  International  Year  of 
the  Child  campaign  and  head  of 
the  committee  on  infant  and  pre- 
school children;  and  Mark 
Widome,  MD,  Hershey,  chairman 
of  the  committee  on  accident  and 
poison  prevention. 


Drs.  Brenda  Baumann,  a resident 
in  family  practice  at  Harrisburg 
Hospital;  Jerry  Hedges,  a resident 
in  emergency  medicine  at  the 
Medical  College  of  Pennsylvania; 
Patrick  Jonas,  a family  practice 


resident  at  Hershey  Medical 
Center;  Robert  Snyder,  internal 
medicine  resident  at  Geisinger; 
and  Alan  Sooho,  a psychiatry  resi- 
dent at  the  Hospital  of  the  Univer- 
sity of  Pennsylvania. 


Dr.  Patterson  heads  Dauphin  Medical  Society 

clinical  professor  in  surgery  at  the 
Pennsylvania  State  University 
College  of  Medicine. 

He  is  a past  chairman  of  the 
councils  on  interprofessional  and 
public  relations  and  the  council  on 
financing  medical  care  of  the  local 
medical  society  and  a member  of 
its  finance  committee  and  board  of 
governors. 

A fellow  of  the  American  Col- 
lege of  Surgeons  and  former  chief 
of  surgery  at  Clark  Air  Force  Base 
in  the  Phillipines  and  Scott  AFB 
Hospital  in  Illinois,  Patterson 
served  as  a past  president  of  the 
Ravdin-Rhoads  Surgical  Society. 
He  has  been  certified  by  the  Amer- 
ican Board  of  Surgery  and  the 
American  Board  of  Thoracic 
Surgery. 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Tbday,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  o'verhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days’  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $32,000  or  more  a 
year,  depending  on  your  experience. 

For  more  information,  contact: 

Anthony  Twardziak 
P.O.  Box  946-Federal  Building 
Harrisburg,  PA  17108 
(717)  782-3985 


The  Dauphin  County  Medical 
Society  has  installed  a new  presi- 
dent. 

Lewis  T.  Patterson,  MD,  will 
lead  the  society  in  1979.  He  is  di- 
rector of  the  surgery  department 
at  Polyclinic  Medical  Center  and 
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Administrator  for  arbitration  panels  calls  for  changes 


The  number  of  claims  filed  in 
the  Office  of  Medical  Malpractice 
Arbitration  has  jumped  dramat- 
ically in  the  past  year,  and  the  new 
administrator  of  the  office’s  arbi- 
tration panels  has  cited  an  "urgent 
need”  to  institute  changes  to  avoid 
unnecessary  delay  in  settlements. 

The  number  of  claims  filed  in  a 
recent  10- month  period  was  more 
than  twice  the  number  filed  since 
the  panel  was  created,  according 
to  Arthur  S.  Frankston,  adminis- 
trator for  the  arbitration  panels 
for  health  care.  In  the  third  annual 
report  to  the  governor,  Frankston 
stated  that  969  claims  were  filed 
from  January  1,  1978  to  October 
31, 1978,  compared  to  a total  of  470 
filed  in  1976  and  1977,  the  first 
two  years  of  operation  of  the  medi- 
cal malpractice  arbitration  sys- 
tem. Of  the  1,439  total  claims  filed 
until  October  31,  1978,  more  than 
two-thirds  were  filed  after 
January  1,  1978. 

In  an  attempt  to  eliminate  the 
bottleneck  he  sees  developing  in 
the  arbitration  system,  Frank- 
ston, who  succeeded  Paul  Abrams 
last  summer,  has  suggested  sev- 
eral changes  in  his  report  to  the 
governor. 

Reduce  the  panel 

According  to  the  administrator, 
".  . . the  panel  selection  process 
can  unduly  delay  an  arbitration 
hearing.”  He  asked  that  Act  111, 
which  created  the  arbitration 
panel,  be  amended  to  reduce  the 
number  of  arbitrators  on  a panel 
from  seven  to  three  and  to  autho- 
rize the  administrator  to  appoint 
these  three  members.  One  arbi- 
trator would  be  a health  care  pro- 
vider, one  an  attorney,  and  the 
third  a lay  person,  according  to 
categories  already  being  utilized. 

Frankston  also  called  for  an  end 
to  a party’s  right  to  strike  names 
from  a candidates  list  circulated 


when  a panel  is  needed,  though 
the  administrator’s  appointments 
would  continue  to  be  subject  to 
challenge  for  cause. 

Currently  when  a panel  is 
needed,  the  administrator  selects 
five  panel  candidates  in  each  of  the 
three  categories  listed  above.  Each 
party  involved  may  strike  per- 
emptorily two  names  from  each 
of  the  lists  submitted  and  may  in- 
dicate an  order  of  preference  for 
the  names  remaining.  Frankston 
said  in  one  of  two  hearings  re- 
cently completed,  selection  of  the 
seven  panel  members  took  10 
months. 

Enforce  six-month  limit 

The  key  to  success  of  the  arbi- 
tration system  is  to  eliminate 
claims  before  they  reach  the  hear- 
ing stage,  Frankston  noted.  For 
this  purpose,  the  mandatory  con- 
ciliation conference  feature  was 
built  into  the  system.  These  con- 
ferences bring  together  the  parties 
for  settlement  negotiations  con- 
ducted by  the  administrator  or  his 
deputy  six  months  after  the  com- 
plaint is  filed.  Rules  require  that 
all  discovery  is  to  be  completed  by 
that  time  so  that  the  parties  can 
evaluate  the  strength  or  weakness 

PMSLIC  names  director 

Ronald  M.  Bachman,  New 
Cumberland,  who  has  been  di- 
rector of  the  State  Society’s  council 
on  economic  affairs  for  the  past 
four  years,  left  his  post  in  January 
to  join  the  Pennsylvania  Medical 
Society  Liability  Insurance  Co., 
(PMSLIC).  He  is  director  of  the 
company’s  marketing  and  profes- 
sional affairs. 

Bachman  was  an  insurance 
claim  adjustor  with  Nationwide 
Insurance  Co.  for  six  years,  and 
then  joined  the  PMS  in  1969  as  a 
staff  assistant. 


of  a claim.  However,  this  feature  is 
not  working. 

"Experience  has  shown  that 
most  mandatory  conciliation  con- 
ferences are  not  held  within  the 
six-month  period  specified  by  our 
rules,”  Frankston  said.  Since  most 
medical  malpractice  claims  are 
complex  and  may  involve  large 
monetary  damages,  counsel  often 
are  reluctant  to  waive  any  of  the 
rights  given  them  by  the  Pennsyl- 
vania Rules  of  Civil  Procedure,” 
he  said. 

As  a result,  Frankston  re- 
quested that  the  six-month  limita- 
tion be  enforced  by  amending  Act 
1 1 1 to  permit  the  administrator  to 
adopt  rules  which  are  not  consis- 
tent with  the  state  civil  procedure 
rules. 

To  meet  the  growing  workload, 
the  Office  of  Medical  Malpractice 
Arbitration  has  expanded  its  staff. 
Two  attorneys  have  been  hired  as 
deputy  administrators  to  conduct 
the  mandatory  conciliation  con- 
ferences. They  will  be  based  in 
Philadelphia  and  will  conduct 
conferences  in  counties  in  the 
southeastern  part  of  the  state, 
where  66  percent  of  the  claims 
have  been  filed. 

Constitutional  query  raised 

Frankston  noted  that  Act  111 
"passed  constitutional  muster”  on 
November  1,  1978  on  the  premise 
that  it  was  too  early  to  hold  the 
arbitration  system  unconstitu- 
tional because  of  delay.  However, 
he  said  another  challenge  to  the 
act’s  constitutionality  has  been 
raised  by  a plaintiff  seeking  to 
have  a claim  transferred  from  the 
arbitration  panel  to  a court  of 
common  pleas.  This  plaintiff 
claims  a delay  in  panel  selection  is 
a denial  of  her  constitutional 
rights.  This  case  will  be  scheduled 
for  argument  in  the  near  future, 
Frankston  said. 
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Second  opinion  program  attracts  5,000  doctors 


More  than  5,000  Pennsylvania 
doctors  have  agreed  to  participate 
in  the  U.  S.  Department  of  Health, 
Education  and  Welfare’s  (HEW) 
second  opinion  program  for  Medi- 
care, Medicaid,  and  the  private 
sector,  and  responses  continue  to 
come  in. 

Reporting  on  the  second  opinion 
program  which  began  in  Sep- 
tember 1978,  Robert  B.  Edmiston, 
MD,  Pennsylvania  Blue  Shield 
executive  vice  president,  profes- 
sional affairs,  said,  "Cooperation 
by  doctors  in  the  project  has  been 
excellent  under  the  Medicare  and 
Medicaid  programs  and  for  the 
private  sector.” 

The  consultation  program 
stresses  the  value  of  patient- 
initiated  second  opinions  and  is 
designed  to  help  reduce  unneces- 
sary surgery  and  to  assist  people 
in  making  more  intelligent  deci- 
sions about  their  medical  care. 

"Pennsylvania  Blue  Shield  has 
a dual  role  in  the  current  HEW 
program,”  Dr.  Edmiston  said. 

"We  have  developed  a list  of  vol- 
untary consultants.  We  also  have 
established  a telephone  referral 
center  for  patients  to  call  (800- 
382-1274)  to  obtain  names  of  doc- 
tors in  their  area  to  whom  they  can 
go  for  second  opinions,”  he  said. 

Doctors  representing  some  37 
medical  and  surgical  specialities 
have  agreed  to  be  consultants.  Al- 

Honored  at  the  recent  installation  of  offi- 
cers of  the  Hazleton  branch  of  the  Luzerne 
County  Medical  Society  was  Victor  F. 
Greco,  MD,  second  from  right,  incoming 
president.  Dr.  Greco  succeeds  Gerald  L. 
Andriole,  MD,  second  from  left.  Dr.  An- 
driole is  from  the  1 2th  Councilor  District  of 
the  State  Society.  Others  from  left  are 
John  B.  Lovette,  MD,  president  of  the 
State  Society;  George  E.  Hudock,  Jr.,  MD, 
of  Wilkes-Barre,  president  of  the  Luzerne 
County  Medical  Society,  who  was  install- 
ing officer;  and  Mrs.  John  Schade  of  the 
Hazleton  Branch  Medical  Auxiliary,  who 
was  chairman  of  the  event.  Other  officers 
installed  with  Dr.  Greco  were  Hans 
Koenig,  MD,  vice  president,  and  Robert  L. 
Gunderson,  MD,  secretary-treasurer. 
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though  anyone  can  call  the  refer- 
ral service  for  names  of  doctors, 
the  HEW  project  pays  for  consul- 
tations and  necessary  diagnostic 
tests  for  Medicare  beneficiaries 
and  Medicaid  recipients  only. 
Payments  will  be  based  on  the 
Medicare  reasonable  charge  and 


the  Commonwealth’s  fee  schedule 
for  Medicaid  recipients. 

If  patients  in  the  private  sector 
have  coverage  through  their  own 
insurance,  any  payments  will  be 
made  by  and  based  on  the  terms  of 
their  respective  private  insurance 
plan. 


High  court  rules  in  psychiatric  records  case 


Pennsylvania’s  high  court  has 
ruled  in  what  may  be  a precedent- 
setting case  regarding  an  individ- 
ual’s right  of  privacy. 

In  a recent  decision,  the  state 
Supreme  Court  has  ruled  that  a 
psychiatrist  need  not  turn  over  pa- 
tient information  to  a lower  court. 

Loren  Roth,  MD,  associate  pro- 
fessor of  psychiatry  at  the  Univer- 
sity of  Pittsburgh  and  director  of  a 
law  and  psychiatry  program  at  the 
Western  Psychiatric  Institute  and 
Clinic,  had  been  held  in  contempt 
for  refusing  to  turn  over  records  to 
Common  Pleas  Judge  Patrick  R. 
Tamilia.  (PENNSYLVANIA  MEDI- 
CINE, October  1977.) 

The  contempt  citation  grew 
from  a custody  case  involving  a 
13-year-old  boy,  who  had  escaped 
from  a detention  facility,  and 
whose  mother  wanted  him  placed 
in  her  custody. 

A court  psychiatrist  determined 
that  the  boy’s  problems  were  re- 
lated partially  to  an  alcoholic 
mother.  The  juvenile  court  staff 


learned  that  the  mother  had  re- 
ceived psychiatric  treatment  and 
the  court  psychiatrist  recom- 
mended the  judge  obtain  the 
mother’s  hospital  records.  She  re- 
fused to  consent  and  the  clinic  re- 
fused to  release  the  records. 

The  lower  court  issued  a sub- 
poena directing  that  the  records  be 
produced.  Dr.  Roth  appealed, 
claiming  that  the  psychiatric 
records  were  privileged  from  judi- 
cial disclosure  and  that  the  pa- 
tient’s constitutional  right  of  pri- 
vacy prevents  disclosure  of  infor- 
mation gained  within  the  confines 
of  the  physician-patient  relation- 
ship. 

Commenting  on  Dr.  Roth’s  right 
to  refuse  to  turn  over  the  records, 
the  Supreme  Court  said:  "We  con- 
cluded that  the  physician- 
privilege  statute  does  not  prohibit 
disclosure  of  the  records  in  this 
case,  but  that  their  disclosure  is 
barred  by  the  patient’s  constitu- 
tionally protected  right  of  pri- 
vacy.” 


Student  nutrition  group  offers 
preventive  medicine  course 


Edward  B.  Schwenk 
Richard  Sobel 
Richard  Tepper 

Preventive  medicine  recently  has 
attracted  attention  as  an  area  of 
untapped  clinical  potential.  The  lead- 
ing causes  of  mortality  and  mor- 
bidity— diseases  of  the  cardiovascular 
and  cerebrovascular  systems,  cancers 
of  the  lung,  colon  and  breast — 
often  resist  medical  treatment.  Recent 
medical  advances  make  it  possible  to 
delay  or  avoid  the  onset  of  these 
chronic  illnesses,  in  some  cases.  Still, 
it  seems  prevention  remains  an  area  of 
unrealized  medical  promise. 

Continuing  education  course 

Though  gains  in  nutrition  and  other 
areas  will  require  the  cooperation  of 
all  people,  the  burden  of  leadership 
rests  on  physicians.  Students  at  the 
Milton  S.  Hershey  Medical  Center 
have  taken  the  initiative  to  handle  the 
burden.  The  student  nutrition  com- 
mittee of  the  American  Medical  Stu- 
dents’ Association,  and  the  student 
segment  of  the  South  Central  Penn- 
sylvania chapter  of  the  American 
Heart  Association  will  offer  an  accred- 
ited continuing  education  course  in 
preventive  medicine  on  March  31  and 
have  undertaken  a demonstration 
project  in  public  education. 

The  course  will  be  suitable  for 
physicians  as  well  as  medical  students 
since  the  formulation  of  realistic  plans 
in  the  field  of  preventive  medicine  re- 
quires a substantive  academic  prep- 
aration. It  is  presented  in  conjunction 
with  the  departments  of  medicine,  pa- 
thology and  pediatrics  at  Hershey. 

Course  begins  with  review 

A review  of  mortality  and  morbidity 
will  open  the  course  and  justify  the 
choice  of  discussion  topics  to  follow. 

The  morning  sessions  will  explore 
the  pathogenesis  of  atherosclerosis 
and  diseases  of  the  gastrointestinal 
tract,  emphasizing  poor  nutrition  as  a 
source  of  extrinsic  pathogens  present 
in  all  these  diseases.  Because  breast 


feeding  protects  the  new  bom  against 
common  diseases  of  infancy,  the  sec- 
tion on  nutrition  will  include  an  ex- 
planation of  the  prophylactic  effects  of 
this  process. 

The  afternoon  is  devoted  to  the  sub- 
ject of  cigarette  smoking.  A considera- 
tion of  the  relationship  between  to- 
bacco and  perinatal  mortality  will  il- 
lustrate one  of  the  several  established 
links  between  tobacco  use  and  disease. 
Often  regarded  by  physicians  as  the 
most  intractable  problem  in  public 
health,  tobacco  addiction  is  the  subject 
of  a study  in  pharmacology  and  psy- 
chology. Smoking  epitomizes  the 
manner  in  which  factors  not  directly 
related  to  the  pathogenesis  of  a disease 
can  thwart  efforts  in  prevention. 

Project  spreads  knowledge 

Teaching  physicians  and  medical 
students  about  prevention  is  only  a 
foundation  upon  which  to  build  effec- 
tive medical  programs.  Hoping  to  spur 
innovations  in  the  delivery  of  preven- 
tive care,  the  student  nutrition  com- 
mittee has  begun  a project  to  aid  in  the 
prevention  of  atherosclerosis.  Pairs  of 
students  visit  hospitals,  service  organ- 
izations, and  churches  to  discuss  the 
role  of  hypertension,  smoking,  and 
nutrition  in  the  development  of  car- 
diovascular and  cerebrovascular  dis- 
eases. Families  and  individuals  espe- 
cially are  encouraged  to  consider  the 
American  Heart  Association’s  rec- 
ommendations on  nutrition  in  the 
planning  of  meals. 

With  the  creation  of  a demonstra- 
tion project  which  reaches  into  com- 
munities served  by  the  Hershey  Medi- 


The  authors  are  medical  students  in  the 
class  of  1981  at  the  Milton  S.  Hershey 
Medical  Center  and  founders  of  the 
student  nutrition  committee  of  the 
American  Medical  Students'  Associa- 
tion and  the  American  Heart  Associa- 
tion. 
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cal  Center,  nutrition  information  is 
spreading  slowly  among  the  populace. 
As  a network  of  ties  is  established  be- 
tween community  organizations  and 
the  student  nutrition  committee,  pub- 
lic health  information  will  reach  many 
organizations.  The  induction  of  new 
students  into  the  committee  ensures 
the  continuity  of  the  project. 

In  preparation  for  the  talk  on 
atherosclerosis,  novices  view  a vid- 
eotaped presentation  by  Robert  Zelis, 
MD,  read  selected  papers,  and  accom- 
pany experienced  members  to  meet- 
ings before  speaking  on  their  own.  The 
South  Central  Pennsylvania  chapter 
of  the  American  Heart  Association  is 
scheduling  engagements,  with  similar 
arrangements  possible  for  other 
topics.  The  project  gradually  is  earn- 
ing a respected  place  in  the  commun- 
ity. 

Prevention  and  the  future 

The  original  impetus  behind  the 
work  of  the  student  nutrition  commit- 
tee was  to  reduce  mortality  and  mor- 
bidity in  areas  currently  beyond  the 
reach  of  the  medical  profession.  In 
addition,  prevention  also  evinces  a 
subtle  but  equally  significant  poten- 
tial to  meet  current  challenges  in  the 
provision  of  services.  The  preservation 
of  professional  autonomy  depends  on 
the  ability  of  those  in  the  medical  field 
to  improve  the  effectiveness  of  care 
while  containing  costs,  and  to  retain 
the  high  esteem  which  the  profession, 
though  not  the  individual  physician, 
seems  in  danger  of  losing. 

With  rising  costs  come  pressures  to 
limit  the  resources  available  to  the 
medical  community,  thereby  slowing 
the  application  of  more  sophisticated 
techniques.  Prevention  potentially 
reduces  costs  by  acknowledging  the 
difficulty  of  replacing  necrotic  regions 
of  myocardium  or  cerebrum  and  extir- 
pating the  metasteses  associated  with 
cancers  of  the  colon.  Working  in  the 
community,  physicians,  students,  and 
other  medical  personnel  should  im- 
plement fruitful  yet  inexpensive  pro- 
grams. By  complementing  traditional 
forms  of  care,  prevention  aids  the  pro- 
fession in  meeting  the  financial  con- 
straints which  lie  ahead  while  improv- 
ing the  quality  of  services. 

Granting  prevention  a recognized 
place  within  medicine  enhances  the 
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profession’s  relationship  with  those 
outside  the  field.  As  an  attempt  to 
grapple  with  the  issue  of  cost,  the  prac- 
tice of  prevention  demonstrates  the 
inherent  resilience  and  adaptability  of 
the  profession.  The  independent  de- 
velopment of  bold  new  strategies 
earns  respect  for  the  medical  field. 
When  physicians  speak  in  public  they 
forcefully  remind  others  of  the  physi- 
cian’s membership  in  the  community 
at  a time  when  medicine  is  chastized 
for  its  remoteness  and  isolation.  This 
willingness  to  discuss  matters  of 
health  and  illness  with  people  who  are 


not  patients  shows  the  sincerity  of  the 
physician’s  concern  for  the  welfare  of 
those  he  serves. 

The  student  nutrition  committee 
has  undertaken  its  programs  in  public 
and  professional  education  in  the  be- 
lief that  preventive  care  must  become 
an  integral  part  of  medical  practice. 
Student  initiative  in  this  area  of  medi- 
cine is  both  an  invitation  and  a chal- 
lenge to  the  profession,  because  it  of- 
fers new  hope  in  trying  times  and  be- 
cause students  are  assuming  a role 
that  for  them  is  new — that  of  lead- 
ership. 


Preventive  Medicine:  A Focus  on 
Smoking  and  Nutrition 
Hershey  Medical  Center 
March  31,  1979  — 9-4p.m. 

Open  to  physicians,  medical  students  and  others. 

The  Student  Nutrition  Committee  of  the  American  Medical 
Students'  Association  and  the  American  Heart  Association  is 
offering  an  accredited  course  in  preventive  medicine.  Speak- 
ers and  their  topics  in  the  order  of  presentation  include: 
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Registration  and  Coffee  8:30  a m 


Edward  B Schwenk 
Class  of  1981 

Robert  Zelis,  MD 
Chief  of  Cardiology, 
Department  of  Medicine 

Graham  H Jeffries,  MD 
Chairman, 

Department  of  Medicine 

Johanna  G Moskowitz,  MD 
Instructor, 

Department  of  Pediatrics 

Richard  A Naeye,  MD 
Chairman, 

Department  of  Pathology 

Lynn  Koslowski,  PhD 
Co-author  of  Surgeon 
General's  Report 
on  Cigarette  Smoking, 
Spring  1979 

Panel  Discussion 
Students  and  Faculty 


Introduction:  The  Work  of  the 
Student  Nutrition  Committee 

Atherosclerosis  and  its 
Prevention 


The  Role  of  Diet  in 
Gastro-intestinal  Diseases 


Infant  Nutrition: 

Breast  vs.  Bottle-feeding 


Cigarette  Smoking 

and  Perinatal  Mortality 


Pharmacology  and  Behavioral 
Psychology  of  Tobacco  Use 


The  Implementation  of 
Programs  in  Prevention 


Fee  is  $30  for  physicians  and  other  professionals.  Local  AMSA 
chapters  will  handle  financial  arrangements  for  students 
Lunch  is  included. 


Approved  and  organized  by  the  Department  of  Continuing 
Education,  this  course  will  award  6 hours  of  Category  1 Credit 
For  information  and  registration,  contact  Ms  Johny  van 
Nieuwkerk,  Continuing  Medical  Education,  The  Milton  S Her- 
shey Medical  Center,  Hershey,  Pennsylvania,  17033: 
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COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


V 


°r  GRADUAL 


LIP 


NICIN 


RAL  VASODILATOR 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide  . 75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500, 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (H-l)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch 
ing  and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 


( BRQ1V1.-B  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 

Write  for  Literature  and  Samples 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a 


hicjL  mcid  of  distinction 


Since  1899 


u f,  P tuy t* v 1*1  a j&cjac&fcwty 

Professional  Protection  Exclusively  since  1899 

EASTERN  PENNSYLVANIA  OFFICE 

L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  E.  P.  Ziembo,  R.  J.  Nolan,  Jr.,  and  W.  J.  Carey,  Representatives 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting  19462  Telephone  (215)  825-6800 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  D.  C.  Hoffman  and  R G.  Stewart,  Representatives 
Anderson  Professional  Building,  1701  McFarland  Road,  Pittsburgh  15216  Telephone  (412)  531-4226 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Niciri 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  . . . 100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . . . 

( tup  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 
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Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the 
supervision  of  ten  physiatrists.  Three  year  pro- 
gram and  integrated  internship  residency  with 
opportunity  for  research  and  pursuit  of  special 
interests  both  in  medical  school  and  private 
hospital  settings.  One  year’s  credit  for  four 
years  of  general  practice  experience  or  train- 
ing in  anotherspecialty.  Stipendsfrom  $13,300 
to  $15,200  depending  on  qualifications.  We 
will  pay  for  visits  in  selected  cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


PHILADELPHIA  G.  I.  GROUP 

Presents 

“COMMON  G.  I.  PROBLEMS 
EMPHASIZING  MANAGEMENT” 

February  24,  1979 
MARRIOTT  MOTOR  HOTEL 

City  Line  Ave.,  at  Monument  Rd.,  Philadelphia,  Pa. 

9:00  a.m.  - 5:00  p.m. 

Registration:  8:30  a.m. 

PANELS 

FUNCTIONAL  G.  I.  DISEASE 

Moderator:  Stanley  H.  Lorber,  MD 

Ian  S.E.  Gibbons,  MD  Julian  Katz,  MD 

Franz  Goldstein,  MD  William  J.  Snape,  MD 

ESOPHAGITIS , DYSPHAGIA  AND  CHEST  PAIN 

Moderator:  Sidney  Cohen,  MD 

Harris  R.  Clearfield,  MD  Barbara  B.  Frank,  MD 

Robert  S.  Fisher,  MD  Walter  Rubin,  MD 

LIVER  TOPICS 

Moderator:  O.D.  Kowlessar,  MD 

Martin  Black,  MD  John  R.  Senior,  MD 

William  H.  Lipshutz,  MD  Bruce  W.  Trotman,  MD 

G.  /.  BLEEDING 
Moderator:  Julius  J.  Deren,  MD 

Marvin  Derezin,  MD  Stephen  D.  Ward,  MD 

Vincente  P.  Dinoso,  Jr.,  MD  Paul  B.  Weisberg,  MD 

American  Academy  of  Family  Physicians  6 hours 

Pennsylvania  Academy  of  Family  Physicians  6 hours 

AMA  Physicians’  Recognition  Award-Category  I 6 hours 
American  College  of  General  Practitioners 

in  Osteopathic  Medicine  and  Surgery-Class  II  6 hours 

Registration  $45  Physicians  in  Training  $10 

Luncheon  and  Syllabus  Included 

Mail  Check  Payable  to  “Philadelphia  G.  I.  Group”  to: 

Norman  N.  Cohen,  MD 
Program  Chairman 
Mercy  Catholic  Medical  Center 
Darby,  Pennsylvania  19023 


Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2 5 mg  clidmium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contraindications:  Glaucoma;  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Br, 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCl)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCl  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  ad|ustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances 
Also  encountered  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  mfre-  ; 
quent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  > 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function  i 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  J 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo-  ] 
lytics  and/or  low  residue  diets. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
l and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimotility 

Librax  is  unique  among  G.I.  medications 
in  providing  the  specific  antianxiety  action  of 
LIBRIl  IM  (chlordiazepoxide  HC1)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 
QllARZAN  (clidinium  Br)  foradjunctive  therapy 
of  irritable  bowel  syndrome. 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page 
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The  evidence  of  experience 


IBPg 

Iff 

i 

Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6 ,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 1978  The  Upjohn  Company 


Motrin  _ 

ibuprofen,  Upjohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 

Motrin  400  'fra 

ibuprofen,Upphn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Ffeptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain* 
heartburn  , diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 


Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 


Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 


Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 


How  Supplied 

Motrin  Tablets.  300  mg  (white) 
Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 
Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


Caution:  Federal  law  prohibits  dispensing  without  prescription. 


Thirteenth  Annual  Main  Line  Conference 
“CURRENT  CONCEPTS  IN  MEDICINE 
FOR  THE  PRACTICING  PHYSICIAN” 

Thursday,  Friday  and  Saturday 
May,  3,  4 and  5,  1979 
VALLEY  FORGE  HILTON 
KING  OF  PRUSSIA,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 

PROGRAM  INCLUDES: 

• Infections  • Diabetes 

• Drowning  • Surgery 

• Hypertension  • Therapy  of  Cardiac  Arrythmias 

GUEST  SPEAKERS  INCLUDE: 

• T.  S.  Danowski,  M.D.  • Joseph  J.  Rupp,  M.D. 
University  of  Pittsburgh  Jefferson  Medical  College 

• Simon  Stertzer,  M.D.  • Lawrence  R.  Krakoff,  M.D. 

Lenox  Hill  Hospital  Mt.  Sinai 

Approved  for  20  hours  of  Prescribed  AAFP  PMS,  AMA 
Category  I CME  Credit  AOA  and  ACGPOMS  approved 
Fee:  $135.00  (includes  3 luncheons,  cocktails  and  dinner) 

FOR  INFORMATION  WRITE: 

Harold  J Robinson,  M.D. 

Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 


Hahnemann  Medical  College  and  Hospital 
Department  of  Surgery 


Announces 

A Symposium  On 

Surgery  of  the  Alimentary  Tract 
March  28,  29,  30,  1979 


For  Program  Details  Write: 

Teruo  Matsumoto,  M.D.,  Ph  D , F.A.C.S. 

Professor  and  Chairman 

Department  of  Surgery 

Hahnemann  Medical  College  and  Hospital 

230  North  Broad  Street 

Philadelphia,  Pennsylvania  19102 


The  Symposium  is  Approved  for  19  Hours  Category  One  Credit 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


It  makes  sense  to  use 
the  PMS  Credit  Union. 

Whether  it’s  a skiing  trip  to  Vermont,  paying  college  tuition, 
or  meeting  tax  bills,  the  PMS  Credit  Union  works  for  you. 


Get  a loan  up  to  $2,500  with  your  signature  only.  No  Collateral! 


Larger  loans  for  cars,  furniture,  and  more  are  also  available. 


PMS  Credit  Union 
membership  is 
open  to  all  PMS 
members,  their 
families, 
employes, 
and  employes’ 
families. 


PENNSYLVANIA  MEDICAL  SOCIETY  CREDIT  UNION 

20  Erford  Rd.,  Lemoyne,  PA  17043  Phone  (717)  763-7151 


Yes,  I am  interested  in  PMS  Credit  Union  loans  and  membership.  Please  send  me  more 
information  today. 

I know other  persons  who  also  want  information  about  the  PMS  Credit  Union. 


NAME:  _ 
ADDRESS: 
CITY:  


PHONE:  ( ) 

area  code 

_ STATE:  ZIP: 


new  members 


ADAMS  COUNTY: 

Frederick  V Lorenzo,  MD.  General  Surgery.  453  S Washington,  Gettysburg  17325 

BEAVER  COUNTY: 

Joel  I Cossrow,  MD,  Radiology,  71  Bridge  St..  Rm  109,  Bridgewater  15009 
Ronald  G Kludo,  DO.  Family  Practice.  926-8th  Ave  . Beaver  Falls  15010 
Jehoon  Ko.  MD,  Radiology.  71  Bridge  St.,  W Bridgewater  15009 
Joseph  P Rudolph.  MD,  Family  Practice,  MCBC  Rochester  Unit,  Rochester  15074 

BERKS  COUNTY: 

Lawrence  A Brzozowski.  MD.  Neurology.  4808  Club  Dr  , Exeter  19606 
Evelyn  R Flores,  MD.  Neurology,  4808  Club  Dr . Exeter  19606 
Martin  A Jacobson,  MD,  Internal  Medicine.  855  N Park  Rd  , 1-101,  Wyomissing 
19610 

Craig  H Johnson,  MD,  Neurological  Surgery,  24  Eagle  Ln  Fly  Hills,  Reading  19607 
William  A.  Zapata.  MD,  Internal  Medicine,  6 Alicia  Circle,  Reading  19608 

BUCKS  COUNTY: 

John  P Moyer.  MD.  Internal  Medicine,  723  Lawn  Ave  , Sellersville  18960 
Kamthorn  Phaosawasdi,  MD,  Internal  Medicine,  3600  Sheaff  Ln.,  Apt  608, 
Philadelphia  19145 

Frank  A Welsch.  MD,  Internal  Medicine,  Court  & Clinton  Sts.,  Doylestown  18901 

CHESTER  COUNTY: 

John  H Benner,  IV,  MD.  Orthopedic  Surgery.  510  N Walnut  St..  Chester  19380 
Richard  J.  Clayton.  MD.  Internal  Medicine,  8 Mary  Fran  Dr , Smthfld  Apt  . West 
Chester  19380 

CRAWFORD  COUNTY: 

Luther  R.  Zehner.  MD.  General  Surgery.  875  Dimond  Park,  Meadville  16335 


LUZERNE  COUNTY: 

Robert  L Brown.  MD,  Internal  Medicine,  534  Wyoming  Ave  , Kingston  18704 
Demetragelos  Christoforates,  MD,  Anesthesiology.  Hazleton  State  Gen  Hosp  , 
Hazleton  18201 

Oscar  A Peguero,  MD,  Thoracic  Surgery.  Hazleton  National  Bank  Bldg  . 415, 
Hazleton  18201 

Farook  K.  Shroff,  MD,  Internal  Medicine,  Med  Arts  Bldg  . Wilkes-Barre  18702 

LYCOMING  COUNTY: 

Stephen  T Kraus,  MD,  Radiology.  1 100  Grampian  Blvd  , Williamsport  1 7701 

MCKEAN  COUNTY: 

Qazi  A Jamil,  MD,  Internal  Medicine.  Ste  22,  Med  Arts  Bldg  . Bradford  16701 

B Schecter,  MD,  General  Surgery.  125  Main  St. . Bradford  16701 

Habib  Tagizadieh,  MD.  Orthopedic  Surgery,  Bradford  Hosp  , Bradford  16701 

MIFFLIN-JUNIATA  COUNTY: 

Betsey  A Eggler.  MD,  Family  Practice,  Lewistown  Hosp  . Lewistown  17044 
Stephen  C Manus.  MD,  Internal  Medicine,  200  Cider  Ln  . Lewistown  17044 

MONROE  COUNTY: 

Hussain  G Malik,  MD,  Otolaryngology,  280  Prospect  St. . East  Stroudsburg  18301 

MONTGOMERY  COUNTY: 

H Joanne  Beyer,  MD,  Internal  Medicine,  Box  80.  Abington  Memorial  Hospital. 
Abington  19001 

Jeffrey  M Bodack,  MD,  Internal  Medicine,  60  E.  Township  Line,  Elkins  Park  19117 
George  E Connerton,  MD.  Pathology,  Apt  1104,  1000  Walnut  St.,  Philadelphia 
19107 

Jeffrey  Cooper,  MO,  Otolaryngology,  Medbrook  Apts.,  Huntingdon  Pike, 
Huntingdon  Valley  19006 


SAVE  WITH  CO-OP  GOWNS! 


More  internists,  family  practi- 
tioners, obstetricians  and 
gynecologists  use  this  dis- 
posable exam  gown  than  any 
other  we  sell.  Buy  a case  and 
see  what  real  value  is. 


Order  now! 

wxw 

mail  Pennsylvania  Medical 
TO:  Cooperative 

20  Erford  Road 
Lemoyne,  PA  1 7043 


Full  length  gown  with 
reversible  front-back 
opening  design.  Soft, 
comfortable,  highly 
absorbent,  opaque  gown 
eliminates  danger  of 
cross  contamination. 
Glued  seams. 

Economy  30"  x 44" 

Front/back  open  White 
1 CASE  (50)/ea.  $1 2.60 

5 or  more 

CASES/ea.  $1 2.00 


/ 


Model  080310 

Yes,  please  send  me  cases 

of  model  no.  080310. 

Before  I order,  I want  a sample  gown. 
Payment  enclosed  Please  bill  me. 


NAME:  

ADDRESS:  

CITY:  STATE: ZIP: 


lyazide 

capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
terene)  and  25  mg  of  hydrochlorothiazide 

4akes  Sense  in 
lypertension 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDF?.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  liter/day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  flu.as)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently.  both  can  cause  K+  retention  and  elevated 
serum  K+  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one.  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
with  fluorescent  measurement  of  quinidme 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth,  anaphylaxis,  rash,  urticaria 
photosensitivity,  purpura,  other  dermatological  condi- 
tions. nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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Accept 
no  substitute 
for  your  professionol 
judgment 


As  a physician,  you  have  the  rightto 
prescribe  the  drug  which  you  believe 
will  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
cult to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
may  be  required  by  law  to  substitute 
another  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours;  its 
source  is  left  to  the  pharmacist’s  dis- 
cretion. You  will  have  forfeited  your 
right  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
accept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

• You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera 
peutic  performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

• You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative 
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Problem-oriented  approach  to  extended  medical  interview 

Thomas  Wolman,  MD 


A successful  medical  interview 
evolves  happily  for  both  doctor 
and  patient.  There  is  a free  flow  of 
information  and  a sense  of  partnership 
in  which  both  parties  work  to  open 
areas  of  inquiry.  Doctor  and  patient 
have  a sense  of  satisfaction  and  clo- 
sure when  the  interview  ends. 

It  is  especially  discouraging  when 
this  expected  result  does  not  occur.  All 
too  often,  some  disturbance  in  com- 
munication supervenes  early  in  an 
interview,  leading  to  stalemate  and 
shared  frustration.  In  the  extreme 
case,  dialogue  degenerates  into  inter- 
rogation. 

This  paper  will  attempt  to  highlight 
some  problems  in  interviewing  and 
present  strategies  for  re-establishing 
successful  communication  through 
problem  solving.  Standard  history 
taking  and  interview  technique  will 
not  be  reviewed.  We  see  our  remarks 
as  being  applicable  to  any  extended 
medical  interview. 

Data  for  this  project  consisted  in 
part  of  videotapes  of  extended  medical 
interviews  done  by  students  at  Jeffer- 
son Medical  College. 

Communication 

We  hypothesize  that  communica- 
tion and  data  gathering  should  not  be 
considered  as  separate  processes. 
Overcoming  blocks  in  communication 
not  only  enhances  rapport  but  in- 
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creases  knowledge.  As  an  illustration 
consider  the  following  vignette: 

A young  healthy-looking  man  is 
being  interviewed,  with  the  chief 
complaint  that  he  is  bringing  up 
excess  phlegm.  What  is  the 
urgency  of  seeing  a physician  for 
this  now?  Early  on,  the  patient 
says  that  past  x-rays  revealed  "a 
spot  on  the  lung . . . the  tongue  . . . 

I guess  maybe  it  was  my  throat.” 
The  doctor  assumes  it  was  in  the 
throat  and  proceeds  with  the 
interview  which  quickly  shifts  to 
a discussion  of  fatty  tissue  in  the 
patient’s  right  thigh.  Only  later  in 
the  interview  does  it  become  clear 
that  there  was  a spot  on  the  lung 
and  that  tuberculosis  was  sus- 
pected. 

If  the  doctor  in  the  above  case  had 
shifted  away  from  history  taking  and 
instead  focused  attention  on  the  pa- 
tient’s contradictory  ambigious 
statement,  the  outcome  might  have 
been  different.  A critical  piece  of  in- 
formation could  have  been  established 
earlier,  thus  helping  to  direct  further 
inquiry. 

Problems  of  the  opening  phase 

The  opening  phase  of  an  interview  is 
as  critical  as  the  opening  move  of  a 
chess  game.  Communication  problems 
are  most  frequent  in  this  phase,  and 
they  have  the  most  disturbing  effect 
on  the  course  of  the  interview.  The  fol- 
lowing three  problem  areas  represent 
key  difficulties: 

1 .Failure  to  adequately  explore  the 
chief  complaint.  A full  exploration  of 
the  chief  complaint  is  essential  for  the 
proper  development  of  the  interview. 
This  involves  eliciting  details  which 
comprise  a complete  picture  of  the  con- 
text in  which  the  chief  complaint  oc- 
curs. The  most  frequent  error  seen  in 
interviewing  is  a premature  shift  from 
work  on  the  chief  complaint  to  consid- 
eration of  other  topics.  The  following 
vignette  is  illustrative: 

A 25-year-old  man  mentions  anx- 
iety attacks  as  the  chief  com- 
plaint. He  casually  mentions  that 


the  first  attack  occurred  after  his 
girl  friend  of  seven  years  left  him. 

At  this  point  the  interviewer  ab- 
ruptly shifts  to  questions  about 
alcohol  intake,  appetite,  etc.  Fi- 
nally, after  consultation  with  an 
instructor,  the  interviewer  re- 
turns to  the  chief  complaint.  Un- 
expectedly the  patient  now  re- 
ports a second  symptom:  an  au- 
tomobile phobia  which  might 
have  been  missed. 

The  most  devastating  consequence 
of  the  premature  shift  is  the  doctor’s 
feeling  of  disorientation.  This  usually 
occurs  in  the  middle  of  the  interview. 
Without  a full  picture  of  the  chief  com- 
plaint as  a beacon,  the  interviewer 
reaches  a point  where  he  is  insecure 
and  does  not  know  what  to  ask.  At 
this  point  he  may  flounder  and  blindly 
ask  any  question  which  comes  to  mind. 
As  the  above  vignette  shows,  the  best 
remedy  is  to  drop  everything  and  re- 
turn to  the  chief  complaint. 

Perfunctory  work  on  the  chief  com- 
plaint also  may  lead  to  misun- 
derstanding. As  part  of  the  examina- 
tion, we  should  ask  the  patient  to  tell 
us  specificially  how  he  experiences  the 
complaint.  This  often  will  clear  up 
ambiguities.  For  instance,  some  pa- 
tients say  they  are  anxious  when  they 
mean  depressed,  or  paranoid  when 
they  mean  anxious.  This  is  related  to 
the  relaxed  use  of  certain  terms  in 
common  speech.  Other  patients 
present  the  chief  complaint  as  a kind 
of  password  for  initiating  the  inter- 
view when  in  fact  their  reason  for 
being  there  is  entirely  different.*  The 
following  vignette  considers  some  of 
these  difficulties: 

A 25-year-old  woman  begins  the 
interview  by  stating  that,  "I  think 
I have  a death  wish.”  She  then 
begins  to  talk  of  unrelated 
problems  at  work.  We  can  notice 
immediately  the  extreme  am- 
biguity of  the  chief  complaint. 
Does  it  mean  that  the  patient  is 


*In  a small  proportion  of  interviews,  the 
chief  complaint  is  absent  entirely.  In  these 
situations  it  is  doubly  important  to  as- 
certain why  the  patient  wants  to  talk. 
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Communicational 

Style 

Taciturn 

TABLE  1 

Interview  Strategies  Based  on  the  Patient’s  Communicational  Style 

Common  Interviewer  Consequences  of 

Errors  Errors  Sample  Strategy 

Higher  frequency  Limited  data;  a.  Focus  on  patient's 

of  non-stop  questions  experience  of  pulling  teeth  reticence; 

b.  Negotiate  for  mutually 
acceptable  neutral  area. 

Loquacious  with  pressured 
speech 

Passive  stance 

Limited  data;  loss  of 
control  of  interview 

a.  Partial  structuring  of 
interview; 

b.  Bringing  patient  back  to 
areas  glossed  over; 

c.  Confronting  patient,  “1 
can't  get  a word  in  edge- 
wise.” 

Open,  verbal, 
psychologically  minded 

Too  many  yes-no  questions 

Intensity  of  interview  is 
damped 

a.  Ask  open-ended  questions 
and  let  patient  tell  own  story. 

Concrete  (i.e.,  mildly 
organic) 

Open-ended  and  abstract 
questions  asked  (“Tell  me 
about  yourself.'  ) 

Patient  blocks  on  these 
questions  and  interview 
grinds  to  a halt. 

a.  Lead  patient  through 
specific  situations; 

b.  Ask  him  to  role-play  what 
he  and  others  would  say 

in  this  situation. 

Disorganized  (i.e.,  due  to 
psychosis) 

Passive  stance; 
concentrated  attempt  to  get 
coherent  story. 

Limited  data;  loss  of  control 
of  interview;  frustration  of 
interviewer. 

a.  Shortened  interview; 

b.  Deal  with  affect 
expressed; 

c.  Defer  history. 

Intellectual  and  abstract 

Passive  stance;  open-ended, 
general  questions;  failure  to 
concretize  or  personalize 
material. 

Affects  remain  hidden; 
limited  data. 

a.  Ask  more  specific 
questions; 

b.  Comment  on  affects; 

c.  Ask  for  examples; 

d.  Ask  patient  to  personalize 
concepts. 

depressed?  Self-destructive?  Inci- 
dentally, the  form  of  the  chief 
complaint  is  often  a good  clue  to 
the  patient’s  inner  life  and  worthy 
of  exploration  in  itself.  In  this  case 
it  was  perfectly  characteristic  of 
this  patient’s  tendency  to  use  in- 
tellectual abstraction  to  convey 
her  emotional  concerns. 

Ironically,  it  is  the  physician’s  anxi- 
ety about  missing  something  that 
leads  to  the  premature  shift  from  the 
chief  complaint.  We  encourage  inter- 
viewers in  most  situations  to  stay  with 
the  chief  complaint  until  they  com- 
prehend it,  even  if  it  takes  the  entire 
interview.  Whatever  ancillary  data  is 
missing  can  be  easily  obtained  in  a 
second  interview. 

2.  Failure  to  diagnose  the  communi- 
cational  style  of  the  patient.  Many  peo- 
ple have  a rather  fixed  notion  of  the 
role  of  the  interviewer — the  triad  of 


sitting  back  passively,  listening  and 
asking  general  open-ended  questions. 
This  strategy  will  fail  completely  with 
many  types  of  patients.  Early  in  an 
interview  we  must  ask  the  question, 
"How  is  this  patient  communicating 
with  me?”  We  must  conduct  the  inter- 
view on  the  basis  of  what  the  patient 
can  accomplish  and  what  will  be  prac- 
tical to  get  the  interview  moving.  If  we 
discover  that  open-ended  questions 
yield  no  response,  we  must  shift  tac- 
tics. Table  1 is  an  attempt  to  match 
specific  strategies  with  over-all  com- 
munications styles.  Table  2 is  an  at- 
tempt to  deal  with  the  language  style 
of  patients  from  lower  socio-economic 
classes  who  may  not  be  able  or  willing 
to  play  the  language  game  of  the  for- 
mal interview. 

3 .Failure  to  deal  with  disturbances 
in  the  working  alliance.  At  a certain 
point  in  the  opening  phase  it  is  essen- 


tial to  ask,  "Is  this  patient  ready  to 
work  together  with  me?”  In  other 
words,  is  there  a sense  of  communica- 
tional  give-and-take?  If  the  answer  is 
yes,  we  can  proceed  to  the  body  of  the 
interview.  If  the  answer  is  no,  some- 
thing must  be  done  if  the  interview  is 
not  to  become  a one-sided  no- 
information affair. 

Usually  the  reason  for  a shaky 
working  alliance  is  anxiety  or  anger 
on  the  part  of  the  patient  as  the  follow- 
ing vignette  will  illustrate: 

A young  woman  says  her  chief 
complaint  is  intense  fear  of  peo- 
ple, especially  those  she  first 
meets.  At  this  point  the  inter- 
viewer must  assume  that  such 
anxiety  is  occurring  then  and 
there.  If  he  simply  proceeds  with 
the  questioning,  he  will  be  faced 
by  a frightened,  taciturn  patient. 
He  could  handle  the  problem  by 
inquiring  if  the  patient  is  anxious 


28 


Pennsylvania  Medicine,  February  1979 


now,  and  if  so,  whether  they  can 
talk  about  it.  As  anxiety  de- 
creases, dialogue  continues. 

Problems  of  the  middle  phase 

With  the  successful  completion  of 
the  opening  phase,  an  interviewer 
often  experiences  a smooth,  almost  ef- 
fortless transition  to  the  body  of  the 
interview.  The  problems  encountered 
here  are  not  incapacitating  (as  are  the 
ones  in  the  first  phase).  Rather,  they 
relate  to  the  deepening  of  the  inter- 
view process  and  the  acceleration  of 
data  gathering.  Concentrated  listen- 
ing by  the  doctor  is  important,  both  to 
pick  up  concealed  information  and 
help  select  the  best  track  to  follow.  We 
select  four  problems  for  detailed  dis- 
cussion. 

1.  Deflection  away  from  the  patient’s 
emotional  focus.  If  the  patient  begins 
to  explore  emotionally  laden  areas 
spontaneously,  it  is  best  not  to  inter- 
fere. Consider  the  following  situation: 
A 28-year-old  married  woman 
was  talking  about  her  bad  mar- 
riage and  her  fear  of  going  crazy. 
Later,  with  much  affect,  she 
brought  up  the  subject  of  her 
mother’s  nervous  breakdown.  At 
this  point  the  interviewer  de- 
flected attention  to  the  patient’s 
brother  and  sister.  Allowing  the 
patient  to  discuss  her  mother 
would  have  allowed  for  ventila- 


tion of  feeling,  significant  past 
history  and  greater  comprehen- 
sion, i.e.,  a possible  connection 
with  the  chief  complaint. 
Physicians  frequently  are  con- 
cerned with  making  the  patient  too 
anxious  by  delving  too  deeply.  A help- 
ful guideline  here  is  that  when  the  pa- 
tient mentions  an  emotional  issue,  he 
is  implicitly  telling  us,  "I  am  ready  to 
talk  about  this.”  If  the  doctor  can  lis- 
ten without  shutting  the  door,  the  pa- 
tient may  become  dramatically  less 
anxious. 

2.  Reluctance  to  focus  on  here-and- 
now  behavior.  The  way  a patient  be- 
haves in  the  interview  is  an  immedi- 
ate here-and-now  communication. 
Such  communications  directly  demon- 
strate a message,  much  like  a game  of 
charades.  Directing  attention  to 
here-and-now  behavior  often  will  pro- 
vide critical  information  that  helps  to 
clear  up  gaps  and  inconsistencies  in 
the  patient’s  story.  Consider  the  fol- 
lowing material: 

A young  woman  (referred  to 
above)  was  being  evaluated  for  in- 
tense interpersonal  anxiety.  In 
the  middle  of  the  interview  she 
abruptly  went  from  relative  calm 
to  tears  and  vague  suicidal 
thoughts.  After  allowing  her  to 
compose  herself,  the  interviewer 
continued  his  previous  line  of 
questioning.  Not  following  up  on 


this  affect  shift  left  gaps  in  our 
understanding  of  the  patient. 
What  was  she  expressing  about 
herself  and  what  were  the  diag- 
nostic implications?  Only  further 
evaluation  could  tell. 

Further  examples  of  here-and-now 
behavior  can  be  drawn  from  the  full 
repertoire  of  non-verbal  behavior  dur- 
ing the  interview.  One  patient  played 
with  her  hair  throughout  an  entire 
interview.  This  fact  became  so  obvious 
to  the  patient  that  she  began  to  discuss 
it  spontaneously.  Information  derived 
from  such  behavior  can  act  as  a check 
on  other  information  derived  from 
standard  history  taking.  If  the  pa- 
tient’s actions  contradict  what  he  says, 
we  cannot  take  the  history  at  face 
value  and  must  investigate  further. 

3.  Blindness  to  red  flags.  Occasion- 
ally the  patient  will  say  something  at 
an  interview  that  demands  immediate 
attention.  One  has  no  choice  but  to 
drop  everything  and  to  shift  focus  to 
the  "red  flag”  message.  A common 
example  is  the  patient  who  very  cas- 
ually mentions  in  the  middle  of  an 
interview  his  intention  to  commit 
suicide.  Needless  to  say,  we  do  not  ig- 
nore this,  even  if  the  patient  attempts 
to  make  light  of  it.  Some  red  flags  are 
not  so  easy  to  see,  as  in  the  following 
example: 

In  one  interview  the  patient,  a 
young  woman,  answered  all  ques- 


TABLE  2 

Problems  and  Tactical  Plan  for  Interviewing  a Patient  From 
A Lower  Socioeconomic  Background 


Problem  Tactic 

Patient  may  not  elaborate  on  a general  question,  i.e.,  ‘Tell  a.  Ask  specific  questions.  Lead  patient  through  a “guided  tour'1 
me  about  your  home  life.”  of  his  home  and  family; 


b.  Use  modified  role  play.  Ask  “What  would  your  father  say?” 
and  “What  would  you  then  say?” 

Patient  may  not  take  measures  to  make  sure  the  correct 
message  is  getting  across  to  interviewer 
(metacommunication). 

Repeat  questions.  Clear  up  ambiguous  areas  before 
proceeding. 

Patient  may  not  comment  on  his  subjective  states  or  reflect 
on  his  own  behavior. 

a.  Focus  on  patient  s external  behavior  and  how  he  comes 
across  to  others; 

b.  Arrange  for  videotape  to  be  made  so  the  patient  can  observe 
himself  on  television. 

The  individual  may  not  make  explicit  subtle  aspects  of  his 
social  code  and  what  is  expected  in  certain  situations. 

Ask  patient  to  explain  these  things  to  you  from  the  point  of 
someone  who  is  especially  informed. 

Much  meaning  may  be  expressed  via  non-verbal 
communications,  i.e.,  hand  movements,  intonation,  stress, 
etc. 

Listen  carefully  and  occasionally  make  explicit  what  is  being 
expressed  non-verbally. 
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tions  and  gave  her  history  in  a 
comprehensive  manner.  How- 
ever, there  was  one  sharply  dis- 
cordant note:  a frantic,  desperate, 
angry  tone  pervaded  all  that  she 
said.  This  affect  was  a red  flag. 
The  confirmation  came  only  when 
it  was  ignored  and  the  patient  ex- 
pressed a desire  not  to  return  for 
subsequent  interviews. 

4.  Problems  of  pacing  and  transition 
in  the  interview.  As  previously  men- 
tioned, we  allow  the  pace  of  the  inter- 
view to  be  influenced  by  feedback  from 
the  patient.  As  we  approach  the  pri- 
mary emotional  focus,  we  give  the 
lion’s  share  of  interview  time.  It  can- 
not be  stressed  too  often  that  precon- 
ceived sequences  of  questions  followed 
relentlessly  can  ruin  the  development 
of  the  interview.  Such  lists  lead  to 
abrupt  transitions  which  can  jar  the 
patient  and  close  off  communication. 
A good  interview  should  unfold  or 
open  up.  The  following  vignettes  illus- 
trate the  timing  of  transitions: 

The  patient  with  fear  of  people 
mentions  that  she  fears  people  are 
talking  about  her.  At  this  point 
the  interviewer  smoothly  intro- 
duces a mental  status  exam  in- 
quiring about  auditory  hallucina- 
tions and  other  perceptual  distor- 
tions. 

An  angry  young  woman  feels  she 
is  treated  in  a hostile,  demeaning 
manner.  After  citing  a long  list  of 
abuses,  she  mentions  that  her  fa- 
ther, with  whom  she  previously 
had  been  close,  had  rejected  her 
after  she  had  had  an  abortion.  At 
this  point  the  interviewer  asks 
about  the  father,  opening  up  the 
topic  of  past  family  history. 

In  an  unfolding  interview,  various 
relevant  topics  should  emerge  from 
the  immediate  context,  without  sac- 
rificing completeness. 

Problems  of  the  closing  phase 

In  this  stage  the  physician  faces  the 
challenge  of  consolidating  his  under- 
standing of  the  patient  and  ending  the 
interview  in  a manner  which  is  not 
traumatic  for  the  patient.  Three  as- 
pects of  closing  will  be  merely  touched 


upon  here. 

1.  Untraumatic  termination.  Usu- 
ally the  interviewer  can  establish 
the  working  alliance  for  future  inter- 
views by  outlining  and  defining  a clos- 
ing phase  which  gives  the  patient  time 
to  adjust  to  separation.  We  can  ask  if 
the  patient  has  any  questions  which 
we  have  not  discussed.  Most  impor- 
tantly, we  must  make  some  kind  of 
statement  to  the  patient.  This  state- 
ment may  communicate:  a.  our  partial 
understanding  of  what  is  going  on 
with  the  patient,  b.  our  assurance  that 
we  have  recognized  the  patient’s  dis- 
tress and  will  work  with  him  in  doing 
something  about  it,  and  c.  reassur- 
ance, at  times,  that  the  patient’s 
problem  is  treatable.  This  statement 
often  is  omitted  because  of  anxiety 
generated  by  the  patient’s  urgent 
query,  "What  is  wrong  with  me?”  We 
want  to  emphasize  that  an  exact  an- 
swer is  not  necessary  (especially  since 
we  may  not  know),  but  that  some  re- 
sponse is  required. 

2.  Covert  messages  and  counter 
transference.  It  is  useful  for  the  doctor 
to  ask  himself,  "What  is  this  patient 
implicitly  telling  me?”  or  "What  is  this 
patient  implicitly  appealing  to  me  to 
do?”  A methodical  spelling  out  of  how 
the  interviewer  felt  during  the  inter- 
view may  provide  clues  to  the  covert 
message.  Such  knowledge  may  help 
orient  the  interviewer  in  the  future. 
The  following  example  is  represen- 
tative: 

A 40-year-old  unmarried  school 
teacher  is  worried  that  she  may 
kill  a child.  In  an  embittered  tone 
she  launches  into  a harangue 
against  the  school  and  principal. 
The  theme  is  clearly  summarized 
as  "I  have  broken  my  back,  and 
look  what  they  have  done  for  me.” 
Consequently  the  appeal  to  the 
interviewer  is  "Look  at  all  I have 
been  through;  please  give  me 
some  sympathy.”  If  the  doctor  has 
not  articulated  this  message  in 
his  mind,  he  may  simply  experi- 
ence a counter  transference  reac- 
tion of  feeling  sorry  for  the  pa- 
tient. If  he  is  not  aware  of  this 
reaction,  he  may  act  on  it,  perhaps 
giving  the  patient  excessive  reas- 
surance. This  in  turn  may  yield  a 
distorted  picture  of  the  patient  in 
subsequent  interviews. 


Conclusions  and  a note 


This  approach  to  the  extended  medi- 
cal interview  was  shaped  by  the  prac- 
tical necessities  of  teaching  medical 
students  interviewing  skills.  Instead 
of  telling  doctors  to  do  A,  B,  and  C,  we 
have  found  it  most  useful  to  define 
technique  negatively.  One  begins,  and 
then  somewhere  along  the  line  a 
problem  occurs  which  impedes  prog- 
ress. We  teach  a technique  which  iden- 
tifies problems  at  whatever  phase  they 
occur  and  goes  on  to  formulate 
strategies  for  their  resolution.  Inci- 
dentally, not  much  has  been  said  pos- 
itively about  the  interviewer’s  collec- 
tion of  interventions. 

Since  this  would  comprise  a paper  in 
itself,  we  would  only  note  the  follow- 
ing: In  line  with  what  has  been  said,  it 
is  critical  that  the  interviewer  not  fall 
into  the  rut  in  which  questions  are  his 
only  form  of  intervention.  This  only 
will  tend  to  close  up  the  interview, 
yielding  only  literal  answers  to  the 
questions.  The  range  of  possible  alter- 
natives to  questions  is  really  as  large 
as  that  in  ordinary  animated  conver- 
sation. It  includes  everything  from 
exclamations  to  requests,  comments 
and  interpretations. 

The  problem-oriented  approach 
pre-supposes  several  general  rules.  It 
stresses  the  ordering  of  priorities  in 
the  interview  by  accomplishing  the 
most  pressing  tasks  first.  A corollary 
to  this  could  be  called  Sutton’s  law  of 
the  interview:  Always  deal  with  the 
patient’s  primary  emotional  focus  first 
(go  where  the  money  is).  Also,  a cer- 
tain mental  flexibility  is  required  in 
order  for  the  interviewer  to  be  ready  to 
change  track  frequently.  Finally,  and 
most  importantly,  one  must  be  recep- 
tive on  a moment-to-moment  basis  to 
feedback  from  the  patient  as  the  ulti- 
mate indication  of  what  to  pursue.  □ 
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Estimates  indicate  that  50  to  80 
percent  of  all  general  medical 
outpatients  suffer  from  emotional  or 
psychiatric  problems  of  sufficient  se- 
verity to  require  medical  attention.1 
However,  most  patients’  psychological 
difficulties  are  not  treated  by  the  pri- 
mary care  physician,  and  these  pa- 
tients are  rarely  referred  to  a psychia- 
trist. When  treatment  is  provided,  it  is 
usually  symptom-oriented  and  char- 
acterized by  the  liberal  use  of  seda- 
tives, hypnotics,  tranquilizers,  an- 
tidepressants, and  analgesics. 

Physicians  frequently  feel  unpre- 
pared and  uncomfortable  about  refer- 
ring a patient  to  a psychiatric  consul- 
tant. Surveys  of  primary  care  physi- 
cians indicate  they  are  eager  to  learn 
when  and  how  to  refer  a patient  to  a 
psychiatrist,  and  consider  it  an  impor- 
tant topic  for  continuing  medical  edu- 
cation.2,3 

In  this  article,  the  authors  discuss 
why  psychiatric  referrals  appear  to  be 
more  complicated  than  other  medical 
referrals,  and  offer  suggestions  on  how 
to  refer  a patient  for  psychiatric 
evaluation  and  treatment. 

Difficulties  in  referral 

Insufficient  psychiatric  training  and 
experience — Until  recently,  minimal 
psychiatric  training  has  been  provided 
at  many  medical  schools  and  in  pri- 
mary care  residency  programs.  Little 
or  no  emphasis  has  been  placed  on  a 
holistic  approach  to  the  medical  pa- 
tient. Consequently,  many  physicians 
are  unable  to  effectively  deal  with  the 
somatopsychosocial  problems  of  their 
patients  and  are  unfamiliar  with  ad- 
vances in  psychiatry,  including  those 
in  psychopharmacology,  brief  psy- 
chotherapy, behavior  therapy  and 
biological  psychiatry.  Thus,  they  may 
doubt  that  a psychiatric  referral  can 
help  their  patient.  Since  many  physi- 


cians also  are  unfamiliar  with  avail- 
able psychiatric  resources  and 
facilities,  they  are  at  a loss  as  to  where 
or  to  whom  the  patient  should  be  re- 
ferred, particularly  when  cost  is  a fac- 
tor. As  a result,  there  is  a "conspiracy 
of  silence”  to  overlook  the  patient’s 
basic  psychiatric  problems.  The  pa- 
tient is  treated  either  symptomati- 
cally with  drugs,  or  with  a common- 
sense,  "psychotherapeutic”  approach 
without  scientific  basis.  These 
methods  frequently  are  ineffective 
and  often  perpetuate  the  patient’s 
symptoms,  aggravate  his  psycho- 
pathology, and  frustrate  the  physi- 
cian. 

Patients’  misconceptions — Most  people 
are  familiar  with  physicians  who  ask 
questions  about  their  bodies,  examine 
them  physically  and  prescribe  medica- 
tion for  their  somatic  complaints.  Few 
individuals,  however,  are  familiar 
with  methods  of  psychiatric  diagnosis 
and  treatment — the  process  of  reveal- 
ing one’s  most  personal  problems, 
thoughts,  and  feelings. 

There  are  several  reasons  why  pa- 
tients find  it  difficult  to  openly  com- 
municate with  their  physicians.  Some 
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feel  the  physician  is  concerned  only 
about  physical  symptoms  and  should 
not  be  bothered  with  complaints  about 
emotional  problems.  This  attitude  in- 
advertently may  be  reinforced  by  the 
physician’s  rushed  demeanor.  Other 
patients  avoid  revealing  their  inner 
feelings  out  of  fear  the  physician  will 
discover  "how  bad  I am.” 

Because  of  communication  prob- 
lems, patients  often  use  somatic  com- 
plaints as  a "ticket”  for  admission  to 
the  physician’s  office.  However,  if  the 
physician  were  to  ask  about  their  feel- 
ings, they  readily  would  discuss  their 
psychosocial  problems  and  acknowl- 
edge the  connection  between  physical 
symptoms  and  emotions. 

Stigma  attached  to  psychiatric  ill- 
ness— Despite  the  large  body  of  data 
which  shows  the  close  interaction  be- 
tween psyche  and  soma,  the  stigma  of 
being  a psychiatric  patient  persists, 
even  though  the  methods  for  treating 
psychiatric  and  psychophysiologic 
disorders  have  progressed  signifi- 
cantly. Many  regard  mental  illness  as 
degrading,  incurable  and  a sign  of 
moral  weakness. 

Some  physicians  are  unable  to 
openly  discuss  their  findings  with  the 
patient  or  to  recommend  psychiatric 
evaluation  and  treatment,  even  in  a 
psychiatric  emergency,  because  of 
their  own  anxiety  about  the  stigma 
attached  to  mental  illness  and  their 
fear  of  offending  the  patient.  Physi- 
cians who  find  it  difficult  to  use  the 
word  "psychiatrist”  often  use  such 
euphemisms  as  "neuropsychiatrist,” 
"nerve  doctor,”  or  "a  colleague  who  has 
more  time.”  To  avoid  direct  confronta- 
tion with  the  patient,  the  physician 
may  recommend  psychiatric  treat- 
ment to  the  patient’s  family.  A doctor’s 
anxiety  about  mental  illness  also  may 
be  conveyed  by  his  tone  and  manner 
when  using  the  word  "psychiatrist.” 
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Studies  and  Reports  Available  From  Pennsylvania  Department 
of  Health's  Bureau  of  Health  Research 


Consumer  Behavior  and  Product  Injuries,  September  1976 

Fatal  Injuries  Attributed  to  Consumer  Products  in  Pennsylvania, 
1971 

Evaluation  of  Nursing  Homes  in  Philadelphia  and  Allegheny 
Counties:  Services  for  Minorities  (Final  Report),  June  1977 

Prenatal  Care  and  Pregnancy  Outcome,  July  1977 

Evaluation  of  Emergency  Medical  Services  in  Southcentral 
Pennsylvania:  Experiences  of  Cardiac  and  Trauma  Patients, 
June  1977 


Diabetes  Mellitus  Mortality,  April  1976 

Decision-Making  of  Medical  Students  for  Locational  Preference 
and  Specialty  Choice,  December  1976 

The  Effects  of  Insurance  on  Hospital  Utilization  and  Costs:  A 
Simultaneous  Equation  Model,  September  1976  (Preliminary) 


For  more  information,  contact  Dr.  George  K.  Tokuhata,  Bureau  of 
Health  Research,  Pennsylvania  Department  of  Health,  P.O.  Box 
90,  Harrisburg,  PA  17120. 


The  patient  who  perceives  in  his  doc- 
tor a negative  or  ambivalent  attitude 
toward  psychiatry  may  feel  rejection 
and  anger  and  may  refuse  treatment: 

Dr.  A was  treating  Miss  B for  a 
wound  of  the  left  forearm  which 
he  was  certain  had  been  self- 
inflicted  under  emotional  dis- 
tress, though  the  patient  did  not 
indicate  this.  Not  knowing  how  to 
refer  the  patient  to  a psychiatrist, 
he  asked  her  to  stay  in  the  hospi- 
tal "for  some  Gl-tract  tests.”  He 
planned  to  tell  her  that  "a  friend 
of  mine,  a neuropsychiatrist,  just 
happens  to  be  in  the  hallway  and 
wants  to  see  you.”  When  Dr.  A 
shared  his  plan  with  the  consult- 
ing psychiatrist,  he  was  advised  to 
deal  directly  with  the  patient  and 
say,  "I’d  like  a psychiatrist  to  talk 
to  you.  He  can  help  me  to  help 
you.”  When  Dr.  A used  this  ap- 
proach, he  was  pleased  to  discover 
how  easily  and  willingly  the  pa- 
tient accepted  the  opportunity  to 
talk  with  a psychiatrist. 

For  the  patient,  the  fear  of  being 
stigmatized  as  a psychiatric  patient 
often  leads  him  to  communicate 
psychic  pain  with  somatic  language. 
Among  such  patients  are  those  for 
whom  organic  pathology  cannot  be 
found,  or  whose  physical  complaints 
are  disproportionate  to  the  minimal 
physical  findings.  These  patients  gen- 
erally refuse  to  undergo  psychiatric 
examination  for  fear  of  being  exposed 
or  labeled  as  mentally  ill. 

The  physician  may  at  times  become 
frustrated  by  the  lack  of  physical  find- 
ings to  explain  his  patient’s  com- 
plaints. The  physician  may  express  his 
irritation  by  using  such  phrases  as 
"You  need  a shrink,”  or  "Nothing  is 


wrong  with  you,  I think  it’s  in  your 
head.”  Such  feelings  are  minimized 
when  a holistic  approach  to  the  pa- 
tient’s problem  is  used. 

Indications  for  referral 

It  may  seem  impractical  for  physi- 
cians to  routinely  evaluate  every  pa- 
tient for  psychological  problems,  but  a 
few  simple  methods  can  be  used  to 
screen  most  patients  with  psychologi- 
cal difficulties.  Inquiry  about  the  im- 
pact of  the  patient’s  symptoms  on  his 
personal  and  social  lives,  and  expres- 
sion of  interest  in  all  aspects  of  his  life 
will  elicit  information  which  can  save 
time  and  expense.  Also,  the  likelihood 
of  treatment  failure  will  decrease,  and 
the  physician’s  and  patient’s  sense  of 
frustration  will  be  alleviated: 


After  recovery  from  an  acute 
myocardial  infarction,  Mr.  C con- 
tinued to  call  his  physician  with 
complaints  of  chest  pain,  al- 
though repeated  examinations, 
including  an  EKG,  did  not  reveal 
any  organic  pathology.  When  his 
physician  became  frustrated  and 
refused  to  treat  him  further,  Mr.  C 
consulted  another  physician.  The 
second  physician  carefully  exam- 
ined him  and  asked  about  his  life, 
including  his  sexual  activity.  The 
patient  revealed  that  when  his 
wife  desired  sexual  intercourse, 
he  became  anxious  and  felt  chest 
pain.  With  office  counseling  and 
sex  education,  the  patient’s 
symptoms  subsided. 

Many  psychological  problems  such 
as  situational  crisis  or  mild  reactive 


depression  can  be  treated  best  by  a 
primary  care  physician  who  already 
has  good  rapport  with  the  patient. 
Most  of  these  patients  will  respond  fa- 
vorably to  such  familiar  counseling 
skills  as  careful  listening,  problem 
identification,  clarification,  ventila- 
tion, interpretation  of  the  patient’s 
environment,  re-education,  and  guid- 
ance. 

When  the  patient  is  found  to  have 
legal  or  financial  problems,  or  another 
difficulty  that  is  not  primarily 
psychiatric,  the  physician  easily  can 
refer  him  to  the  appropriate  social  or 
legal  agency.  Certain  patients,  how- 
ever, require  immediate  referral  for 
psychiatric  care.  The  doctor  should, 
therefore,  become  familiar  with  men-  i 
tal  health  resources  in  his  area,  in-  | 
eluding  therapeutic  modalities,  per- 
sonnel, and  fees.  Referral  to  a 
psychiatric  facility  is  indicated  for 
suicidal  and  homicidal  patients,  indi- 
viduals with  acute  psychotic  break,  or 
patients  who,  as  a result  of  mental  ill- 
ness, cannot  take  care  of  themselves. 

Other  patients  who  should  be  re- 
ferred to  a psychiatrist  include  those 
with  chronic  conditions  or  acute  dis- 
turbances that  require  psychiatric  ex- 
pertise. In  some  cases,  patients  may 
require  special  treatment  that  cannot 
be  provided  by  the  primary  care  physi- 
cian, such  as  psychodynamic  psy- 
chotherapy, behavioral  therapy,  or 
biofeedback.  In  general,  when  the 
physician  is  unsure  of  his  diagnosis  or 
is  unable  to  formulate  a treatment 
program,  the  patient  should  be  re- 
ferred to  a psychiatrist. 

Guidelines  for  referral 

The  patient’s  compliance  with  any 
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recommendation  depends  upon  the 
physician’s  approach,  the  patient’s 
psychological  makeup,  and  the  doc- 
tor-patient relationship.  If  the  physi- 
cian is  free  of  anxiety  while  discussing 
psychiatric  issues  and  uses  a holistic 
approach  in  taking  a history,  there 
will  be  little  or  no  difficulty  in  recom- 
mending psychiatric  referral.  How- 
ever, a psychiatric  diagnosis  that  is 
made  by  exclusion  of  physical  illness 
after  exhaustion  of  all  possible  diag- 
nostic tests  will  complicate  the  proce- 
dure. The  following  guidelines  can  be 
helpful  to  physicians  in  making 
psychiatric  referrals. 

Convey  optimism — When  the  physi- 
cian communicates  optimism  about 
the  referral,  the  likelihood  of  the  pa- 
tient’s compliance  increases.  The 
physician  should  resolve  any  doubts 
he  may  have  about  making  a referral. 
He  should  avoid  giving  the  patient 
double  messages  such  as,  "I  couldn’t 
find  anything  wrong,  but  there  is  a 
new  test  which  may  be  helpful  and  I 
would  like  you  to  see  a psychiatrist.” 
On  the  contrary,  firm  statements 
should  be  used,  such  as  "Based  on  my 
findings,  I’ve  come  to  the  conclusion 
that  you  can  get  the  best  professional 
help  by  seeing  a psychiatrist.” 

Communicate  negative  findings  in  a 
positive  way — Patients  often  are  con- 
cerned that  their  symptoms  indicate 
serious  or  incurable  illness.  Thus,  the 
absence  of  positive  findings  suggest- 
ing organic  pathology  should  be 
presented  to  the  patient  as  "good 
news.”  Such  phrases  as,  "I  am  glad  to 
tell  you  that  all  of  your  physical  exam- 
inations and  tests  proved  to  be  nega- 
tive” would  serve  this  purpose.  Then 
the  doctor  listens  to  the  patient  care- 
fully and  asks  about  the  patient’s  reac- 
tion. 

Patients  react  differently  to  nega- 
tive findings.  One  patient  may  be  re- 
lieved and  ask  about  the  next  step  in 
his  diagnosis  or  treatment.  Another 
may  feel  the  doctor  is  accusing  him 
of  malingering  or  imagining  his 
symptoms,  or  he  may  blame  the  doctor 
for  diagnostic  incompetence.  In  any 
case,  the  doctor  must  assure  the  pa- 
tient that  negative  physical  findings 
do  not  indicate  that  the  patient  imag- 
ines the  symptoms  or  does  not  suffer 
from  them.  An  expression  of  empathy 


such  as,  "I  know  how  much  you  have 
suffered  and  how  unpleasant  it  must 
be,”  usually  leads  to  better  rapport.  If 
the  physician  is  aware  of  how  the  pa- 
tient’s symptoms  are  affecting  his  per- 
sonal and  social  lives,  he  should  com- 
municate this.  Empathy  and  clarifica- 
tion usually  will  help  the  patient  to 
accept  psychiatric  referral. 

Provide  education  and  reassurance — 
The  way  in  which  the  physician  ex- 
plains the  need  for  referral  is  very  im- 
portant. The  patient  must  interpret 
the  recommendation  for  psychiatric 
treatment  as  an  opportunity  to  receive 
help  and  not  as  an  indication  that  he  is 
beyond  help  and  being  abandoned.4 
The  patient  may  want  to  know  how 
and  why  the  physical  symptoms  de- 
veloped. In  response,  the  doctor  can 
explain  the  psychophysiological  man- 
ifestations of  emotions  by  saying,  for 
example,  "When  a person  is  upset  or 
anxious  his  heart  will  beat  faster  and 
he  may  feel  'butterflies’  in  his  stom- 
ach. Any  emotion  or  stress  can  affect  a 
person’s  body  without  his  being  aware 
of  the  connection  between  his  physical 
symptoms  and  his  feelings.” 

If  the  patient  is  more  inquisitive 
about  working  with  a psychiatrist,  the 
physician  can  provide  a simple  yet  ef- 
fective explanation  of  the  process.  The 
patient  can  be  told  that  the  psychia- 
trist will  ask  questions  about  his 
thoughts,  feelings,  and  emotional  dif- 
ficulties in  an  attempt  to  specifically 
define  his  basic  problems.  The  physi- 
cian can  then  explain  that  the  psychi- 
atrist works  with  the  patient  to  define 
the  origin  of  his  problems,  how  they 
are  maintained,  and  the  effects  they 
have  on  his  life.  It  helps  the  patient  to 
know  that  through  a better  under- 
standing of  his  problems,  he  can  begin 
to  gain  mastery  over  them. 

If  the  patient  becomes  fearful  or 
seems  to  be  effended  by  the  recom- 
mendation for  psychiatric  care,  the 
physician  should  ask  about  his  rea- 
sons for  resistance.  The  patient  may 
respond  by  saying,  "Only  crazy  people 
see  a psychiatrist,”  "A  psychiatrist 
may  lock  me  up  or  give  me  shock 
treatment,”  "If  my  family  or  boss  find 
out  I am  seeing  a psychiatrist,  they’ll 
think  I’m  weird,”  or,  "Psychiatric 
treatment  is  too  expensive.”  In  such 
cases,  the  doctor  has  to  clarify  miscon- 
ceptions, stress  confidentiality  and 


emphasize  the  benefits  of  psychiatric 
treatment.  If  the  patient  has  financial 
limitations,  the  physician  should  in- 
form him  about  the  availability  of 
mental  health  clinics  with  fees  based 
on  the  patient’s  ability  to  pay. 

Provide  follow-through — The  doctor 
should  try  to  make  the  initial  ap- 
pointment for  the  patient  and,  with 
the  patient’s  consent,  subsequently 
should  call  the  psychiatrist.  Direct 
communication  between  the  referring 
physician  and  consultant  can  save 
time  and  provide  the  psychiatrist  with 
important  background  information. 
The  patient  also  will  be  reassured  of 
the  physician’s  continuing  interest  in 
him. 

Maintain  relationship — Most  patients 
need  a primary  care  physician  who  is 
in  charge  of  their  overall  care  while 
they  are  undergoing  psychiatric 
treatment.  If  the  physician  em- 
phasizes his  continued  interest  in  the 
patient  and  has  an  open-door  policy, 
the  patient  will  not  interpret  his  refer- 
ral to  a psychiatrist  as  a sign  of  rejec- 
tion. 

Summary 

To  make  a successful  psychiatric  re- 
ferral, the  physician  should  be  able  to 
identify  those  problems  that  require 
psychiatric  treatment,  and  decide  to 
whom  or  to  where  the  patient  should 
be  referred.  It  is  important  that  the 
physician  first  free  himself  of  anxiety 
regarding  psychiatric  illness,  and 
then  use  an  empathetic  and  holistic 
approach,  educating  and  reassuring 
the  patient  to  alleviate  his  apprehen- 
sion. Follow-through  with  the  psychi- 
atrist will  facilitate  the  therapeutic 
process  and  support  the  physician’s 
continuing  role  as  the  patient’s  gen- 
eral physician. 
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editorials 


What  about  advertising? 

Almost  three  years  ago  the  Federal  Trade  Commission 
brought  an  antitrust  suit  against  the  American  Medical 
Association  charging  restraint  of  advertising  and  thus 
competition.  The  AMA’s  Principles  of  Medical  Ethics  pro- 
hibits some  kinds  of  advertising  and  solicitation  of  pa- 
tients. A recent  ruling  of  an  administrative  law  judge  of  the 
FTC  favored  the  commission.  The  AMA  plans  to  appeal  the 
decision.  The  FTC  and  many  consumer  groups  maintain 
that  competition  among  physicians  would  be  a cost  saving 
factor. 

On  December  6,  1978,  the  New  York  Times  editorialized 
on  the  "AMA’s  Bad  Case”  concluding  that  the  FTC’s  suit 


Wednesday  Afternoon,  April  25,  1979 
Thursday  Morning,  April  26,  1979 
at 

Penn  Harris  Motor  Inn,  Camp  Hill 

1979  Officers’ 
Conference 

Highlights: 

* Thornburgh:  The  First  100  Days 

* Pennsylvania  General  Assembly 
Disco 

* Help  Wanted:  A Cost  Control  Expert 

* Professor  Anne  Somers:  The 
Donaldson  Lecture 


As  a leader  of  your  county  or  specialty  society, 
you  can  depend  on  Officers’  Conference  to  tell 
you  what's  happening  on  the  medical  socio-eco- 
nomic and  political  fronts. 

You’ll  get  the  answers  you  need  to  keep  you 
and  your  colleagues  informed  and  to  address  the 
critical  issues  coming  before  your  society  and 
hospital  medical  staff.  Meet  the  bureaucrats  who 
affect  your  life  and  ask  them  your  questions.  Join 
the  hundreds  of  physicians  who  consider  Of- 
ficers’ Conference  a must  meeting.  All  PMS 
members  are  welcome. 

For  details  contact  your  secretary  or  president 
or  call  PMS  headquarters  (717)  763-7151  and  ask 
for  Bob  Lamb. 


may  threaten  the  "lucrative  restrictions”  that  are  clothed 
in  the  "garb  of  high  ethical  standards.”  While  the  public 
may  agree  with  the  judge’s  decision  now,  the  Pandora’s  Box 
opened  by  the  ruling  is  frightening.  The  "let  the  buyer 
beware”  philosophy  has  no  place  in  the  practice  of  medi- 
cine. Ethics  separates  those  standards  that  might  be 
applied  to  the  purchase  of  a thirteen  dollar  alarm  clock 
from  those  applied  to  a human  life. 

The  FTC’s  case  was  built  on  the  premise  that  advertising 
would  lower  fees  by  sustaining  competition.  Although  it  is 
impossible  to  tell  if  this  will  be  so  until  the  principle  is 
tested,  there  are  several  stumbling  blocks  that  arise  imme- 
diately. First  and  most  important,  the  third  party  payor 
system  induces  no  one  to  economize.  Why  should  the  con- 
sumer look  for  a cheaper  physician  when  he  is  not  directly 
paying  the  bill?  This  brings  to  mind  the  aphorism  which 
compares  cost  to  quality:  "You  get  what  you  pay  for.”  The 
patient  may  not  want  to  search  for  a cheaper  physician 
because  he  may  feel  he  is  sacrificing  quality.  Also  ignored  is 
the  possibility  that  fees  might  be  increased  to  cover  the  cost 
of  advertising,  which  is  not  gratuitous. 

The  AMA  maintains  that  advertising  and  solicitation  by 
physicians  are  not  public  services.  The  AMA  fears,  and 
probably  rightly  so,  the  growth  of  medical  hucksterism. 
People  will  listen  to  anyone  because  of  fear  (death  and 
incapacity),  gimmicks  (credit  and  give-aways),  and  cures 
(laetrile).  Who  will  bear  the  responsibility  for  controlling 
deceptive  advertising  and  false  claims? 

The  American  Medical  News,  December  25,  1978,  noted 
that  physicians  at  the  AMA  annual  meeting  in  Chicago 
generally  subscribed  to  three  themes.  Good  doctors  do  not 
need  to  advertise.  Only  the  hucksters  will  find  a need  to 
advertise.  Juxtaposing  a physician’s  ad  to  that  of  a used-car 
salesman’s  will  hurt  the  advertising  doctor. 

Whether  or  not  the  AMA’s  appeal  of  the  advertising 
decision  is  successful,  the  interpretation  of  the  ethics  in- 
volved will  not  change. 

In  the  end,  the  decision  to  advertise  or  not  to  advertise 
will  be  based  on  your  personal  ethical  conviction. 

David  A.  Smith,  MD 
Medical  Editor 

A meditorial 

Reprinted  from  Philadelphia  Medicine,  October  1978 

We  are  beginning  to  see  an  increasing  number  of  physi- 
cians finding  it  difficult  to  keep  their  patient  load.  Many 
find  it  neccessary  to  change  practice  locations  and  some 
even  have  had  to  change  specialties  to  meet  economic 
needs.  WTiile  this  may  surprise  many  readers  who  have 
seen  advertisements  for  physician  services  in  medical  jour- 
nals, it  won’t  be  long  before  many  of  us  will  be  hearing  more 
of  such  situations. 

The  number  of  physicians  is  growing  more  than  three 


Pennsylvania  Medicine,  February  1979 


34 


times  as  fast  as  the  population.  This  rapid  growth  in  the 
number  of  available  physicians  results  largely  from  the 
expansion  in  the  size  and  number  of  medical  schools,  the 
influx  of  Americans  and  foreigners  graduating  from  medi- 
cal institutions  outside  of  the  United  States,  and  the  par- 
ticipation of  increasing  numbers  of  physicians’  assistants. 
The  overgrowth  of  specialization  has  resulted  from  a reck- 
less expansion  of  the  number  of  available  residencies.  Or- 
ganized medicine  has  encouraged  medical  school  expansion 
ever  since  there  has  been  a mushrooming  supply  of  federal 
and  insurance  dollars  to  pay  for  medical  care. 

The  ratio  of  practicing  doctors  to  population  has  been 
increasing  steadily  for  the  past  10  years.  In  1966,  there 
were  156  physicians  for  every  100,000  people  in  the  United 
States.  By  1976,  the  rate  had  grown  to  194  (24  percent 
increase)  and  will  reach  222  by  1985.  These  increasing 
numbers  of  physicians  have  produced  not  only  an  economic 
impact  on  members  of  the  profession,  but  even  a more 
severe  economic  impact  on  the  national  economy.  Since 
many  health  economists  have  estimated  that  each  ad- 
ditional doctor  entering  the  "market”  creates  from 
$150,000  to  $300,000  annually  in  health  care  spending,  the 
widely  respected  Princeton  University  economist  Uwe  E. 
Reinhardt  contends  that  the  surest  way  to  cut  down  the 
nation’s  health  care  spending  would  be  to  limit  the  number 
of  physicians. 

The  law  of  supply  and  demand  once  was  expected  to  drive 
doctor’s  fees  down  as  the  doctor  supply  increased.  This  has 


not  happened.  Since  consumers  have  little  control  of  the 
form  and  size  of  their  medical  care  demand,  they  turn  over 
to  the  doctor  virtually  all  decisions  about  their  future  ser- 
vices, usually  without  considering  the  costs.  While  it  was 
once  thought  that  in  enlarging  the  doctor  supply,  the  dis- 
tribution of  medical  services  would  be  improved,  it  is  now 
evident  that  communities  and  poor  neighborhoods  that 
once  lacked  physicians  remain  as  underserved  as  ever.  The 
insatiable  appetite  for  health  cate  has  caused  consumers  to 
take  minor  aches  and  pains,  once  accepted  as  part  of  life,  to 
the  doctor.  As  it  becomes  more  apparent  that  increased 
health  care  spending  doesn’t  necessarily  buy  improvement 
in  health,  Reinhardt  suggests  that  perhaps  money  would 
buy  better  health  if  it  were  put  into  housing,  nutrition,  and 
hygiene  education  instead  of  more  doctors  and  hospitals. 

When  we  consider  the  solutions  to  these  problems,  we 
find  ourselves  in  rare  agreement  with  widely  respected 
health  economists.  We  must  realize  that  the  nation’s 
health,  the  nation’s  economy,  and  the  practicing  physi- 
cians’ economic  future  can  be  best  served  by  identical  ef- 
forts. These  efforts  include  calling  a halt  to  the  expansion  of 
medical  schools,  both  in  number  of  institutions  and  in  class 
size,  a reduction  in  hospital  construction  and  in  bed  con- 
tent; and  a reduction  in  the  number  of  residency  programs 
and  residents  employed  in  existing  programs. 

David  S.  Cristol,  MD 
Philadelphia 


Continuing  Education  Programs  1978-1979 

Institute  for  Medical  Education  and  Research 
Geisinger  Medical  Center 


Advances  in  Clinical  Practice  - 1979 
Saturday,  Sunday,  February  10,  11,  1979 
9 a.m.  to  5 p.m.  Tuition  $105 
Office  Treatment  for  Common  Problems  in  Otolaryngology 
Wednesday  March  7,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 
Endocrine  Disorders  of  Pituitary,  Pancreas  & Parathyroid 
Wednesday,  March  21,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 
Current  Topics  in  Surgery 
Wednesday,  April  4,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 
Advances  in  Dermatology  for  the  Practitioner 
Wednesday,  April  18,  1979 
1 p.m.  to  5 p.m.  Tuition:  $25 
Topics  in  Ophthalmology 
Saturday,  April  21,  1979 
9 a.m.  to  1 p.m.  Tuition:  $25 
Endocrine  Disturbances  of  Thyroid,  Adrenals  & Gonads 
Wednesday,  May  2,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 


11th  Annual  Special  Child  Conference 

Saturday,  May  5,  1979 
9 a.m.  to  1 p.m.  Tuition:  $15 

Common  Problems  in  Allergy  & Immunology 

Wednesday,  May  16,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 
Adult  Congenital  Heart  Disease 
Wednesday,  June  6,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 
Internal  Medicine-Pocono  Course  - 1979 
August  8-12,  1979 
At  Pocono-Hershey 


As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger 
Medical  Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in 
Category  I of  the  Physician's  Recognition  Award  of  the  American  Medical 
Association.  (Refer  to  each  program  — full  day  - 7 hours  credit  and  V2  day -4 
hours  credit). 

For  further  information  write  to: 

Millie  K.  Fleetwood,  Ph.D. 

Geisinger  Medical  Center 
Danville,  Pennsylvania  17821 
or  telephone  (717)  275-6333 
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MDs  in  the  news 


Edward  C.  Rosenow,  Jr.,  MD, 
MACP,  Philadelphia,  recently  was 
named  president  elect  of  the  Interna- 
tional Society  of  Internal  Medicine. 
Dr.  Rosenow  will  take  office  in  1980. 
He  also  was  unanimously  elected  to 
emeritus  membership  in  the  Associa- 
tion of  American  Medical  Colleges.  He 
is  clinical  professor  of  medicine  at 
University  of  Pennsylvania  School  of 
Medicine  and  a fellow  of  the  Royal  So- 
ciety of  Medicine. 

George  T.  Harrell,  MD,  of  Ti- 
monium,  MD,  was  named  the  first 
honorary  alumnus  of  Pennsylvania 
State  University  College  of  Medicine 
during  the  first  annual  meeting  and 
reunion  of  the  College  of  Medicine 
Alumni  Association. 


The  American  College  of  Cardiology 
has  admitted  three  Pennsylvania 
physicians  to  the  9,000-member  or- 
ganization. They  are  Drs.  Steven  P. 
Draskoczy,  Altoona;  Lewis  H.  Kul- 
ler,  Pittsburgh;  and  Shyh-Min  Su, 
Pittsburgh. 


Arthur  B.  Abt,  MD,  Hershey,  has 
been  named  chief  of  anatomic  pathol- 
ogy at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Univer- 
sity. He  also  is  an  associate  professor 
of  pathology. 

At  its  annual  meeting  recently  in 
Washington,  D.C.,  the  Society  of  Med- 
ical Consultants  to  the  Armed  Forces 
elected  Charles  L.  Leedham,  MD, 
Harrisburg,  vice  president  of  the  or- 
ganization. 


Renate  L.  Soulen,  MD,  Narbeth,  has 
become  the  first  woman  named 
president  elect  of  the  Philadelphia 
Roentgen  Ray  Society,  organized  in 
1913.  The  society  is  a scientific  edu- 
cational group  composed  of  400 
board-certified  radiologists  in  the 
Delaware  Valley  area.  Dr.  Soulen  is 
professor  of  radiology  at  Temple  Uni- 
versity Medical  Center. 


The  board  of  trustees  of  Methodist 
Hospital,  Philadelphia,  announced 
the  election  of  Anthony  J.  Sattilaro, 
MD,  as  president  of  the  corporation. 
Dr.  Sattilaro  also  served  as  a consul- 
tant to  the  American  Hospital  Associ- 
ation. 


DR.  COOKE 


DR.  SATTILARO 


Robert  E.  Cooke,  MD,  a pediatrician 
known  for  his  contributions  to  the  field 
of  mental  retardation,  was  invested 
January  13,  1979  as  the  16th  presi- 
dent of  Medical  College  of  Pennsylva- 
nia. Previously,  Dr.  Cooke  was  vice 
chancellor  for  health  sciences  at  the 
University  of  Wisconsin. 

Charles  Steenbergen,  MD,  Phila- 
delphia, received  honorable  men- 
tion in  the  Louis  N.  Katz  Basic  Sci- 
ence Research  Prize  competition 
sponsored  by  the  American  Heart  As- 
sociation. Dr.  Steenbergen,  a post- 
graduate fellow  and  biochemist  at  the 
University  of  Pennsylvania,  pre- 
sented his  paper,  "Heterogeneous 
Coronary  Perfusion  During  Myocar- 
dial Hypoxia,”  during  the  health 
agency’s  51st  scientific  session  in  Dal- 
las. 

The  Philadelphia  district  attorney’s 
office  has  hired  a physician-lawyer  to 
provide  medical  expertise  in  the  cam- 
paign against  medical  fraud.  James 
H.  Williams,  MD,  Philadelphia,  is 
working  with  deputies  in  the  DA’s  of- 
fice and  aides  to  the  state  attorney 
general  in  carrying  out  the  probes. 
Williams  is  a visiting  professor  at 
Hahnemann  Medical  College  in  the 
department  of  community  medicine 
and  environmental  health. 


Henry  J.  Woloshin,  MD,  Jenkin- 
town,  professor  of  radiology  at  Temple 
University  School  of  Medicine,  has 
won  the  1978  Russell  P.  Moses  Award 
for  excellence  in  clinical  teaching.  The 
award  is  presented  annually  to  honor 
excellence  of  teaching  at  any  of  the 
medical  school’s  affiliated  clinical 
teaching  sites. 

The  American  Cancer  Society’s  an- 
nual national  award  went  to  Giulio  J. 
D’Angio,  MD,  Swarthmore.  He  is  di- 
rector of  the  children’s  research  center 
of  Children’s  Hospital  of  Philadelphia, 
and  professor  of  radiology  and  pedi- 
atric oncology  at  University  of  Penn- 
sylvania School  of  Medicine. 

John  H.  Harris,  Jr.,  MD,  Carlisle,  is 
the  author  of  a new  book,  "The  Radiol- 
ogy of  Acute  Cervical  Spine  Trauma,” 
available  for  $18.95.  The  book  de- 
scribes acute  traumatic  lesions  of  the 
cervical  spine,  and  stresses  the 
roentgen  features  of  acute  cervical 
spine  injuries.  Dr.  Harris  is  chairman 
of  the  Department  of  Radiology  at  Car- 
lisle Hospital  and  professor  of  radiol- 
ogy at  Thomas  Jefferson  University. 

O.  Eugene  Baum,  MD,  Wynnewood, 
professor  of  psychiatry  at  Medical  Col- 
lege of  Pennsylvania,  has  been  ap- 
pointed to  the  Committee  on  Institutes 
of  the  American  Psychoanalytic  Asso- 
ciation. This  committee  is  responsible 
for  evaluating  training  programs  in 
psychoanalysis  throughout  the  coun- 
try. Dr.  Baum  is  executive  director  of 
the  Philadelphia  Psychoanalytic  In- 
stitute. 

Blair  A.  Keagy,  MD,  Danville,  re- 
cently was  appointed  an  associate  in 
the  department  of  cardiovascular  and 
thoracic  surgery  at  Geisinger  Medical 
Center. 

Herbert  L.  Hyman,  MD,  Allentown, 
at  the  recent  meeting  of  the  American 
College  of  Gastroenterology,  was 
elected  governor  for  Pennsylvania. 
Dr.  Hyman  is  chief  of  gastroenterology 
at  the  three  Allentown  hospitals. 
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Leonard  Miller,  MD,  Philadelphia, 
has  been  appointed  chairman  and 
John  Rhea  Barton  Professor  of 
Surgery  at  University  of  Pennsylva- 
nia School  of  Medicine.  Dr.  Miller  also 
has  been  named  chief  of  surgery  at  the 
hospital  of  the  University  of  Pennsyl- 
vania and  director  of  the  Harrison  de- 
partment of  surgical  research. 

William  J.  Tuddenham,  MD,  Phil- 
adelphia, presented  the  annual  ora- 
tion at  the  64th  scientific  assembly 
and  annual  meeting  of  the  Radiology 
Society  of  North  America.  He  is  pro- 
fessor of  radiology  at  the  University  of 
Pennsylvania. 

"Help  for  You  and  Your  Arthritis”  was 
the  subject  of  a free  seminar  sponsored 
by  the  Arthritis  Foundation’s  Eastern 
Pennsylvania  Chapter  recently  in  Sel- 
lersville.  George  E.  McLaughlin, 
MD,  Germantown,  director  of 
rheumatology  at  Germantown  Hospi- 
tal, discussed  the  medical  manage- 
ment of  arthritis,  coupled  with  its  psy- 
chological aspects. 


Ronald  D.  Stewart,  MD,  Pittsburgh, 
was  the  featured  speaker  at  a mor- 
tality and  morbidity  conference  spon- 
sored by  the  Fayette  County  Medical 
Services  Council.  Dr.  Stewart  is  the 
medical  director  of  the  University 
Health  Center  of  Pittsburgh  program 
in  emergency  medical  services. 


Deurward  L.  Hughes,  MD,  German- 
town, has  been  appointed  director  of 
the  medical  and  infant  care  program 
at  Medical  College  of  Pennsylvania. 
Dr.  Hughes  is  an  assistant  clinical  pro- 
fessor of  obstetrics  and  gynecology  and 
maintains  a private  practice  in  Ger- 
mantown. 


Wesley  R.  White,  MD,  Scranton,  was 
appointed  director  of  surgery  at  Moses 
Taylor  Hospital  in  Scranton,  during 
the  annual  reorganization  meeting  of 
the  board  of  directors. 

Sacred  Heart  Hospital  in  Norristown 
is  sponsoring  a nine  month  program  in 
diabetes  education.  Elihu  Goren, 
MD,  a board-certified  endocrinologist, 
presented  the  initial  program  topic, 
"What  is  Diabetes  and  Why  Do  I Have 
It?” 

A.  Anthony  Arce,  MD,  Philadelphia, 
was  the  guest  speaker  at  a dinner 
meeting  of  Mental  Health  Group  of 
Luzerne  County.  Dr.  Arce  is  director  of 
Hahnemann  Community  Mental 
Health/Mental  Retardation  Center. 


Administrators  of  the  Reading  Hospi- 
tal and  Medical  Center  announced  the 
appointment  of  Robert  W.  Muir,  MD, 
Reading,  as  director  of  surgery.  Prior 
to  his  appointment,  Dr.  Muir  was  di- 
rector of  the  department  of  surgery  at 
the  Walter  Reed  Army  Medical  Center 
in  Washington,  D.C. 

Four  new  officers  were  elected  to  head 
the  medical  staff  of  the  Community 
Medical  Center,  Scranton.  Arthur 
C.F.  Zobel,  Jr.,  MD,  has  been  elected 
president,  succeeding  Edward  J. 
Notari,  MD.  Also  elected  were:  Ran- 
dall W.  Snyder,  Jr.,  MD,  vice  presi- 
dent; Carl  Steindel,  MD,  secretary- 
treasurer;  and  Tomas  A.  O’Boyle, 
MD,  staff  representative. 


Army  Medicine 
wants  more  doctors 
who  specialize* 


If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/ Phone  Number 


Captain  James  Whitmire  (609)  562-2663 


Army  Medicine.  The  practice  that’s  practically  all  medicine. 
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Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  if 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failui 
to  heal.  During  long-term  use  of  neomycin-containin' 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontini 
the  product  if  they  are  observed  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoidec 
for  that  patient  thereafter, 

PRECAUTIONS:  As  with  other  antibacterial  preparf 
tions.  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML 


DESCRIPTION:  Methyltestosterone  is  170-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  ofher  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R.  B 
Greenblatt,  M.D.;  R.  Witherington,!  M.D.;  I.  B.  Sipahioglu, 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept  1976. 
SUPPLIED:  5.  10,  25  mg.  in  bottles  of  60,  250  Rx  only. 


When  - 

impotence 

is  due  tolandrogenic  deficiency. 

IVndroicf  5 10  25 

Methyltestosterone  U.S.R  Tablets 

A well  absorbed  oral  androgen. 


| Vrite  for  new  double-blind  study  reprints  and  samples 

lift 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  )«-r..oi 
500  West  Sixth  Street,  Los  Angeles,  California  90057  IPDRJ 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric/eunuchoidism, eunuchism /post-puberal  cryptorchidism. 
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PHYSICIANS  WANTED 

House  Staff  Physician — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $35,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write.  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Physician  for  Department  of  Emergency  Services — 200-bed 
general  hospital  in  a beautiful  university  community  located  in 
western  Pennsylvania.  New  construction  and  renovation  pro- 
gram underway.  Salary  highly  competitive.  Pennsylvania  license 
required.  Contact  William  B.  Yeagley,  M.D.,  Director  of 
Emergency  Services,  Indiana  Hospital,  Indiana,  PA  15701;  (412) 
463-0261. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Emergency  Room  Physician — Salary  commensurate  with 
emergency  department  experience.  Contact  Thomas  H.  Aughin- 
baugh,  MD,  Director,  Emergency  Medicine,  Clearfield  Hospital, 
PO  Box  992,  Clearfield,  PA  16830;  (814)  765-5341. 

Numerous  opportunities  available  throughout  Eastern  U S.  for 
physicians  in  all  specialties.  All  fees  employer  paid.  Send  c.v.  with 
geographic  preference  and  availability  date  along  with  objec- 
tives. Descriptive  brochure  available.  MediSearch  Unlimited, 
1509P  Four  Gateway  Center,  Pittsburgh,  PA  15222;  (412)  355- 
0215  (answers  24  hours). 

Family  Practice:  suburban-rural  Western  Pennsylvania.  45  min- 
utes from  Pittsburgh's  Golden  Triangle.  Major  industrial  and 
large  nursing  home  contract  available.  Two  man  practice  within 
two  years.  Contact:  Physician  Search  Committee,  Box  2913, 
Pittsburgh,  PA  15230. 

Emergency  Physician — Immediate  opening  for  qualified  physi- 
cian, board-certified/eligible  in  emergency  medicine,  surgery, 
family  practice,  internal  medicine  or  comparable  experience  in 
emergency  medicine.  Modern  community  hospital  emergency 
department — full  departmental  status — full  specialty  backup — 
active  pre-hospital  care — telemetry — paramedics  and  EDNA 
nurses.  Excellent  community,  good  schools,  recreational  and 
cultural  facilities.  Competitive  compensation  and  benefits  pack- 
age exceeding  70K  for  an  average  42  hour  week-10  months  a year. 
Additional  income  available  for  extra  hours.  Send  CV  in  confi- 
dence to  Carlos  Castellon,  MD,  Director  Emergency  Services,  Lee 
Hospital,  320  Main  Street,  Johnstown,  PA  15901 , telephone  (814) 
535-7541. 


OB/GYN — Excellent  Opportunity — Immediate  opening.  Well-  it 
established  multi-specialty  group  in  Central  Pennsylvania.  Full  ; 
benefits  and  guaranteed  base  salary.  Enjoy  the  benefits  of  a rural 
setting.  One-half  hour  from  university  town.  Send  CV  to  Recruit-  s 
ing  Physician,  PO  Box  687,  Philipsburg,  PA  16866  Telephone  i 
(814)  342-5402.  \ 

Physicians — July  and/or  August  for  brother-sister  camp  in  Penn-  . 
sylvania's  Pocono  Mountains — beautiful  lake  facilities.  Write  v 
qualifications  and  family  accommodations  needed  to:  David  . 
Blumstein,  1410  East  24th  St.,  Brooklyn,  NY  11210. 


Physician — During  July  and  August,  1979  for  children's  camp 
located  at  Beach  Lake,  PA,  accommodates  350  campers,  ages 
6-16;  complete  modern  health  center;  two  R.N.s  in  attendance; 
will  accept  one  MD  for  each  month;  no  children  accepted  who  are 
of  camp  age.  Camp  opens  June  28  and  closes  August  23.  Private 
room  and  facilities.  Write  to  Trail’s  End  Camp,  c/o  Beach  Lake, 
Inc.,  215  Adams  St. , Brooklyn,  NY  11201 , and  include  your  phone 
number. 

Camp  Physician  and  Nurses — July/August  for  two,  four  or  eight 
week  period.  N E.  Pennsylvania,  family  accommodations,  private 
lake,  tennis,  two  R.N.s.  Camp  Wayne,  1 2 Allevard  St.,  Lido  Beach, 
NY  11561,  (516)  889-3217. 

Radiologist — Immediate  opening  for  diagnostic  radiologist  in 
completely  new  department.  Experience  in  special  procedures 
essential.  CV  to  Ralph  J.  Lowder,  Jr.,  MD,  East  Suburban  Health 
Center,  2570  Haymaker  Road,  Monroeville,  PA  15146. 


Fulltime 

E.R. 

Physicians 

Positions  offer  ex- 
cellent salary;  an 
excellent  fringe 
package  including 
paid  malpractice 
coverage;  and  con- 
tinuing medical 
education.  Penn- 
sylvania licensure  is 
required.  Contact: 
Jay  H.  Davidson, 
M.D.,  Chief  of 
Medicine,  (215) 
787-2000.  Or  write  to: 
James  C.  Giuffre 
Medical  Center,  8th 
St.  & Girard  Av., 
Philadelphia.  Pa. 
19122. 


Fulltime 

House 

Physicians 

Eight-to-five,  no 
nights  or  weekends. 
Positions  offer  ex- 
cellent salary;  an 
excellent  fringe 
package  including 
paid  malpractice 
coverage;  continu- 
ing medical  educa- 
tion. Pennsylvania 
licensure  is  re- 
quired. Contact:  Jay 
H.  Davidson,  M.D., 
Chief  of  Medicine, 
(215)  787-2000.  Or 
write  to:  James  C. 
Giuffre  Medical  Center, 
8th  St.  & Girard  Av., 
Philadelphia,  Pa. 
19122. 


James  C.  Giuffre 
Medical  Center 

An  equal  opportunity  employer  M/F 
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Board-eligible  or  certified  internist — To  join  in  hospital-based 
practice  in  Palmerton,  PA;  independent  association  with  two 
internists.  Comfortable,  well-run  community;  with  pool,  tennis, 
excellent  fishing  and  hunting  area,  camping  and  boating.  Town 
6500;  rural  drawing  area  25,000.  Good  schools  and  recreational 
facilities,  one-half  hour  to  urban  center  of  300,000,  providing 
rapid  subspecialty  consultation  and  major  specialty  surgery  two 
hours  to  Philadelphia  and  New  York.  In  foothills  of  Pocono 
Mountains  and  very  near  state/federal  recreation  areas.  Long- 
established,  accredited,  80-bed,  open  staff  hospital  in  new 
building,  housing  medical,  surgical,  obstetrical-gynecology, 
nursery,  pediatrics,  intensive  care  and  emergency  room.  Spe- 
cialty services  directed  by  either  board-certified  or  board- 
eligible  physicians.  Rent  free  first  year,  added  incentive  assur- 
ance of  first  year  income  during  establishment  of  practice.  Ad- 
dress inquiries  to  Dr.  E S P.  Cope  or  Dr.  L.E.  Leshock,  Palmerton 
Hospital,  Palmerton,  PA  18071. 

Psychiatrist — Board-certified  or  board-eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia, 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411;  (717)  586-2011. 

NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St. , 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

Staff  Psychiatrists — Full  or  part-time  positions  immediately 
available.  Our  hospital  is  looking  for  psychiatrists  with  fresh  ideas 
and  strong  convictions  on  public  sector  mental  health  care.  We 
are  located  in  pleasant,  residential  Northeast  Philadelphia  and 
can  offer  the  area's  unparalled  opportunities  for  professional 
growth  and  development.  Good  salary  and  benefits.  Require- 
nents  are  PA  state  license  and  board  certification  or  eligibility. 
Contact,  in  strict  confidence;  Franklyn  R.  Clarke,  MD,  Superin- 
endent,  Philadelphia  State  Hospital,  14000  Roosevelt  Blvd., 
3hiladelphia,  PA  19114,  (215)  671-4101. 

3ennsylvania  Emergency  Physician — South  Central  Pennsylva- 
iia  575-bed,  teaching  community  hospital  seeks  sixth  member 
or  salaried  group  of  emergency  physicians.  As  resource  center 
of  area  EMS  network,  we  seek  physicians  with  emergency  medi- 
cine knowledge  and  radio/telemetry/command  capability.  Full 
salary  and  benefits  include:  continuing  ED  time,  vacation,  dis- 
ibility  insurance,  life  insurance,  malpractice  insurance,  retire- 
nent  plan,  opportunity  for  annuity.  Equal  opportunity  employer, 
'teply  to  L.R.  Schumacher,  MD,  Director  of  Ambulatory  Care, 
fork  Hospital,  1001  South  George  Street,  York,  PA  17405,  (717) 
^71-2224. 

director  and/or  Associate  Director  for  Family  Practice  Residency 
3rogram — Excellent  suburban  area  within  20  miles  of  Philadel- 
chia;  275-bed  hospital;  newly  expanded  and  completely  reno- 
vated. First  year  program  with  five  residents,  including  one  sec- 
ond year  resident.  Affiliated  with  major  Philadelphia  medical  uni- 
versity. Seek  board-certified  family  physician  with  experience  in 
eaching  to  direct  the  program.  Salary  dependent  upon 
background  and  experience.  Please  forward  resume  to  Executive 
Director  of  Hospital  at  P.O.  Box  992,  Norristown,  PA  19404  or  call 
215)  631-3180. 


POSITIONS  WANTED 

Physician  Surgical  Assistant — More  than  three  years  experience 
in  all  surgeries  including  trauma  and  cardiovascular.  Will  work  in 
Allegheny,  Westmoreland,  or  Butler  Counties.  Reply  % Davis, 
P.O.  Box  234,  New  Kensington,  PA  15068. 

Urologist,  30,  trained  at  Eastern  referral  center,  board-eligible, 
completing  fellowship  in  transplantation,  seeks  academic  and/or 
private  practice  opportunity  in  Pennsylvania  or  New  Jersey.  Con- 
sider all  areas.  Respond,  Department  809,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 


CONTINUING  EDUCATION 

Problems  in  Embryonic  and  Early  Fetal  Development — May 

18-19,  1979.  The  Hilton  Inn,  Baltimore,  Maryland.  Sponsored  by 
the  University  of  Maryland  School  of  Medicine  For  information: 
Program  of  Continuing  Education,  10  S.  Pine  Street,  Baltimore, 
Maryland  21201,  (301)  528-3956. 

Rehabilitation  of  Patients  with  Stroke  or  Hip  Fracture — May 

11-12,  1979.  Deaton  Medical  Center,  Baltimore,  Maryland.  Spon- 
sored by  the  University  of  Maryland  School  of  Medicine  and  the 
Deaton  Medical  Center.  For  information:  Program  of  Continuing 
Education,  University  of  Maryland  School  of  Medicine,  10  S.  Pine 
Street,  Baltimore,  Maryland  21201,  (301)  528-3956. 


FOR  RENT 

Doctor’s  office  suite  in  professional  center,  Hershey,  PA.  Imme- 
diate occupancy,  reasonable  rent,  excellent  location  near  medi- 
cal center.  Also  space  for  administrative  offices.  Commonwealth 
Commercial  Realty,  Hershey,  PA  17033.  Phone  (717)  533-6230, 
evenings,  (717)  534-1766. 

MISCELLANEOUS 

Biomedical  Electronics  Service — Repairs  medical,  laboratory, 
and  other  electronic  equipment.  Will  install  and  remove  x-ray 
equipment.  Walker  Electronics,  143  North  9th  St.,  Lebanon,  PA 
17042.  Telephone  (717)  274-3919. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $12.00  per  insertion  up  to  30  words;  50  cents  each 
additional  word;  $1 .00  per  insertion  for  answers  sent  in  care  of 
Pennsylvania  Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  pre- 
ceding month  of  publication  Send  to  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is 
reserved  to  reject  or  modify  copy  to  conform  with  publication 
rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department 
numbers  forbid  disclosure  of  their  identity.  Written  inquiries 
are  forwarded  to  such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two 
initials  of  a name,  each  abbreviation,  isolated  numbers, 
groups  of  numbers,  hyphenated  words. 
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obituaries 


•Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death 


• Lester  G.  Bixler,  Sr.,  Middletown;  Jefferson  Medical  College, 
1937;  age  67;  died  October  21,  1978.  He  began  his  practice  in  1938 
in  Middletown. 

• Lester  G.  Bixler,  Jr.,  Mechanicsburg;  Jefferson  Medical  Col- 
lege, 1959;  age  45;  died  November  13,  1978.  He  was  a member  of 
the  boards  of  the  American  Cancer  Society,  Pennsylvania  Divi- 
sion, and  the  Dauphin  County  Medical  Society. 

• William  C.  Brewer,  Greencastle;  University  of  Pennsylvania 
School  of  Medicine,  1938;  age  66;  died  October  19,  1978.  He  prac- 
ticed medicine  in  Greencastle  since  1939,  and  was  a member  of  the 
American  Academy  of  Family  Physicians. 

• Joshua  M.  Deaver,  Philadelphia;  University  of  Pennsylvania 
School  of  Medicine,  1928;  age  77;  died  November  12, 1978.  He  was 
a senior  consultant  in  surgery  and  former  chief  of  surgery  at 
Lankenau  Hospital  in  Philadelphia. 

• Morton  J.  Earley,  Hastings;  Georgetown  University  School  of 
Medicine,  1937;  age  70;  died  November  15, 1978.  He  was  a member 
of  the  staff  at  Miners  Hospital  in  Spangler  and  practiced  medicine 
in  Hastings  for  40  years. 

• George  L.  Laverty,  Hershey;  Jefferson  Medical  College,  1912; 
age  90;  died  November  29,  1978.  He  was  a member  of  the  surgical 
staff  at  Harrisburg  Hospital  since  1915  and  was  a diplomate  and 
fellow  of  the  American  College  of  Preventative  Medicine. 

• Francis  J.  Menapace,  Wilkes-Barre;  Temple  University 
School  of  Medicine,  1942;  age  62;  died  November  17, 1978.  He  was 
a past  president  of  the  Luzerne  County  Medical  Society  and  was  a 
member  of  its  board. 

• James  R.  Monteith,  Annville;  Temple  University  School  of 
Medicine,  1936;  age  69;  died  November  12,  1978.  He  was  the 
founder  and  former  director  of  the  Pennsylvania  State  Health 
Clinic  in  Lebanon. 

• Myroslaw  M.  Nawrockyj,  Elkins  Park;  University  of  Heidel- 
berg School  of  Medicine,  1953;  age  61,  died  November  7,  1978.  He 
was  on  the  staffs  of  Albert  Einstein  Medical  Center,  Abington 
Memorial  Hospital,  Bryn  Mawr  Hospital,  and  Nazareth  Hospital, 
and  became  chief  pathologist  at  Rolling  Hill  Hospital  in  1976. 

• Frank  S.  Olmes,  Orwigsburg;  McGill  University  Medical 
School,  1933;  age  70;  died  November  23,  1978.  A past  president  of 
the  Schuylkill  County  Medical  Society,  he  was  a practicing  physi- 
cian in  Orwigsburg  since  1934. 

• Vincent  Prioletti,  New  Castle;  St.  Louis  University  School  of 
Medicine,  1926;  age  78;  died  November  9,  1978.  He  was  a practic- 
ing physician  in  New  Castle  for  50  years. 

• James  H.  Ramsey,  Scottsdale,  Arizona;  Temple  University 
School  of  Medicine,  1937;  age  67;  died  October  23,  1978.  Dr.  Ram- 
sey was  a pathologist  at  Grove  City  Hospital  from  1964  to  1970. 

• Harry  P.  Schenck,  Wynnewood;  University  of  Pennsylvania 
School  of  Medicine,  1923;  age  84;  died  November  11,  1978.  An 
internationally  known  ear,  nose  and  throat  specialist,  he  served  on 
the  staffs  of  the  University  of  Pennsylvania,  Children’s  and  Lan- 
kenau Hospitals. 


• Charles  K.  Tredennick,  Johnstown;  Temple  University  School  (i| 
ofMedicine,  1927;  age  79;  died  August  29,  1978.  He  was  a member  ' 
of  the  surgical  staff  of  Memorial  Hospital,  Johnstown,  since  1937. 

• John  H.  Waring,  Boyertown;  Temple  University  School  ofMed- 
icine, 1934;  age  73;  died  September  25,  1978.  He  practiced  medi- 
cine in  Boyertown  since  1937. 

Albert  M.  Biele,  Philadelphia;  Jefferson  Medical  College,  1938;  . 
age  65;  died  September  21,  1978.  Dr.  Biele  was  a psychiatrist  and 
dream  researcher.  Since  1954  he  had  been  a clinical  professor  in 
Thomas  Jefferson  University’s  Department  of  Psychiatry  and 
Human  Behavior. 

Dominic  Cavalieri,  Hollidaysburg;  Middlesex  University  Medi- 
cal School;  age  65;  died  October  28,  1978.  He  had  been  staff  physi- 
cian at  Altoona  Veterans  Administration  Hospital  since  1951. 
James  P.  Fullin,  Philadelphia;  Hahnemann  Medical  College, 
1975;  age  29;  died  October  2,  1978.  He  had  been  pathology  chief  at 
Hahnemann  Hospital. 

Charles  L.  Hamilton,  Jr.,  Downingtown;  University  of 
Pittsburgh  School  of  Medicine;  age  56;  died  November  8,  1978.  A 
professor  of  physiology  and  psychiatry  at  the  University  of  Penn-  / 
sylvania,  he  also  headed  the  research  laboratory  at  the  Philadel-  j 
phia  Veterans  Administration  Hospital. 

Samuel  A.  Hartman,  Palmyra;  Hahnemann  Medical  School, 
1922;  age  80;  died  October  20,  1978.  He  served  at  the  Keystone 
Hospital  in  Harrisburg  in  1923  and  moved  to  Palmyra  in  1924, 
where  he  established  a private  practice. 

John  F.  Osier,  Dunedin,  Florida;  University  of  Pennsylvania 
School  ofMedicine,  1931;  age  72;  died  October  16, 1978.  From  1946 
to  1973,  he  was  a radiologist  at  the  Evangelical  Community 
Hospital,  Lewisburg. 

Francis  V.  Spagna,  Philadelphia;  Jefferson  Medical  College;  age 
80;  died  October  29,  1978.  For  more  than  20  years  he  had  been  a 
pathologist  for  the  City  of  Philadelphia. 

Peter  L.  Steffa,  Cheltenham;  Hahnemann  Medical  College,  1938; 
age  66;  died  September  16, 1978.  He  was  former  medical  director  at 
the  now-defunct  Stetson  Hospital,  Philadelphia. 

Cornelius  Stephany,  West  Chester;  Hahnemann  Medical  Col- 
lege, 1926;  age  70;  died  August  30, 1978.  Dr.  Stephany  had  retired 
after  having  practiced  general  medicine  in  Roxborough  for  almost 
50  years.  He  had  served  as  medical  consultant  for  the  Veteran’s 
Administration  for  13  years. 

James  Kent  Stoddard,  Gwynedd;  Johns  Hopkins  Medical  Col- 
lege; age  87;  died  August  29,  1978. 

Richard  Swerdlow,  Scarsdale,  New  York;  Temple  University 
School  ofMedicine,  1966;  age  37;  died  October  11,  1978.  He  prac- 
ticed plastic  surgery  and  was  an  ear,  nose  and  throat  specialist. 
Frederick  F.  Young,  Volant;  University  of  Pennsylvania  School 
ofMedicine,  1936;  age  75;  died  October  25,  1978.  He  was  the  first 
full-time  physician  for  the  Emergency  Department  at  Jameson 
Memorial  Hospital  in  New  Castle. 
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Librium 

ihlordiazepoxide  HQ. V Roche 


□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


efore  prescribing,  please  consult  complete  product  infor- 
lation,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
r accompanying  various  disease  states.  Efficacy  beyond 
qur  months  not  established  by  systematic  clinical  studies, 
eriodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
d the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ies  required  for  tasks  such  as  driving  or  operating  ma- 
| ninery  may  be  impaired,  as  may  be  mental  alertness  in  chil- 
. ren,  and  that  concomitant  use  with  alcohol  or  CNS  depres- 
ants  may  have  an  additive  effect.  Though  physical  and  psy- 
nological  dependence  have  rarely  been  reported  on  recom- 
lended  doses,  use  caution  in  administering  to  addiction- 
rone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
nuation  of  the  drug  and  similar  to  those  seen  with  barbi- 
jrates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
pg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
i "easing  gradually  as  needed  and  tolerated.  Not  recom- 
l.iended  in  children  under  six.  Though  generally  not  recom- 
I lended,  if  combination  therapy  with  other  psycho- 
lopics  seems  indicated,  carefully  consider  individual  phar- 
lacologic  effects,  particularly  in  use  of  potentiating  drugs 
uch  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
-ecautions  in  presence  of  impaired  renal  or  hepatic  func- 
on.  Paradoxical  reactions  (e^g_,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5or10mgt.i.d.  orq.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  orq.i.d.  Geriatric  patients:  5 mg  b.i.d.  toq.i.d.  (See 
Precautions. ) 

Supplied:  Librium  ®(chlordiazepoxide  HCI)  Capsules,  5 
mg,  1 0 mg  and  25  mg— bottles  of  1 00  and  500;  Tel-E-Dose  ® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg,  / 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re-  / 

spect  to  clinical  activity,  capsules  and  tab-  / 

lets  are  indistinguishable.  / 


synonymous  with  relief  of  anxiety 


synonymous  with  relief  of  anxiety 


Progress  Report: 
Council  on 

Health  Planning  and  Facilities 


Accept 
no  substitute 
for  your  professional 
judgment 

When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

• You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

® You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 

For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative 


As  a physician,  you  have  the  right  to 
prescribe  the  drug  which  you  believe 
will  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
cult to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
may  be  required  by  law  to  substitute 
another  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours;  its 
source  is  left  to  the  pharmacist’s  dis- 
cretion. You  will  have  forfeited  your 
right  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
accept  no  substitution. 


© 1978,  Pfizer  Inc 


PHARMACEUTICALS 


^medigram 


)R.  MACLEOD  NAMED 
SECRETARY  OF  HEALTH 


COMMITTEE  STUDIES 
CERTIFICATE  OF  NEED 


OFFICERS’  CONFERENCE 
PROGRAM  COMPLETE 


HOSPITAL  REGULATIONS 
INJUNCTION  DISSOLVED 


Gordon  K.  MacLeod,  MD,  professor  and  chairman  of  the  depart- 
ment of  health  services  administration  at  the  University  of 
Pittsburgh  Graduate  School  of  Public  Health,  is  the  Common- 
wealth's secretary  of  health  designate.  His  nomination  by 
Governor  Richard  L.  Thornburgh  has  been  approved  by  the 
Senate  Health  and  Welfare  Committee  and  awaits  Senate 
confirmation.  Dr.  MacLeod  is  also  associate  clinical 
professor  of  medicine  at  the  university's  school  of  medicine. 
He  established  and  from  1971  to  1973  was  the  first  director 
of  the  HMO  Service  in  the  Department  of  Health,  Education, 
and  Welfare.  A native  of  Boston,  Dr.  MacLeod  was  an  indus- 
trial engineer  before  entering  medical  school  at  the  Univer- 
sity of  Cincinnati. 

The  House  of  Representatives  Health  and  Welfare  Committee 
has  held  its  first  meeting  on  H.B.  308,  "The  Health  Care 
Facilities  Act."  The  bill  would  establish  an  11-member 
policy  board  with  powers  to  regulate  health  care  facilities 
on  a number  of  subjects  including  licensure  and  certificate 
of  need.  The  bill  was  proposed  by  the  Hospital  Association 
of  Pennsylvania.  All  states  must  enact  such  legislation  to 
avoid  a June  30,  1979  cutoff  in  federal  funds  to  the  State- 
wide Health  Coordinating  Councils.  Pennsylvania  stands  to 
lose  an  additional  $66  million  in  federal  funds  if  certif- 
icate of  need  legislation  is  not  being  administered  by 
October  1,  1980. 

Speakers  on  health  care  financing  and  Pennsylvania's  mal- 
practice arbitration  system  will  round  out  the  schedule  of 
speakers  at  the  1979  Officers'  Conference  at  the  Penn 
Harris  Motor  Inn,  Camp  Hill,  April  25-26.  Walter  McClure, 
PhD,  vice  president  and  director  of  the  health  policy 
group  for  Interstudy,  will  speak  on  "Cost  Containment — 
Choices  for  Medical  Care."  Arthur  S.  Frankston,  Esq., 
administrator  of  the  Office  of  Arbitration  Panels  for 
Health  Care,  has  chosen  as  his  topic  "Accelerating  the  Pace 
of  Arbitration  Hearings."  J.  Mostyn  Davis,  MD,  Officers' 
Conference  Committee  chairman,  has  sent  a letter  to  county 
medical  societies  urging  them  to  pay  expenses  for  additional 
delegates.  County  society  officers  attend  at  State  Society 
expense.  Further  details  are  on  page  11. 

A temporary  injunction  staying  the  enforcement  of  a large 
portion  of  the  hospital  regulacions  adopted  by  the  Penn- 
sylvania Department  of  Health  December  10,  1977  was  dis- 
solved February  5 by  Commonwealth  Court.  The  court  ruled 
that  the  department  has  authority  to  enforce  regulations 
for  general  and  special  hospitals.  The  Huspital  Association 
of  Pennsylvania,  which  brought  suit  against  the  health 
department  and  was  granted  the  temporary  injunction,  is 
considering  an  appeal  to  the  state  Supreme  Court. 
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BLUES  CHALLENGE 
ADMISSIONS  TESTS 


PMSLIC  CONTINUES 
BUILDING  STAFF 


PMS  LETTER  TO  GOVERNOR 
URGES  HIGHWAY  SAFETY 


MEDICARE  CHANGE 
AFFECTS  GROUPS 


PA  REGISTRATION 
NOW  AVAILABLE 


STATE  MEDICAL  BOARD 
PUBLISHES  1978  DATA 


National  Blue  Cross  and  Blue  Shield  has  recommended  to 
member  plans  that  they  stop  paying  for  routine  diagnostic 
tests  for  nonsurgical  hospital  admissions  unless  the  tests 
are  ordered  specifically  by  a physician.  The  tests,  done 
routinely  as  part  of  hospital  admissions,  have  an  annual 
cost  of  $1.3  billion  nationwide,  Walter  J.  McNerney,  Blues 
president,  said.  The  proposal  is  the  second  step  in  the 
Blue  Cross/Blue  Shield  Medical  Necessity  Project  begun  in 
1977.  The  project’s  first  step  curbed  payment  for  42 
surgical  and  medical  procedures  of  uncertain  value. 

The  Pennsylvania  Medical  Society  Professional  Liability 
Insurance  Company  added  three  executives  to  its  staff  in 
February.  A.  John  Smither,  president,  announced  that  Linda 
S.  Lichtman,  previously  with  the  law  firm  of  Pepper,  Hamiltor 
& Scheetz  and  the  Pennsylvania  Department  of  Insurance,  has 
been  named  general  counsel  for  the  company.  Judith  R. 

Brown,  RN,  JD,  previously  of  Baltimore,  is  director  of  risk 
management  and  loss  prevention.  Lawrence  E.  Smarr,  of 
Carlisle,  is  director  of  statistics  and  research.  He  served 
as  assistant  secretary  of  the  State  Society  for  a year  prior 
to  two  years  of  service  as  business  analyst  for  AMP,  Inc., 
Harrisburg . 

Concern  in  the  1978  PMS  House  of  Delegates  about  traffic 
accidents,  the  sixth  leading  cause  of  death,  led  to  an 
exchange  of  letters  on  the  subject  in  the  past  month.  John 
B.  Lovette,  MD,  Society  president,  wrote  to  Governor  Richard 
L.  Thornburgh  urging  him  to  make  a concerted  effort  to 
remedy  conditions  leading  to  traffic  accidents,  especially 
those  involving  heavy  trucks.  A response  from  Acting  Secre- 
tary of  Transportation  Thomas  D.  Larsen  promised  that  "pre- 
vention activities  will  be  a critical  part  of  our  program." 

All  medicare  Part  B claims  submitted  to  Pennsylvania  Blue 
Shield  on  or  after  April  9,  1979  by  doctor  groups  (excluding 
radiology  and  pathology  groups)  must  identify  the  individual 
physician  performing  the  service.  Details  are  in  a letter 
issued  by  Blue  Shield  to  all  providers. 

The  State  Board  of  Medical  Education  and  Licensure  is  now 
accepting  applications  for  registration  from  physician 
assistants.  Applications  are  available  by  writing  to  the 
State  Board  of  Medical  Education  and  Licensure,  P.0.  Box 
2649,  Harrisburg,  PA  17120. 

The  State  Board  of  Medical  Education  and  Licensure  has  pub- 
lished statistics  on  its  activities.  In  1978  the  board 
acted  on  208  complaints,  dismissing  150  and  taking  discip- 
linary action  on  40  others.  Adjudication  of  the  other  18 
cases  is  pending.  Disciplinary  actions  include  11  license 
revocations,  6 suspensions,  9 probations,  9 restrictions  on 
practice,  3 reprimands,  one  evaluation  and  one  dismissal 
after  hearing.  Only  two  reprimands  were  issued  in  1977. 

PMS  sued  the  Commonwealth  to  force  funding  of  the  board  so 
that  staff  could  be  hired  and  trained  to  enforce  the  Medical 
Practice  Act. 
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newsfronts 


Dr.  Lovette  calls  for  cooperation  during  DPW  testimony 


Calling  for  some  "fresh  air  and  a 
new  perspective”  in  the  Depart- 
ment of  Public  Welfare,  John  B. 
Lovette,  MD,  PMS  president,  tes- 
tified before  the  Senate  public 
health  and  welfare  committee  on 
the  confirmation  of  Helen  O’Ban- 
non  as  DPW  secretary. 

Noting  that  Mrs.  O’Bannon 
"appears  qualified  to  tackle  the 
monumental  problems  facing  the 
state’s  largest  department,”  Dr. 
Lovette  outlined  some  of  the  Soci- 
ety’s concerns  as  they  relate  to 
DPW. 

He  cited  the  department’s  re- 
fusal to  use  the  universal  claim 
form  and  established  carriers  such 
as  Blue  Shield  for  claims  process- 
ing. "This  total  lack  of  cooperation 
and  sensitivity  turns  off  doctors,” 
Dr.  Lovette  testified.  "It  is  our 
hope  that  Mrs.  O’Bannon  will  be 
able  to  stem  the  tide  of  this  dupli- 
cation and  waste  at  the  Depart- 
ment of  Public  Welfare.” 

Dr.  Lovette  emphasized  the  So- 
ciety’s hope  that  the  secretary  will 
be  able  to  "restore  a sense  of  bal- 
ance to  the  department,  so  that  it 
deals  fairly  with  providers  as  well 
as  recipients.”  He  said  that  DPW 
sometimes  has  "ambushed”  doc- 


tors by  introducing  new  forms  and 
regulations  without  benefit  of 
physician  input.  "These  surprise 
moves  only  antagonize  people  and 
invite  law  suits,”  he  said. 

"More  is  to  be  gained  by  reason- 
able people  sitting  down  and  rea- 
soning together.  We  urge  the  sec- 
retary to  establish  an  ongoing 
dialogue  with  the  leadership  of  the 
Pennsylvania  Medical  Society  re- 


garding the  administration  of  the 
Medical  Assistance  Program  . . . 
Let  us  work  together  to  make 
Pennsylvania  a model  M.A.  pro- 
gram.” 

According  to  Dr.  Lovette,  the 
Society  is  looking  to  Mrs.  O’Ban- 
non to  . . . "open  up  (DPW)  to  a 
spirit  of  true  cooperation  with  the 
professions  which  ultimately  must 
provide  the  medical  services.” 


Head  of  psychiatric  society  testifies  at  O’Bannon  hearing 


Carmela  F.  deRivas,  MD,  presi- 
dent of  the  Pennsylvania  Psy- 
chiatric Society  which  represents 
more  than  1,200  psychiatrists  in 
the  state,  offered  testimony  before 
the  Senate  health  and  welfare 
committee  on  the  confirmation  of 
Helen  O’Bannon  as  secretary  of 
public  welfare. 

She  urged  Mrs.  O’Bannon  to 
give  "serious  consideration ...  to  a 
review  of  the  entire  structure  of 
the  Department  of  Public  Welfare 
(DPW)  with  specific  account- 
abilities indicated  for  each  pro- 


gram area  with  appropriate  des- 
ignation of  responsibility  and  ac- 
countability.” 

To  attain  program  account- 
ability, Dr.  deRivas  recommended 
that  DPW  change  its  accounting 
and  data  collection  services  to 
harmonize  with  "recognized  sys- 
tems within  the  state  and  nation.” 

According  to  Dr.  deRivas,  the 
current  system  of  "low  reim- 
bursement” for  medical  care  to  the 
indigent  "curtails  the  initiative  to 
provide  ambulatory  and  preven- 
tive services  and  encourages  the 


use  of  in-hospital  care,”  the  high- 
est cost  component  of  Medical  As- 
sistance payment.  She  called  for 
an  adjustment  of  the  Medical  As- 
sistance fee  to  allow  "realistic  re- 
imbursement for  day  hospitals 
and  for  partial  hospitalization.” 
Dr.  deRivas  also  asked  that  at 
some  point,  consideration  be  given 
to  the  "development  of  separate 
departments  to  replace  programs 
currently  under  the  Department 
of  Public  Welfare” — areas  such  as 
mental  health,  mental  retarda- 
tion, and  medical  assistance. 
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Progress  Report: 

Council  on  Health  Planning  and  Facilities 


Paul  F.  Kase,  M D 


Susan  Mohler 

Assistant  Managing  Editor 


On  May  17,  1978  the  Council  on 
Health  Planning  and  Facilities 
was  created  by  action  of  the  PMS 
Board  of  Trustees.  Though  in  exis- 
tence for  only  ten  months,  the  fifth 
council,  as  it  has  been  dubbed,  has 
begun  to  tackle  major  problems 
centering  around  the  delivery  of 
health  care  in  hospitals. 

Background 

As  challenges  to  the  State  Soci- 
ety grew  in  1977,  some  members  of 
the  Board  of  Trustees  felt  that  the 
four  administrative  councils  could 
no  longer  handle  new  issues  ade- 
quately. Specifically,  the  ac- 
countabilities of  the  Council  on 
Medical  Service  were  overwhelm- 
ing as  socioeconomic  issues  con- 
tinued to  develop.  A fifth  council 
in  the  socioeconomic  area  was 
mentioned  as  a solution  to  the  in- 
creased workload. 

At  this  time,  the  Society’s  by- 
laws still  designated  the  House 
of  Delegates  as  the  appropriate 
body  to  make  a structural  change. 


Eventually,  House  action  changed 
the  bylaws  to  move  the  responsi- 
bility for  structure  from  the  House 
to  the  Board,  clearing  the  way  for 
action. 

And  action  was  taken.  The  new 
council  was  created,  and  assigned 
responsibility  for  health  care 
planning,  health  care  and  hospital 
costs,  long  term  care,  and  services 
to  hospital  medical  staffs,  includ- 
ing medical  staff  bylaws,  relations 
with  hospital  boards  and  adminis- 
tration, medicare  and  medicaid 
hospital  regulations,  Department 
of  Health’s  hospital  regulations, 
and  Blue  Cross  contracts  with 
hospitals. 

The  Council  on  Medical  Service 
retained  responsibility  for  the  fol- 
lowing: professional  liability  in- 
surance, including  risk  manage- 
ment, loss  prevention,  and  mon- 
itoring of  insurance  department 
hearings;  relations  with  third 
party  payers,  including  Blue 
Shield,  Blue  Cross,  medicaid;  med- 
icare; and  the  Pennsylvania  Medi- 


cal Care  Program.  a 

To  complete  the  action,  the  new  p 
council  was  designated  as  the  t 
Council  on  Health  Planning  and  e 
Facilities.  The  Council  on  Medical 
Service  was  renamed  the  Council  c 
on  Medical  Economics.  i 

\ 

The  fifth  council  today  I 

The  fifth  council  is  headed  by 
Paul  F.  Kase,  MD,  family  physi- 
cian in  Harrisburg,  who  sees  the 
council  fulfilling  physicians’  needs 
in  many  ways  and  providing  a 
valuable  service  to  members.  Dr. 
Kase  outlined  current  areas  of 
emphasis. 

"Health  care  planning  is  tre- 
mendously important  and  an  area 
in  which  the  council  may  be  able  to 
assist  physicians  in  data  collection 
and  analysis,  and  subject  re- 
search,” Dr.  Kase  said.  He  recog- 
nized that  a major  problem  in 
planning  is  "keeping  ahead  of  reg- 
ulations.” The  Commission  on 
Health  Planning — the  only  com- 
mission in  the  council — has  been 
assigned  this  task.  The  commis- 
sion met  recently  to  outline  goals, 
one  of  which  is  to  keep  physicians 
informed  about  significant  ac- 
tivities in  health  planning  and  en- 
courage their  involvement  in 
decision-making. 

According  to  Dr.  Kase,  most  of 
the  council’s  time  "has  been  and 
will  be  spent  aiding  hospital  medi- 
cal staffs,  mainly  in  the  area  of 
bylaws.”  Though  the  American 
Medical  Association  and  the  Joint 
Committee  on  Accreditation  of 
Hospitals  have  developed  model 
medical  staff  bylaws,  one  of  the 
council’s  goals  is  to  formulate  a 
more  applicable  set  of  bylaws,  Dr. 
Kase  said.  The  subcommittee  on 
medical  staff  bylaws  will  work 
with  legal  counsel  to  develop  this 
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model  and  to  establish  a bylaws 
review  service  to  assist  hospital 
medical  staffs  in  avoiding  known 
entrapments  and  problem  areas. 

To  learn  about  problems  medi- 
cal staffs  throughout  the  state 
are  encountering  with  hospital 
bylaws,  the  Council  on  Health 
Planning  and  Facilities  mailed  a 
questionnaire  to  staff  presidents. 
"The  mailing  gives  the  staffs  a 
chance  to  define  their  problems, 
and  review  their  bylaws  to  see  if 
they  are  current,”  Dr.  Kase  said. 
"We  want  them  to  provide  input 
about  their  problems  and  ques- 
tions in  such  areas  as  medical  staff 
privileges,  for  example.  We  in- 
vited them  to  use  the  council  as  a 
resource  to  help  arbitrate  differ- 
ences with  the  hospital  adminis- 
tration. This  is  the  first  time  PMS 
has  had  a direct  relationship  with 
hospital  staffs.  Response  rate  to 
the  mailing  has  been  great.  The 
council  currently  is  tabulating  the 
results.” 

Though  the  chairman  expects 
no  shift,  at  the  present  time,  in  the 
current  emphasis  on  bylaws,  he 
noted  that  other  areas  of  ac- 
countability, including  health 
care  and  hospital  costs,  and  long 
term  care,  are  of  "vital  interest”  to 
council  members. 

Dr.  Kase  is  optimistic  about  the 
future  of  the  fifth  council  and  said 
council  members  are  "looking  for- 
ward to  working  with  the  new  sec- 
retary of  health  in  an  affirmative 
way.”  He  added,  "Sometimes  or- 
ganized medicine  has  been  reac- 
tionary in  posture  to  bureaucrat- 
ic behaviorisms,  partly  because 
we  weren’t  in  on  the  legislative 
process.  We  hope  to  cooperate  with 
the  new  Department  of  Health  in 
planning  future  health  care  legis- 
lation.” 


Ever  since  Congressman  Dan  Rostenkowski  issued  his  cost  con- 
tainment challenge  to  the  health  industry  a year  ago,  voluntary  control 
of  health  care  costs  has  been  in  the  minds  of  physicians  and  others 
involved  in  providing  medical  services. 

In  response,  the  American  Medical  Association  and  the  American 
Hospital  Association  joined  to  form  the  Voluntary  Effort,  through  which 
those  involved  pledged  to  keep  the  increase  in  the  cost  of  delivering 
medical  care  to  12  percent  in  1978. 

In  the  Commonwealth,  the  Pennsylvania  Medical  Society  and  the 
Hospital  Association  of  Pennsylvania  mounted  a campaign  called 
PAVE,  Pennsylvania  Voluntary  Effort. 

For  PMS,  the  Council  on  Health  Planning  and  Facilities  is  responsible 
for  coordinating  PAVE  activities,  and  is  seeking  ways  to  make  the 
voluntary  effort  continue  to  work. 

Paul  F.  Kase,  MD,  chairman  of  the  Council,  says,  “Today,  hospitals  are 
caught  in  a tough  bind,  forced  to  deal  with  a phenomenal  number  of 
federal  and  state  regulations.  If  proposed  governmental  cost  controls 
are  legislated,  our  hospitals  might  find  themselves  in  an  even  more 
difficult  situation.  That’s  why  we  must  assist  our  hospitals  in  their 
voluntary  effort  to  contain  costs. . 

One  way  in  which  PMS  and  HAP  are  bolstering  the  voluntary  effort  is 
through  production  and  distribution  of  a 20-minute  slide  show  entitled, 
“The  Cost  Containment  Challenge.”  The  show  demonstrates  the  need 
for  physician  involvement  in  PAVE,  which  is  described  as  “the  most 
desirable  cost  containment  effort.” 

The  show  is  available  now,  and  is  being  publicized  through  mailings 
to  county  medical  societies,  hospital  medical  staffs,  and  medical  school 
deans.  The  Council  plans  to  have  a physician  present  at  every  showing 
to  provide  introductory  and  background  information  on  PAVE  and  to 
answer  questions. 

Those  interested  in  booking  the  show  may  call  Stephen  Keys,  PMS 
assistant  director  of  health  planning  and  facilities,  at  (717)  763-7151, 
extension  34. 
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Benjamin  Rush  Committee  selects  award  winners 


The  Benjamin  Rush  Award 
Committee  has  selected  and  the 
Board  of  Trustees  has  approved 
this  year’s  recipients  of  the  cov- 
eted award. 

Nominee  for  the  individual 
award  is  Elizabeth  Z.  (Betty)  Far- 
row, of  Lewisburg.  Miss  Farrow  is 
a retired  art  teacher  and  Christian 
education  teacher.  She  volun- 
tarily developed  and  maintains  an 
arts  and  crafts  program  for  chil- 
dren in  the  pediatric  department 
at  Evangelical  Community  Hospi- 
tal in  Union  County.  In  addition, 
Miss  Farrow  developed  a pediatric 
orientation  program  at  the  hospi- 
tal for  kindergarten  through  sec- 
ond graders  so  they  can  become 
better  acquainted  and  less  fearful 
of  the  hospital  setting.  She  origi- 
nated the  health  education  com- 
mittee in  Union  County  which  is 
involved  in  the  identification  and 
coordination  of  available  health 
services. 

Miss  Farrow,  personally  and 
through  the  Council  of  Churches, 
has  identified  and  assisted  persons 
in  need  of  spiritual,  physical,  emo- 


tional, and  financial  assistance. 
The  committee  "believes  she  is  an 
outstanding  candidate”  for  the 
award. 

Operation  Heartbeat  of  Carlisle 
is  the  committee’s  nominee  for  the 
organizational  award.  This  non- 
profit organization  of  150  persons 
has  promoted  and  conducted  train- 
ing seminars  on  cardiopulmonary 
resuscitation  since  its  creation  in 
June  1976.  During  its  first  year 
of  operation,  the  organization 
trained  more  than  1,500  in  CPR. 
Currently,  Operation  Heartbeat 
has  expanded  into  Shippensburg. 

The  organization  works  solely 


The  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngol- 
ogy will  hold  its  annual  scientific 
meeting  at  the  Bedford  Springs 
Hotel,  Bedford,  May  16-19. 

The  meeting  is  open  to  all  physi- 
cians. The  registration  fee  is  $35 
for  non-members.  The  fee  covers 
all  scientific  and  social  sessions  on 
the  academy’s  program.  Academy 


through  volunteers;  no  state  or 
federal  aid  has  been  given.  Accord- 
ing to  the  award  committee,  Oper- 
ation Heartbeat  has  been  a 
"catalyst  that  has  brought  to- 
gether industry,  churches,  Red 
Cross,  American  Heart  Associa- 
tion, Carlisle  Hospital,  the  medi- 
cal community,  and  the  Ship- 
pensburg community  into  a com- 
mon goal  of  increasing  awareness 
of  improved  medical  care  through 
self  participation.” 

Awards  will  be  presented  at  the 
1979  Officers’  Conference,  April 
25  and  26  at  the  Penn  Harris 
Motor  Inn,  Camp  Hill. 


members,  residents,  and  members 
of  the  armed  forces  are  admitted 
free.  All  facilities  of  the  Bedford 
Springs  resort  hotel  will  be  avail- 
able at  convention  rates. 

Out-of-state  guest  speakers  in- 
clude: Drs.  S.  Arthur  Boruchoff,  H. 
Mackenzie  Freeman,  and  Harold 
F.  Schuknecht,  Boston,  Mas- 
sachusetts; David  G.  Cogan, 
Bethesda,  Maryland;  Robert  D. 
Feinecke,  Albany,  New  York; 
Yale  L.  Fisher,  New  York;  Jerre 
M.  Freeman,  Memphis,  Tennes- 
see; and  Richard  H.  Keates,  Col- 
umbus, Ohio.  Another  29  special- 
ists from  Pennsylvania  will  par- 
ticipate in  the  program. 

For  further  information,  contact 
Donald  B.  Kamerer,  MD,  secre- 
tary, 1501  Locust  Street, 
Pittsburgh,  PA  15219. 


Dr.  Bachman  at  HEW 

Former  State  Health  Secretary 
Leonard  Bachman  began  a new  job 
with  the  U.S.  Public  Health  Ser- 
vice this  month.  He  oversees  oper- 
ations of  the  Public  Health  Ser- 
vice’s eight  primary-care  hospitals 
and  27  clinics  across  the  country. 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Tbday,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days’  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $32,000  or  more  a 
year,  depending  on  your  experience. 

For  more  information,  contact: 

Robert  Milie 

P.O.  Box  946-Federal  Building 
Harrisburg,  PA  17108 
(717)  782-3985 


Ophthalmology  and  otolaryngology  academy  to  meet 
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fin  Great  Laxative  ISscap 


dioctyf  sodium  sulfosuccinate 

Colace  means  escape— from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit, 
Colace  gently  helps  soften  stools  for  easy,  pain- 
less, unstrained  elimination.  It’s  the  great  laxative 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules  Syrup  or  liquid. 


PHARMACEUTICAL  DIVISION 


‘ 1978  Moad  Johnson  H Company  • Evansville.  U 


This  asthmatic 

isn’t  worried  about  his  next  hreath... 


he’s  active 
he’s  effectively 
maintained  on 


Each  capsule  or  tablespoonful  ( 1 5 ml)  liquid 
contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiacolote  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomaric  relief  of  branchospasnc 
conditions  such  as  bronchial  asthma,  chronic  bronchitis, 
and  pulmonary  emphysema 

Warnings:  Do  nor  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  rectal  dose  of  any  prepara- 
tion containing  theophylline  or  ammophylline  Do  nor 
give  other  compounds  containing  xanrhme  derivatives 
concurrently 

Precautions:  Use  wirh  caution  in  patients  with  cardiac 
disease  hepatic  or  renal  impairment  Concurrenr  adminis- 
tration wirh  certain  antibiotics,  i.e  clindamycin  erythro- 
mycin rroleondomycin  may  result  in  higher  serum  levels 
of  theophylline  Plasma  prorhrombm  and  factor  V may 
increase  bur  any  clinical  effect  is  likely  to  be  small  Metab- 
olites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxymdoleaceric  acid  readings,  when  determined 
with  mrrosonaphrhol  reagent  Safe  use  in  pregnancy  has 
not  been  established  Use  in  case  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  system  Its  administra- 
tion may  cause  local  irritation  of  the  gastric  mucosa  with 
possible  gastric  discomfort,  nausea  and  vomiting  The 
frequency  of  adverse  reacrions  is  related  to  the  serum 
rheophylline  level  and  is  nor  usuolly  a problem  at  serum 
theophylline  levels  below  20  meg  ml 
How  Supplied:  Capsules  in  borrles  of  100  and  1000  and 
unit-dose  packs  of  100:  Liquid  in  borrles  of  1 pint  and  1 
gallon 

See  package  insert  for  complete  prescribing  information 


PHARMACEUTICAL  DIVISION 

© 1979  Mead  Johnson  & Company  • Evansville  Indiana  47721  USA  MJL  6-4220R 


Eli  Bernzweig  conference  risk  management  speaker 


Eli  P.  Bernzweig,  an  expert  in 
the  study  of  health  law,  medical 
malpractice,  and  insurance,  will 
address  the  PMS  1979  Officers’ 
Conference,  to  be  held  April  25 
and  26  at  the  Penn  Harris  Motor 
Inn,  Camp  Hill. 

His  talk,  "Risk  Management  for 
the  Individual  Practitioner — Is 
Anything  Workable?”  will  be 
given  Thursday,  April  26. 

Bernzweig,  an  attorney,  became 
involved  in  medical  malpractice 
issues  when  he  entered  the  De- 
partment of  Health,  Education, 
and  Welfare  (HEW)  in  1962.  In 
1971  he  was  appointed  executive 
director  of  the  HEW  secretary’s 

Professionals  invited 
to  month-long  study 

The  National  Endowment  for 
the  Humanities  has  announced 
details  of  its  1979  summer  hu- 
manities seminars  for  physicians, 
nurses,  and  other  health-care  pro- 
fessionals. The  program  is  de- 
signed to  bring  members  of  several 
professions  together  for  a month  of 
full-time  study  in  seminars  di- 
rected by  professors  at  selected  col- 
leges and  universities  throughout 
the  country. 

Three  professional  seminars  are 
open  only  to  physicians,  nurses 
and  health  care  professionals,  in- 
cluding public  health  officials  and 
hospital  administrators.  Five  in- 
terprofessional seminars  also  are 

I offered  for  health  care  personnel 
and  members  of  other  professions 
outside  of  teaching.  From  12  to  15 
persons  attend  each  seminar  tu- 
ition free,  receiving  a stipend  of  up 
to  $1,200  plus  reimbursement  for 
travel. 

Application  deadline  is  April  16, 
1979.  For  applications  and  infor- 
mation about  the  seminar  topics 
write:  Professions  Program,  Fel- 
lowships Division  MS-101,  Na- 
tional Endowment  for  the  Hu- 
manities, Washington,  D.C. 


Commission  on  Medical  Malprac- 
tice, a post  he  held  until  mid  1973 
when  the  commission’s  work  was 
completed. 

For  the  next  two  years  Bern- 
zweig worked  as  vice  president 


Emergency  text  published 

David  K.  Wagner,  MD,  Mount 
Airy,  is  co-editor  of  the  recent  pub- 
lication, "Principles  and  Practice 
of  Emergency  Medicine.”  The  book 
is  a two-volume  text  for  the  new 
specialty  of  emergency  medicine. 

Dr.  Wagner  is  chief  of 
emergency  medicine  at  the  Medi- 
cal College  of  Pennsylvania 
(MCP).  In  1971  he  pioneered  one  of 
the  country’s  first  acute  care  pro- 
grams. By  1975  the  College  had 
graduated  the  first  residents 
trained  in  the  three  year  program. 

"Principles  and  Practice  of 
Emergency  Medicine”  may  serve 
as  a guide  for  other  emergency 
medicine  programs  that  have 
since  developed  throughout  the 
country. 

Twelve  MCP  faculty  members 
contributed  chapters  for  the  book: 
Subhash  C.  Bansal,  MD,  associate 
professor  of  surgery  and  director  of 
surgical  research;  Garrett  E. 
Bergman,  MD,  assistant  professor 
of  pediatrics;  William  F.  Bouzarth, 
MD,  clinical  professor  of  neurolog- 
ical surgery;  John  Bulette,  MD, 
assistant  professor,  department  of 
psychiatry;  Elsie  R.  Carrington, 
MD,  emeritus  professor  of  obstet- 
rics and  gynecology;  Lester  Kara- 
fin,  MD,  FACS,  professor  and  chief 
of  section  of  urology;  A.  Richard 
Kendall,  MD,  clinical  professor  of 
urology;  Frank  I.  Marlowe,  MD, 
associate  professor  of  otolaryngol- 
ogy; Jonathan  E.  Rhoads,  Jr.,  MD, 
assistant  professor  of  surgery; 
James  R.  Roberts,  MD,  professor  of 
emergency  medicine;  Robert  J. 
Wolfson,  MD,  professor  and  head 
of  division  of  otolaryngology. 


of  Argonaut  Insurance  Company, 
where  he  developed  new  approach- 
es to  loss  prevention  in  the  medi- 
cal/hospital area.  He  then  became 
special  assistant  to  the  Federal 
Insurance  Administrator  at  the 
Department  of  Housing  and  Ur- 
ban Development. 

Awarded  a Federal  Executive 
Fellowship  at  the  Brookings  In- 
stitution in  1977,  Bernzweig  un- 
dertook an  analysis  of  the  en- 
tire injury  reparations  problem  in 
this  country.  Upon  completion  of 
his  work  in  June  1978,  he  retired 
from  the  federal  government  and 
has  been  working  as  a writer  and 
an  investment  adviser. 

Scheduled  to  address  the  confer- 
ence are  humorist  Charles  Jarvis, 
DDS,  Wednesday’s  dinner 
speaker;  Abraham  Twerski,  MD, 
Pittsburgh  psychiatrist,  who  will 
speak  at  Thursday’s  prayer 
breakfast;  and  Anne  Somers, 
professor  of  community  medicine 
at  Rutgers  Medical  College. 

Members  of  the  Officers’  Con- 
ference Committee  for  1979  are  J. 
Mostyn  Davis,  MD,  chairman; 
Joseph  M.  Stowell,  MD,  board  rep- 
resentative; Paul  F.  Kase,  MD; 
William  D.  Lamberton,  MD;  Wal- 
lace G.  McCune,  MD;  and  David  L. 
Miller,  MD. 


Women’s  health 
foundation  created 

The  National  Foundation  for 
Women’s  Health  was  launched 
January  12,  1979,  during  a dinner 
sponsored  by  the  Medical  College 
of  Pennsylvania  and  the  national 
board.  Under  the  leadership  of 
Gail  Forster,  the  foundation  will 
support  research  on  the  health 
problems  of  women;  assist  in  the 
education  of  women  on  their  own 
health  and  health  needs;  and  sup- 
port training  of  researchers  and 
health  personnel  who  are  experts 
on  the  health  problems  of  women. 
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Dr.  Pressman  new  Philadelphia  CMS  president 


Robert  S.  Pressman,  MD,  was 
installed  as  the  118th  president  of 
the  Philadelphia  Medical  Society 
on  January  17,  1979. 

Dr.  Pressman,  who  has  been  a 
member  of  the  State  Society  for  17 
continuous  years,  serves  as  a con- 
tributing editor  of  PENNSYLVANIA 
MEDICINE.  He  was  chairman  of  the 
interspecialty  committee  of  the 
PMS  from  1970  to  1975  and  is  a 
member  of  the  commission  on  edu- 
cation and  manpower. 

He  was  president  of  the  Penn- 
sylvania Society  of  Internal  Medi- 
cine in  1968.  A fellow  of  the  Amer- 
ican College  of  Physicians  and  the 
College  of  Physicians  of  Philadel- 
phia, he  has  served  in  the  latter  as 
elective  councilor,  chairman  of  the 
by-laws  committee,  and  chairman 
of  the  finance  committee. 

Dr.  Pressman  is  a diplomate  of 
the  American  Board  of  Internal 
Medicine  and  earned  a Master  of 
Medical  Science  degree  in  internal 
medicine  from  the  Graduate 
School  of  Medicine,  University  of 
Pennsylvania. 

Dr.  Pressman  began  his  service 
with  the  Philadelphia  County 
Medical  Society  when  he  assumed 
the  presidency  of  the  north  branch 

Hershey  expands  program 

A six-term  associate  degree  pro- 
gram for  primary  care  physician’s 
assistants  has  been  approved  at 
The  Milton  S.  Hershey  Medical 
Center  of  The  Pennsylvania  State 
University.  The  previous  program 
had  led  to  a certificate  after  15 
months  of  study  and  training. 

Students  in  the  new  program 
will  spend  one  academic  year  at 
the  Center  in  classroom  and  clini- 
cal training,  and  a second  year 
with  physician  preceptors 
throughout  Pennsylvania  and 
other  states. 

The  program  aims  toward  al- 
leviating the  physician  shortage 
in  certain  areas. 


from  1956-57.  Since  then,  he  has 
been  a director,  treasurer,  and  vice 
president  of  the  county  society. 

A Temple  University  School  of 
Medicine  graduate,  he  did  his  in- 
ternship at  the  Jewish  Hospital. 

Installed  as  president  elect  of 
the  county  medical  society  was 
Sidney  O.  Krasnoff,  MD,  an  inter- 
nist. Also  elected  to  society  posts 
were  Drs.  Edward  J.  Resnick,  an 
orthopedic  surgeon,  vice  presi- 


DR.  KRASNOFF 


dent;  Peter  A.  Theodos,  an  inter- 
nist, secretary;  and  Wallace  G. 
McCune,  an  internist,  treasurer. 

Warning  issued 
with  progestins 

Women  must  receive  a lay  lan- 
guage brochure  on  progestational 
drugs  every  time  a physician  or 
pharmacist  dispenses  one  of  these 
products,  according  to  a report  in 
December’s  FDA  drug  bulletin. 
The  brochure  explains  the  risks 
associated  with  the  use  of  proges.- 
tational  agents  during  the  early 
stages  of  pregnancy. 

The  action,  which  requires  pa- 
tient and  revised  physician  label- 
ing, stems  from  reports  in  litera- 
ture that  suggest  an  association 
between  the  use  of  progestins  in 
the  first  four  months  of  pregnancy 
and  congenital  anomalies,  includ- 
ing congenital  heart  defects  and 
limb  reduction  defects. 

Since  September  1977,  physi- 
cian labeling  for  progestational 
drugs  has  reflected  these  concerns, 
and  has  included  an  additional 
contraindication  and  a boxed 
warning.  The  contraindication  is 
against  the  use  of  progestational 
agents  as  a diagnostic  test  for 
pregnancy.  The  box  warning  ex- 
plains that  although  progesta- 
tional agents  have  been  used  to 
prevent  habitual  abortion  or  to 
treat  threatened  abortion,  there  is 
no  adequate  evidence  that  such 
use  is  effective.  There  is  evidence 
of  potential  harm  to  the  fetus 
when  women  take  such  drugs  in 
the  first  four  months  of  pregnancy, 
according  to  this  warning. 

The  patient  brochure  has  been 
shipped  and  dispensed  by  pharma- 
cists with  all  packages  of  proges- 
tins since  December  1978.  Physi- 
cians with  unlabeled  stock  on  hand 
will  not  have  to  dispense  patient 
labeling  until  the  supplies  of  drugs 
they  receive  include  patient  label- 
ing. 
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Dr.  Mermelstein  heads  Allegheny  County  Society 


Howard  A.  Mermelstein,  MD,  a 
board-certified  pediatrician,  is  the 
new  president  of  the  Allegheny 
County  Medical  Society.  He  took 
office  at  the  society’s  114th  annual 
dinner  January  20,  1979. 

Dr.  Mermelstein  is  a clinical  as- 
sociate professor  of  pediatrics  at 
the  University  of  Pittsburgh  and 
is  a past  president  of  the 
Pittsburgh  Pediatric  Society.  He 
received  his  medical  degree  from 
the  University  of  Pittsburgh  and 
did  his  internship  at  the  health 
center  hospitals.  He  served  his  res- 
idency at  Children’s  Hospital  in 
Pittsburgh. 

Also  honored  at  the  annual  din- 
ner were  Drs.  Harold  E.  Swensen, 
president-elect;  James  R.  Dornen- 
burg,  first  vice  president;  Ralph 
Gaudio,  Jr.,  secretary;  and  Robert 
M.  Laughlin,  treasurer. 

Two  physicians  received  awards 
at  the  installation  dinner.  Robert 
A.  Schein,  MD,  was  the  recipient 

Bradford  County  physician 
surrenders  license 

John  J.  Foote,  MD,  Sayre,  vol- 
untarily has  surrendered  his 
license  to  practice  medicine  for  a 
six  month  period  which  began 
November  16,  1978,  and  has  per- 
manently surrendered  his  Drug 
Enforcement  Administration 
(DEA)  registration,  according  to 
the  State  Board  of  Medical  Educa- 
tion and  Licensure. 

Dr.  Foote  waived  his  right  to  a 
hearing  before  the  medical  board 
by  voluntarily  agreeing  to  surren- 
der his  license. 

On  April  17, 1978,  Dr.  Foote  was 
arrested  and  charged  with  15 
counts  of  violating  the  Pennsylva- 
nia Controlled  Substance,  Drug, 
Device,  and  Cosmetic  Act  in  Brad- 
ford County.  Dr.  Foote’s  decision 
to  voluntarily  surrender  his 
license  came  as  a result  of  plea- 
bargaining between  his  attorney 
and  the  Bradford  County  District 
Attorney. 
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of  the  Frederick  M.  Jacob  Physi- 
cian’s Merit  Award  for  outstand- 
ing service  to  Allegheny  County 
medicine.  Noss  D.  Brant,  MD,  was 
presented  with  the  Nathaniel  Bed- 
ford Award  for  long-term  dedica- 
tion to  patient  needs.  Dr.  Brant 
has  practiced  medicine  for  more 
than  60  years  and  maintains  an 
active  practice  in  Crafton. 

Also  honored  at  the  annual  din- 
ner were  Drs.  Harold  E.  Swensen, 


DR.  MERMELSTEIN 


DR.  SWENSEN 


an  orthopedic  surgeon,  president 
elect;  James  R.  Dornenburg,  a 
general  surgeon,  vice  president; 
Ralph  Gaudio,  Jr.,  an  internist, 
secretary;  and  Robert  M. 
Laughlin,  an  internist,  treasurer. 

Several  physicians  received 
awards  at  the  installation  dinner. 
Robert  A.  Schein,  MD,  an  ear,  nose 
and  throat  specialist,  was  the  re- 
cipient of  the  Frederick  M.  Jacob 
Physician’s  Merit  Award  for  out- 
standing service  to  Allegheny 
County  medicine.  Noss  D.  Brant, 
MD,  was  presented  with  the 
Nathaniel  Bedford  Award  for 
long-term  dedication  to  patient 
needs.  Dr.  Brant  has  practiced 
medicine  for  more  than  60  years 
and  maintains  an  active  practice 
in  Crafton.  Samuel  C.  Mines,  MD, 
internal  medicine,  received  an 
award  for  outstanding  editorial 
writing. 

Press  gathers  for 
health  care  seminar 

Reporters,  editors,  and  medical 
writers  will  gather  April  3 and  4 in 
Harrisburg  for  a Pennsylvania 
Press  Institute  seminar  entitled, 
"Covering  Health  Care  in  Your 
Community,”  sponsored  by  the 
Pennsylvania  Newspaper  Pub- 
lisher’s Association,  (PNPA),  the 
Hospital  Association  of  Pennsyl- 
vania, (HAP),  and  PMS. 

Health  care  cost,  quality,  and 
availability  will  be  discussed  by 
representatives  of  the  Department 
of  Health,  Education,  and  Wel- 
fare, Capital  Blue  Cross,  the  Area 
IV  Health  Systems  Agency,  HAP, 
and  PMS.  Other  discussion  topics 
will  include  the  release  of  infor- 
mation to  the  news  media,  the 
malpractice  crisis,  the  role  of  pri- 
vate insurers  and  the  government, 
and  third  party  payors. 

The  State  Society  initiated 
plans  for  the  conference  in  an  ef- 
fort to  assist  Pennsylvania  news- 
papers to  report  medical  news 
more  completely  and  accurately. 
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Drs.  Blasiole,  Davis,  Fetterman  new  PMS  trustees 


DR.  DAVIS 


Drs.  Ralph  S.  Blasiole,  J.  Mos- 
tyn  Davis,  and  Henry  H.  Fetter- 
man  are  the  newest  members  of 
the  Society’s  Board  of  Trustees. 
These  physicians,  whose  terms 
expire  in  1981,  were  welcomed  by 
the  Society  at  the  January  17 
board  meeting. 

Dr.  Blasiole 

Dr.  Blasiole,  a general  surgeon 
from  Washington,  is  councilor 
from  the  Eleventh  District.  A 
member  of  the  publication  com- 
mittee, he  also  is  board  represen- 
tative to  the  Council  on  Member 
Services. 

A graduate  of  Waynesburg  Col- 
lege, he  received  his  medical  de- 
gree from  Loyola  University  Med- 


DR.  FETTERMAN 


ical  School  in  Chicago,  Illinois  in 
1940.  He  completed  his  internship 
in  1941  at  Western  Pennsylvania 
Hospital  in  Pittsburgh,  where  he 
worked  for  the  next  two  years  on  a 
surgical  fellowship.  From  1956  to 
1957,  he  attended  graduate  school 
at  the  University  of  Pennsylvania. 
For  the  past  22  years,  Dr.  Blasiole 
has  been  on  the  surgical  staff  of 
Mon  Valley  Hospital  in  Monon- 
gahela. 

A past  president  and  member  of 
the  board  of  directors  of  the 
Washington  County  Medical  Soci- 
ety and  the  Washington  County 
unit  of  the  American  Cancer  Soci- 
ety, he  also  is  affiliated  with  Penn- 
sylvania Blue  Shield  and  the 
Washington  County  Tuberculosis 


DR.  BLASIOLE 


and  Health  Association.  He  is  a 
member  of  the  Royal  Order  of  the 
Elks  and  the  Ancient  and  Ac- 
cepted Scottish  Rite,  and  is  a 
Freemason. 

Dr.  Davis 

A family  practitioner  from 
Shamokin,  J.  Mostyn  Davis,  MD, 
represents  the  fourth  district.  He 
is  chairman  of  the  1979  Officers’ 
Conference  Committee,  and  is  a 
member  of  the  publication  and 
Benjamin  Rush  Award  Commit- 
tees. Dr.  Davis  is  board  represen- 
tative to  the  Council  on  Legisla- 
tion. 

Dr.  Davis  received  his  under- 
graduate degree  from  Gettysburg 
College,  and  graduated  from  Jef- 

! 
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ferson  Medical  College  in  1956.  He 
did  his  internship  at  Geisinger 
Medical  Center  and  has  practiced 
family  medicine  since  1957. 

Dr.  Davis  is  a charter  fellow  of 
the  American  Academy  of  Family 
Physicians,  diplomate  of  the 
American  Board  of  Family  Prac- 
tice, vice  president  of  the  Pennsyl- 
vania Academy  of  Family  Physi- 
cians (PAFP),  president  of  the 
North  Central  Chapter  of  PAFP, 
past  president  and  member  of  the 
executive  committee  of  the  Penn- 
sylvania division  of  the  American 
Cancer  Society,  and  editor  of 
Keystone  Physician,  published  by 
PAFP.  He  is  a past  president  of  the 
Northumberland  County  Medical 
Society.  Dr.  Davis  is  a deacon  and 
trustee  of  First  Baptist  Church 
and  vice  president  of  the  Shamo- 
kin  Area  School  Board. 

Dr.  Fetterman 

Dr.  Fetterman,  an  obste- 
trician-gynecologist from  Allen- 


town, comes  to  the  Board  of  Trust- 
ees as  a representative  of  the  sec- 
ond district.  He  was  vice  chairman 
and  chairman  of  the  Society’s 
Council  on  Medical  Economics 
(formerly  Medical  Service);  vice 
chairman  of  the  Council  on  Health 
Planning  and  Facilities;  and  vice 
president  of  the  board  of  the  Penn- 
sylvania Medical  Care  Founda- 
tion. Currently,  he  is  secretary  of 
the  Pennsylvania  Medical  Society 
Liability  Insurance  Company 
(PMSLIC),  a member  of  the  Soci- 
ety’s quackery  committee,  and  the 
ad  hoc  committee  to  study  society 
structure.  Dr.  Fetterman  is  board 
representative  to  the  Council  on 
Health  Planning  and  Facilities, 
and  vice  chairman  of  the  Pennsyl- 
vania Voluntary  Health  Care  Cost 
Containment  Committee  (PAVE). 

Dr.  Fetterman  received  his 
undergraduate  degree  from 
Haverford  College  and  graduated 
in  1947  from  the  University  of 
Pennsylvania  School  of  Medicine. 


He  completed  his  residency  at  Al- 
lentown Hospital  in  1948  and  ful- 
filled his  residency  requirement  in 
1953  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania.  Cur- 
rently he  is  a staff  member  at 
Allentown  Hospital,  where  he  is 
assistant  chief  in  the  Department 
of  Obstetrics  and  Gynecology  and 
head  of  the  pelvic  oncology  com- 
mittee. He  is  also  on  the  staffs  of 
Muhlenberg  Medical  Center  and 
Allentown  and  Sacred  Heart  Hos- 
pital Center. 

He  is  a fellow  of  the  American 
College  of  Surgeons,  and  a mem- 
ber of  the  American  College  of 
Obstetrics-Gynecology,  Pan- 
Pacific  Surgical  Society,  and  the 
American  Society  for  Colposcopy 
and  Colpomicroscopy.  He  is  a past 
president  of  the  Lehigh  County 
Medical  Society.  Dr.  Fetterman 
also  is  a member  of  the  board  of 
directors  of  Union  Bank  & Trust  of 
Eastern  Pennsylvania. 


Coronary  artery  disease 

"Management  of  Coronary  Ar- 
tery Disease  and  Congenital 
Heart  Disease”  will  be  the  theme 
of  scientific  sessions  to  be  held 
March  29-30  at  the  Hotel  Hershey, 
Hershey. 

The  two-day  session  is  spon- 
sored by  the  American  Heart  As- 
sociation, Pennsylvania  Affiliate, 
and  the  division  of  cardiology, 
Pennsylvania  State  University 
College  of  Medicine. 

Topics  to  be  covered  include: 
radioisotopes  in  MI  diagnosis; 
unstable  angina;  hemodynamic 
monitoring  of  acute  MI;  pharma- 
cologic management  and  opera- 


management  theme  of  AHA  sessions 


five  intervention  in  ischemic  heart 
disease;  refractory  arrhythmias; 
lessons  from  randomization 
trials  in  management  of  coronary 
artery  disease;  changing  concepts 
in  infective  endocarditis;  pregnan- 
cy and  contraception  in  congeni- 
tal heart  disease;  and  operable 
and  inoperable  congenital  heart 
disease. 

Faculty  will  include  Drs.  James 
S.  Forrester,  Los  Angeles;  Fred- 
erick J.  Fricker,  William  H. 
Neches  and  James  R.  Zuber- 
buhler,  Pittsburgh;  Lawrence  S.C. 
Griffith,  Baltimore;  John  A.  Kas- 
tor,  Philadelphia;  Floyd  D.  Loop, 


Cleveland;  Carl  K.  Pepine, 
Gainesville,  Florida;  Edward  K. 
Prokop,  New  Haven;  and  Merle  A. 
Sande,  Charlottesville,  Virginia. 

This  course  has  been  approved 
for  12  hours  credit  in  Category  I 
for  the  AMA  Physician’s  Recogni- 
tion Award.  It  also  is  acceptable 
for  12  prescribed  hours  by  AAFP 
and  approved  by  ACGP  (Os- 
teopathic) for  12  class  II  hours. 

For  program  and  registration 
information,  contact  your  local 
heart  chapter  or  the  American 
Heart  Association,  Pennsylvania 
Affiliate,  P.O.  Box  2435,  Harris- 
burg, PA  17105. 
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PMS  bioethics  chairman  addresses  HEW  board 


At  hearings  on  in  vitro  fertiliza- 
tion research,  the  chairman  of  the 
Society’s  Commission  on  Medi- 
cine, Religion  and  Bioethics  tes- 
tified before  the  Ethics  Advisory 
Board  of  the  Department  of 
Health,  Education,  and  Welfare  in 
Philadelphia  recently. 

Jay  W.  MacMoran,  MD,  a 
radiologist  from  Narberth,  spoke 
about  the  ethical  concerns  aroused 
by  the  recent  breakthrough  in  this 
area. 

MacMoran  urged  that  "the 
rights  of  individuals  be  protected” 
as  studies  involving  the  test-tube 
baby  continue.  He  said  that  the 
fertilization  procedure  should  be 
regarded  as  an  act  of  experimenta- 
tion since  its  full  impact  on  society 
has  not  yet  been  gauged. 

According  to  the  chairman,  "A 
responsible  committee  should  be 
appointed  to  monitor  further  re- 
search efforts  and  the  secretary  of 


HEW  (should)  single  out  qualified 
centers  and  individuals  to  work  on 
future  developments  in  this  total 
area  and  to  do  so  without  exploita- 
tion.” 

MacMoran  said  the  commission 
believes  the  magnitude  of  this 
technological  advance  is  not  the 
equivalent  "of  a major  break- 
through in  cancer,  crying  for  im- 
mediate implementation.  There- 
fore, progress  in  this  direction  does 
not  require  immediate  realign- 
ment of  priorities,  finances  and 
human  energies.” 

If  guidelines  surrounding  in 
vitro  fertilization  are  drafted, 
MacMoran  suggested  they  be 
based  on  the  "integrity  of  the  mar- 
riage contract  which  would  insu- 
late and  guarantee  the  continua- 
tion of  the  family  unit.”  He  told  the 
board  that  "Any  technological  ad- 
vance that  would  enhance  and 
strengthen  the  family  relation- 


ship should  be  encouraged.  Any 
advance  that  would  impinge  ...  on 
the  integrity  of  the  family  unit 
should  be  discouraged.” 

MacMoran  urged  that  this 
"complex,  emotion-laden  issue”  be 
approached  as  are  all  other  types 
of  human  experimentation. 

Medical  course  offered 

A postgraduate  medical  re- 
fresher course  will  be  held  March 
5-16,  1979  in  Fort  Lauderdale, 
Florida.  Sponsored  by  the  Florida 
Academy  of  Family  Practice,  the 
Academy  of  Family  Physicians, 
and  Broward  Medical  Center,  the 
program  is  being  prepared  by 
MEDICLINICS. 

For  further  information,  or  to 
pre-register,  contact  MEDI- 
CLINICS, 832  Central  Medical 
Building,  Saint  Paul,  Minnesota 
55104. 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  T ract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  ).  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 
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Health  department  adopts  new  list  of  reportable  diseases 


The  advisory  health  board  of  the 
state  health  department  has 
adopted  a revised  list  of  reportable 
diseases  and  associated  regula- 
tions, published  January  13  in 
Pennsylvania  Bulletin. 

Noncommunicable  diseases  and 
conditions  should  be  reported  to 
the  secretary  of  health  in  cases 
where  the  information  is  "needed 
...  to  determine  and  employ  the 
most  efficient  and  practical  means 
to  protect  and  promote  the  health 
of  residents”  in  the  state,  accord- 
ing to  the  board.  These  reports 
should  include  statistical  data 
needed  for  studies  and  research 
projects. 

Specifically,  the  health  depart- 
ment asks  that  incidences  of  lead 
poisoning  and  possible  lead 
poisoning  in  those  17  years  or 
younger  be  reported  if  the  blood 
lead  level  is  30  micrograms  per 
hundred  or  higher;  or  if  the  eryth- 
rocyte protoporphyrin  level 
reaches  60  micrograms  per 
hundred.  In  those  age  18  or  older,  a 
blood  lead  level  of  60  micrograms 
per  hundred  or  higher  warrants  a 
report.  This  information  should  be 
forwarded  to  the  Division  of  Epi- 
demiology, Department  of  Health, 
P.O.  Box  90,  Harrisburg,  PA 
17120. 

Each  physician  who  treats  a pa- 
tient with  a reportable  disease,  or 
suspects  a person  is  infected 
asymptomatically,  or  is  a carrier, 
is  asked  to  report  in  writing  or  by 
telephone  to  the  local  health 
board.  If  no  local  board  exists,  in- 
formation should  be  forwarded  to 
the  state  health  center. 

This  information  should  include 
the  name  and  address  of  the  pa- 
tient or  carrier,  date  of  onset  of  the 
disease,  and  name,  address,  and 
telephone  number  of  the  attending 
physician.  When  reporting  vene- 
real disease,  the  stage  of  the  dis- 
ease should  be  mentioned. 

When  laboratory  findings  indi- 


TABLE  1 

Reportable  diseases 

The  advisory  health  board  of  the  department  of  health  declares  the  following  com- 

municable  diseases,  unusual  outbreaks  of  illness,  noncommunicable  diseases,  and 
conditions  to  be  reportable: 

1 Amebiasis 

20  Plague 

2 Animal  bite 

21  Poliomyelitis 

3 Anthrax 

22  Psittacosis  (Ornithosis) 

4 Botulism 

23  Rabies 

5 Brucellosis 

24  Reye  s Syndrome 

6 Cholera 

25  Rickettsial  diseases  including 

7 Diphtheria 

Rocky  Mountain  Spotted  Fever 

8 Encephalitis 

26  Rubella  (German  Measles)  and 

9 Food  poisoning 

Congenital  Rubella  Syndrome 

10  Giardiasis 

27  Salmonellosis 

11  Gonococcal  infections 

28  Shigellosis 

12  Guillain-Barre  Syndrome 

29  Smallpox 

13  Hepatitis,  viral,  including  Type 

A 30  Syphilis  — all  stages 

and  Type  B 

31  Tetanus 

14  Malaria 

32  Toxoplasmosis 

15  Measles 

33  Trichinosis 

16  Meningitis  — all  types 

34  Tuberculosis  — all  forms 

17  Meningococcal  Disease 

35  Typhoid 

18  Mumps 

19  Pertussis  (Whooping  cough) 

36  Yellow  Fever 

TABLE  2 

Reportable  laboratory  findings 

Laboratory  findings  indicative  of  the  following  conditions  are  reportable: 

1 Amebiasis 

17  Neonatal  hypothyroidism 

2 Anthrax 

18  Phenylketonuria 

3 Botulism 

19  Plague 

4 Brucellosis 

20  Psittacosis  (Ornithosis) 

5 Cholera 

21  Rickettsial  infections  including 

6 Diphtheria  infections 

Rocky  Mountain  Spotted  Fever 

7 Giardiasis 

22  Salmonella  isolations 

8 Gonococcal  infections 

23  Shigella  isolations 

9 Hepatitis,  viral,  including  Type  A 

24  Syphilis 

and  Type  B 

25  Trichinosis 

10  Histoplasmosis 

26  Tuberculosis 

11  Lead  poisoning 

27  Tularemia 

12  Legionnaires'  Disease 

28  Typhoid  isolations 

13  Leptospirosis 

29  Viral  infections 

14  Lymphogranuloma  venereum 

a vaccine-preventable  diseases 

15  Malaria 

b arboviruses 

16  Meningococcal  isolations 

c respiratory  viruses 

/) 
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cate  certain  infections  or  condi- 
tions, (see  Table  2),  the  person  in 
charge  is  asked  to  report  these 
findings  promptly,  in  most  cases 
no  later  than  the  next  working  day 
after  the  close  of  business  on  the 
day  on  which  the  examination  was 
completed.  Most  reports  should  be 
sent  to  the  Division  of  Epidemiol- 
ogy at  the  address  above. 

For  a copy  of  the  new  list  and 
regulations,  write  PENNSYLVANIA 
Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Also  published  in  the  January 
13  issue  of  the  bulletin  was  the 
health  department’s  proposal  to 
establish  a cancer  registry  in  the 
state  by  adding  cancer  to  the  list  of 
reportable  diseases. 


According  to  Pennsylvania 
Bulletin,  the  purpose  of  this  pro- 
posal is  to  revise  and  extend  the 
present  data  collection  system  to 
make  it  complete  and  uniform 
throughout  the  state.  Information 
will  be  used  to  develop  cancer  pre- 
vention programs.  The  proposed 
regulations  state  that  all  reports 
submitted  to  the  registry  are  con- 
fidential and  that  no  identifiable 
information  will  be  released. 

Reporting  requirements  for 
cancer  will  be  different  from  those 
for  other  reportable  diseases — 
physicians  and  other  health  prac- 
titioners will  not  be  required  to  re- 
port cases  of  cancer.  Reporting  re- 
quirements apply  only  to  hospitals 
and  laboratories. 


Legal  counsel  reports 

Chiropractor  calls  chiropractor  a liar 


Fred  Speaker,  Esq. 

An  internal  fight  among  chiro- 
practors has  reached  the  courts 
and  should  be  of  interest,  and  a 
warning,  to  physicians. 

In  late  1978,  the  Dauphin 
County  Court  of  Common  Pleas 
considered  a motion  by  a group  of 
chiropractors  to  dismiss  a com- 
plaint for  libel  made  against  them 
by  another  group  of  chiropractors. 
The  issue  arose  from  two  letters 
written  by  Lewis  Sportelli,  di- 
rector of  public  affairs  for  the 
Pennsylvania  Chiropractic  Soci- 
ety. As  the  court  reported: 

The  letter  of  April  12,  1978 
to  the  legislators  stated  that 
the  members  of  the  plaintiff 
Chiropractic  Life  Fellowship 
of  Pennsylvania  are  "...  a 
minute  group  representing  a 
quasi-religious  and  irrespon- 
sible view  in  the  delivery  of 
health  care.”  Another  state- 
ment is  to  the  effect  that  upon 


Mr.  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society’s  legal 
counsel. 


comparison  of  the  respective 
approaches  to  chiropractic 
treatment,  the  legislators  will 
find  that  the  defendants  pro- 
vide "responsible  health  care” 
and  the  plaintiff  group  "bor- 
ders on  the  irresponsible 
fringe.”  In  the  April  21,  1978 
letter  to  the  members  of  the 
Pennsylvania  Chiropractic 
Society,  Sportelli  states  that  a 
certain  legislator  ".  . . was 
cornered  by  Monroe  Schneier 
and  "sold  a bill  of  lies”  and 
that  "...  Monroe  is  adept  at 
stretching  the  truth  beyond 
recognition.”1 

The  court  allowed  the  complaint 
to  stand  stating: 

The  statements  made  by 
Sportelli  can  be  understood  to 
mean  that  the  members  of  the 
Chiropractic  Life  Fellowship 
of  Pennsylvania  do  not  pro- 
vide responsible  health  care 
and  that  Monroe  Schneier  is  a 
liar.  These  are  defamatory 
meanings.2 

1 Schneier , et  at.  l:.  Sportelli,  et  al.,  100  Dauph,  375,  376 
(1978). 

2Id.  at  377. 


Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 
National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly"  effective  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction:  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Br 


Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g.,  operating 
machinery,  driving)  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCl)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage: 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially:  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  conside 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazmes 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical  reac 
tions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression,  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 


Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCl  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid 
able  in  most  cases  by  proper  dosage  adjustment 
but  also  occasionally  observed  at  lower  dosage  ; 
ranges  Syncope  reported  in  a few  instances. 
Also  encountered  isolated  instances  of  skin  erup 
tions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms. increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reductior 
changes  in  EEG  patterns  may  appear  during  anc 
after  treatment;  blood  dyscrasias  (including  agra 
ulocytosis).  jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCl. 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth.  1 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 


Roche  Products  Inc 
Manati.  Puerto  Rico  00701 


In  treating  irritable  bowel  syndrome* 

Enhance  your  therapeutic  expectations 

Each  capsule 

H 5 mg  chlordiazepoxide  HC1 


antianxiety  antispasmodic  antimotility 

Iibrax  is  unique  among  G.I.  medications 
in  providing  the  specific  antianxiety  action  of 
LIBRIUMXchloidiazepoxide  HQ)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 


of  irritable  bowel  syndrome 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 
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Short-course  daily  chemotherapy  for  tuberculosis 


Evan  D.  Riehl,  MD 
George  Bereznicki,  MD 

The  duration  of  chemotherapy  for 
tuberculosis,  until  recently,  was  for 
two  or  more  years  and  many  patients 
were  given  lifelong  follow-up  even 
after  a "cure”  was  achieved.  This  ex- 
tended treatment  prolonged  the 
periods  of  costly  inpatient  care  in 
sanatoria  at  government  expense.  Pa- 
tients remained  hospitalized  until 
sputum  converted  to  negative  as  de- 
termined by  several  smears  and  cul- 
tures taken  at  monthly  intervals.  The 
average  length  of  stay  at  one  time  ex- 
ceeded 200  days  and  many  patients 
lived  in  sanatoria  for  years. 

Factors  which  contributed  to  a de- 
crease in  the  length  of  treatment  and 
medical  supervision  of  tuberculosis 
patients  included:  1.  better  under- 
standing of  the  method  of  transmis- 
sion of  the  disease;  2.  knowledge  that 
patients  could  be  treated  successfully 
as  outpatients  and  3.  availability  of 
more  effective  drug  regimens. 

Adding  rifampin  to  the  antituber- 
culosis armamentarium  and  using  it 
with  isoniazid  and  other  powerful  an- 
tituberculosis drugs  in  an  initial  in- 
tensive period  of  treatment  improved 
sputum  conversion  rates.  The  results 
of  these  experimental  studies  also 
suggested  the  possibility  of  significant 
shortening  of  chemotherapy  for  tuber- 
culosis. 

Developing  countries  provided  the 
impetus  for  seeking  successful  short- 
course  treatment  regimens  for  tuber- 
culosis. They  could  not  afford  the  ex- 
pensive treatment  methods  in  the 
U.S.A.,1  and  their  mortality  rates  for 
tuberculosis  continued  to  be  major 
problems. 

Although  Fox,2  in  1964,  recom- 
mended one  year  of  chemotherapy  for 
all  newly  diagnosed  cases  of  active 
tuberculosis  as  a rational  priority  in 
developing  countries,  the  earliest  re- 
ports on  short-course  chemotherapy 
trials  appeared  in  the  early  seventies. 
These  studies  appeared  so  successful 
that  Fox  and  Mitchison  declared 
"short-course  chemotherapy  for  tuber- 
culosis is  beyond  question  the  latest 
'landmark  development’  of  several  in 


the  evolution  of  the  chemotherapy  of 
tuberculosis.”3 

To  date,  a large  number  of  studies  on 
short-course  chemotherapy  regimens 
(both  daily  and  intermittent)  have 
been  completed.  This  report  reviews 
all  known  short-course  daily  chemo- 
therapy trials  performed  to  the 
present  time.  We  propose  to  determine 
whether  a treatment  protocol  shorter 
than  18  months  would  be  adequate  for 
a tuberculosis  control  program  such  as 
that  of  the  Commonwealth  of  Penn- 
sylvania. 

Definitions  and  symbols 

Short-course  chemotherapy  refers 
to  treatment  of  less  than  18  months. 
Six  drugs  namely,  ethambutal, 
isoniazid,  rifampin,  streptomycin, 
thiacetazone  and  pyrazinamide  were 
investigated  in  short-course  daily 
chemotherapy  regimens.  Streptomy- 
cin was  the  only  drug  used  paren- 
terally. 

Background 

We  investigated  many  short-course 
chemotherapy  protocols  which  have 
been  reported  in  the  literature.  The 
majority  used  intermittent  regimens. 
Some  regimens  prescribed  daily 
chemotherapy  for  an  initial  period. 
Others  began  the  regimen  with  inter- 
mittent chemotherapy. 

Many  of  our  sources  investigated 
daily  and  intermittent  short  course 
chemotherapy  protocols  and  a stan- 
dard duration  of  treatment  as  well  . 
Treatment  of  tuberculosis  in  the 
U.S.A.  routinely  prescribes  daily  drug 
ingestion  and,  therefore,  this  report 
includes  only  the  short-term  daily  pro- 
tocols which  have  been  published. 

To  date,  a total  of  ten  studies  have 
included  short-course  daily  chemo- 
therapy regimens  in  their  investi- 
gations. They  have  been  conducted  in 
eight  countries  with  only  one  being 
performed  in  the  U.S.A.  Great  Britain 
was  involved  in  five  of  the  studies  and 
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assisted  in  the  trials  undertaken  in 
East  Africa  and  Hong  Kong. 

The  U.S.  Public  Health  Service 
Study  Number  19  reported  in  this 
paper  treated  patients  for  12  and  18 
months  following  sputum  conversion. 
Its  primary  research  goal  was  not  to 
investigate  short-course  therapy  but 
rather  to  determine  the  proper  dosage 
of  rifampin  and  its  toxicity.  U.S.  Pub- 
lic Health  Service  Trial  Number  20 
was  designed  specifically  for  investi- 
gation of  6-month  regimens  and  is 
presently  recruiting  patients.  In  addi- 
tion, the  U.S.  Public  Health  Service  is 
assisting  in  short-course  chemo- 
therapy regimens  currently  under- 
way in  Poland. 

Twenty-six  different  protocols  were 
reported.  (See  Table  1) 

Sputum  conversion  rates 

The  protocols  using  only  HR  in  the 
initial  treatment  phase  or  throughout 
the  duration  of  the  regimen  had  2- 
month  and  3-month  sputum  conver- 
sion ranges  which  were  as  good  as,  or 
better  than,  the  EHR  and  SHR  pro- 
tocols. This  does  not  support  the 
theory  that  a 3-drug  combination  is 
more  effective  than  a 2-drug  combina- 
tion such  as  HR  in  obtaining  early 
sputum  conversion  in  short-course 
chemotherapy.  It  is  consistent  with 
U.S.  Public  Health  Service  Studies 
which  showed  that  HR  produced 
sputum  conversion  as  early  as  SHR. 

The  EHR  and  SHR  groupings  did 
not  appear  to  have  any  advantage  over 
each  other  from  the  standpoint  of  2,  3 
and  6-month  sputum  conversion  rates. 
The  SH  and  SHT  regimens  had  the 
lowest  sputum  conversion  rates  with 
SH  producing  49  and  81  percent 
sputum  conversion  at  2 and  3 months 
respectively  and  SHT  42  and  78  per- 
cent. SHRZ/TH6  had  one  of  the  three 
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best  2-month  sputum  conversion 
rates,  i.e.,  83  percent,  but  its  relapse 
rate  was  7 percent. 

All  the  HR,  SHR  and  EHR  regimens 
were  well  above  the  75  percent  3- 
month  sputum  conversion,  and  the  95 
percent  6-month  sputum  conversion 
rates  set  as  goals  for  tuberculosis  con- 
trol programs  by  the  U.S.  Public 
Health  Service  and  others. 

By  these  standards  sputum  conver- 
sion rates  in  the  drug  regimens  most 
frequently  studied  indicated  consis- 
tent, excellent  results.  The  2,  3 and 
6-month  sputum  conversion  rates,  of 
course,  did  not  depend  on  the  length  of 
the  regimens  since  the  latter  all  were  6 
months  or  longer. 

Ranking  by  relapse  rates 

All  of  the  6-month  regimens  had  re- 
lapse rates  which  were  higher  than 
any  9 or  12-month  regimen.  There  ap- 
peared to  be  no  difference  in  the  re- 
| lapse  rates  of  9 months  vs  12  months 
regimens. 

Nevertheless,  most  of  the  6-month 
j regimens  had  relapse  rates  only  a few 
i percentage  points  higher  than  the  9 or 
• 12-month  regimens.  Four  regimens 
appeared  to  have  a significantly  worse 
■ prognosis;  SH6,  SHT6,  SHZ6  and  one 
i of  the  EHR6  regimens  had  relapse 

I rates  which  were  highly  unsatis- 
factory (range  17-29  percent). 

From  the  research  we  conclude  that 
a 6-month  regimen  is  an  insufficient 
duration  of  treatment  for  tuberculosis. 

Relapse  rates  grouped 

I 

Twenty-six  treatment  protocols 
were  arranged  into  10  groups  on  the 
basis  of  similar  drug  regimens  and  du- 
ration of  treatment.  These  were 
ranked  according  to  effectiveness  as 
determined  by  relapse  rates.  (See 

S Table  2 for  the  top  six  groups.) 

EHR9  and  12  were  combined  as 
were  SHR9  and  12  due  to  the  fact  that 
there  were  no  relapses  in  any  of  the 
EHR9  or  12  studies,  and  only  two  re- 
lapses occurred  in  the  SHR9  or  12 
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TABLE  1 

Countries,  types  and  durations  of  daily  regimens 

Duration  in 

Country  Regimen  months 

1.  First  East  Africa4'6  SHR  Six 

SHZ  Six 

SHT  Six 

SH  Six 

2.  Second  East  Africa7,8 

SHR 

Six 

HR 

Six 

SHRZ/TH 

Six 

3.  British  Thoracic  & TB9,10 

E2HR 

Six 

Association 

E2HR 

Nine 

E2HR 

Twelve 

S2HR 

Six 

S2HR 

Nine 

S2HR 

Twelve 

4.  Honq  Kong" 

SHZ 

Six 

5.  Poland12 

EHR 

Six 

6.  Brazil13 

EHR 

Six 

EHR 

Six 

7.  France14 

EHR3/HR 

Six 

EHR3/HR 

Nine 

EHR3/HR 

Twelve 

SHR3/HR 

Six 

SHR3/HR 

Nine 

SHR3/HR 

Twelve 

8.  Glasgow15 

EHR  SP  NEG/HR  Twelve 

EHR  SP  NEG/HE  Twelve 

9.  USA16 

HR5/HE 

Twelve 

following  sputum 

conversion. 

Definition  of  symbols 

SHR6  = streptomycin,  isoniazid  and 

rifampin  (total  duration  of  regimen  6 

E = Ethambutol 

months),  not  all  drugs  given  for  the  total 

H = Isoniazid 

duration  of 

the  regimen  in  some  pro- 

R = Rifampin 

tocols. 

S = Streptomycin 

SHRZ/TH6  = 

= streptomycin,  isoniazid, 

T = Thiacetazone 

rifampin  and  pyrazinamide  followed  by 

Z = Pyrazinamide 

thiacetazone  and  isoniazid  (total  duration 

SHR  = streptomycin,  isoniazid 

of  regimen  6 months). 

and  rifampin 

EHR2/HR10  = 

- ethambutol,  isoniazid  and 

rifampin  given  for  2 months  followed  by 

isoniazid  and  rifampin  for  an  additional  1 0 

months  (total  duration  of  regimen  12 

months). 

studies,  namely,  in  the  SHR12  pro- 
tocol from  Great  Britain.  There  were 
no  relapses  in  the  SHR9  protocols. 

Due  to  the  small  population,  it  can- 
not be  determined  from  these  studies 
whether  9-month  regimens  are  long 
enough  and  whether  a 12-month  reg- 


imen has  a significant  advantage  over 
9 months.  Further  studies  are  neces- 
sary. 

The  range  of  relapse  rates  was 
rather  narrow  in  all  groupings  except 
for  the  EHR6  grouping  where  the 
range  was  1.7-12  percent  and  SHZ6 
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where  the  range  was  8-18  percent.  The 
study  in  the  EHR6  grouping  with  a 
relapse  rate  farthest  from  the  group 
mean  was  the  Polish  trial  with  a re- 
lapse rate  of  12  percent.  The  SH6, 
SHT6  and  SHZ6  regimens  had  intol- 
erably high  relapse  rates  and  are  not 
recommended  for  routine  treatment 
of  tuberculosis.  Thiacetazone  and 
pyrazinamide  are  not  used  routinely 
in  the  initial  treatment  of  tuberculosis 
in  the  U.S.A.  and,  therefore,  the 
SHRZ/TH  regimen  is  not  recom- 
mended as  a standard  regimen  either. 

The  EHR9  or  12  group  had  a highly 
acceptable  relapse  rate,  as  did  HE/ 
HE12  (12  months  of  therapy  after 
sputum  conversion).  EHR6  and  HR6 
were  fraught  with  a greater  chance  of 
relapse.  The  streptomycin  containing 
regimens  were  intermediate  in  re- 
lapse rates.  They  had  the  disadvan- 
tage of  using  an  injectable  drug  which 
necessitated  daily  administration  by  a 
nurse.  Such  regimens  are  less  accept- 
able than  a totally  oral  regimen. 

In  the  U.S.  Public  Health  Service 
Study  Number  19,  the  protocol  treat- 
ing patients  for  18  months  following 
sputum  conversion  had  a 1.5  percent 
relapse  rate,  thus,  the  9 and  12-month 


regimens  listed  in  Table  3 compare 
very  favorably  in  relapse  rates  to 
long-term  therapy  regimens. 

Relapse  rates  vs  parameters 

Table  3 compares  the  relapse  rates 
of  twenty-six  groupings  of  patients 
against  various  parameters  as  indi- 
cated. There  did  not  seem  to  be  any 
correlation  between  rate  of  relapse 
and  the  incidence  of  side  effects  to 
drugs  or  of  drug  termination.  Note 
that  the  British  had  to  change  from 
streptomycin  to  ethambutol  in  8 per- 
cent of  patients  where  as  in  East  Af- 
rica drug  termination  was  low  in  their 
regimens  containing  streptomycin. 

There  seemed  to  be  a reverse  corre- 
lation between  relapse  rates  and 
length  of  inpatient  stay.  Those  pa- 
tients in  the  hospital  the  longest  had 
the  highest  relapse  rates.  Also,  the 
length  of  administration  of  the  third 
drug  did  not  seem  to  make  any  differ- 
ence. With  one  exception,  various  dos- 
ages of  the  drugs  under  investigation 
did  not  alter  either  sputum  conversion 
rates  or  relapse  rates. 

The  U.S.  Public  Health  Service 
Study  Number  19  discontinued  the 


450  mg  dosage  of  rifampin  because  of 
lower  effectiveness.  The  20  weeks 
sputum  conversion  rate  was  lower 
than  that  of  persons  on  600  mg  of 
rifampin.  Six  relapses  in  167  patients 
on  450  mg  of  rifampin  accounted  for  a 
relapse  rate  of  3.6  percent. 

Drug  dosages  in  the  trials  varied  as 
follows:  rifampin  450-750  mgs; 
isoniazid  300  mg;  ethambutol  15-25 
mg/k  (prolonged  use  may  cause  optic 
nerve  damage),  streptomycin  0.75-1 
gm;  pyrazinamide  1.5-2  gm  and 
thiacetazone  150  mg. 

The  U.S.  Public  Health  Service 
Trial  Number  19  was  the  only  study 
which  used  sputum  conversion  as  the 
basis  for  determining  length  of  treat- 
ment, namely,  for  12  months  following 
sputum  conversion. 

Conclusions 

Treatment  for  pulmonary  tuber- 
culosis with  daily  regimens  for  a dura- 
tion of  less  than  18  months  produced 
satisfactory  results  in  most  of  the  ex- 
perimental studies  cited  in  this  arti- 
cle. Sputum  conversion  and  relapse 
rates  were  generally  as  good  as  those 
attained  with  regimens  of  con- 


TABLE  2 

Ranking  of  top  six  groups  of  regimens  by  relapse  rates 


Average  relapse 

rate 

Range  of 

Group 

Studies  included 

Total  population 

(percent) 

relapses 

EHR9  or  12 

EHR2/HR,C)  (GB) 
EHR2/HR7  (GB) 
EHR3/HR6  (FR) 
EHR3/HR9  (FR) 

EHR  SP  NEG/HR12(GL) 
EHRSPNEG/HR12(GL) 

376 

0 

0 

HR/HE12 

HRSPNEG/HE12(USA) 

147 

0.7 

0.7 

SHR9  or  12 

SHR2/HR7  (GB) 

209 

1 

0-1.3 

SHR2/HR10  (GB) 
SHR3/HR6  (FR) 
SHR3/HR9  (FR) 


SHR6 

SHR3/HR3  (FR) 
SHR6  (EA) 
SHR2/HR4  (GB) 
SHR6  (EA) 

436 

2.6 

1.7-3 

HR6 

HR6  (EA) 

164 

7 

7 

EHR6 

EHR3/HR3  (FR) 

312 

8.2 

1.7-12 

EHR6  (BRA) 
EHR2/HR4  (GB) 
EHR6  (BRA) 

EHR9  population  = 116  EHR6  (POL) 

EHR12  population  = 260 
SHR9  population  = 103 
SHR12  population  = 106 
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TABLE  3 

Relapse  rates  vs  toxicity,  inpatient-outpatient,  drug  dosage  and  length  of  3rd  drug  administration 


Relapse 

Side 

Drug 

rate 

effects 

termination 

Months 

Monti 

Group 

Study 

Pop. 

(percent) 

(percent) 

(percent) 

inpt. 

3rd  dr 

EHR9  or  12 

EHR2/HR10  (GB) 

109 

0 

3.6 

Both  in  & outpt 

2 

EHR2/HR7  (GB) 

85 

0 

3.6 

Both  in  & outpt 

2 

EHR3/HR6  (FR) 

31* 

0 

? 

? 

3 

EHR3/HR9  (FR) 

25* 

0 

? 

? 

3 

EHRsp  neg/HR12  (GL) 

63 

0 

0 

? 

to  sp  neg 

EHRsp  neg/HE12  (GL) 

63 

0 

0 

? 

to  sp  neg 

HR12 

HRsp  neg/HE12  (USA) 

147 

0.7 

3.5 

2.1 

Both  in  & outpt 

none 

SHR9  or  12 

SHR2/HR7  (GB) 

72 

0 

11.6 

Both  in  & outpt 

2 

SHR2/HR10  (GB) 

81 

1.3 

11.6 

Both  in  & outpt 

2 

SHR3/HR6  (FR) 

31* 

0 

? 

? 

3 

SHR3/HR9  (FR) 

25* 

0 

? 

? 

3 

SHR6 

SHR3/HR3  (FR) 

30* 

1.7 

? 

? 

3 

SHR6  (EA) 

152 

2 

5 

0.4 

6 

6 

SHR2/HR4  (GB) 

83 

3 

11.6 

Both  in  & outpt 

2 

SHR6  (EA) 

171 

3 

2 

0.4 

6 

6 

HR6 

HR6  (EA) 

164 

7 

3 

0.8 

6 

none 

SHRZ/TH6 

SHRZ2/TH4  (EA) 

179 

7 

1 

0.8 

6 

2 

EHR6 

EHR3/HR3  (FR) 

30* 

1.7 

? 

? 

3 

EHR6  (BRA) 

42 

2.4 

0.7 

0 

2 

6 

EHR2/HR4  (GB) 

111 

5 

3.6 

Both  in  & outpt 

2 

EHR6  (BRA) 

47 

6.4 

0.7 

0 

6 

6 

EHR6  (POL) 

82 

12 

0.75 

2 

6 

SHZ6 

SHZ6  (EA) 

153 

8 

7 

1.7 

6 

6 

SHZ6  (HK) 

60 

18 

29 

7 

Both  in  & outpt 

6 

SHT6 

SHT6  (EA) 

104 

22 

9 

3 

6 

6 

SH6 

SH6  (EA) 

112 

29 

3 

0 

6 

none 

‘Estimate  - Population  Divided  into  EHR/HR  and  SHR/HR 


ventional  duration.  Sputum  conver- 
sion and  relapse  rates  were  usually  as 
good  as  or  better  than  the  standards 
set  for  tuberculosis  control  programs 
in  the  U.S.A. 

Six-month  regimens  had  higher  re- 
lapse rates  than  9 or  12-month  reg- 
imens and  are  considered  as  experi- 
mental regimens.  Six-month  reg- 
imens are  not  recommended  for 
treatment  of  tuberculosis  patients  at 
this  time. 

Further  studies  are  needed  to  de- 
termine whether  a 12-month  regimen 
has  a significant  advantage  over  those 
lasting  for  9 months.  Twelve  months  of 
treatment  following  sputum  conver- 
sion is  an  option  investigated  by  the 
U.S.  Public  Health  Service  with  satis- 
factory results  and  is  recommended  as 
i standard  treatment  for  patients  with 
.uberculosis. 

Isoniazid  and  rifampin  are  the  drugs 
)f  choice  for  the  initial  period  of  treat- 
nent  in  antituberculosis  regimens. 
Although  most  of  the  cited  regimens 
lsed  a third  drug  initially,  such  as 
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ethambutol  or  streptomycin,  it  is  not 
certain  that  a third  drug  adds  any- 
thing to  the  effectiveness  of  the  reg- 
imen. 

Recommendations  on  appropriate 
therapy  for  patients  with  tuberculosis 
were  published  in  PENNSYLVANIA 
Medicine,  April  1978,  page  18. 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 1978  The  Upjohn  Company 


Motrin 

ibuprofen,  Upjohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q i d Do 
not  exceed  2400  mg  per  day 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 

NIM-3 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
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Jefferson  Medical  College 
of  Thomas  Jefferson  University 

Department  of  Psychiatry  and  Human  Behavior 

THE  SECOND  ANNUAL  CONFERENCE  AND 
WORKSHOP  ON 
PSYCHOSOMATIC  DISORDERS 


April  26,  27,  28,  1979 
MEDICINE  LOOKS  AT  STRESS 

For  Further  Information  Contact: 

Office  of  Continuing  Medical  Education 
Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia,  Pa.  19107 
(215)  928-6992 

As  an  organization  accredited  for  continuing  medical 
education,  Jefferson  Medical  College  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria 
for  19  credit  hours  in  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Associa- 
tion. 


Continuing  Medical  Education  Programs 
The  Milton  S.  Hershey  Medical  Center 


APRIL 

17,  18  Bioethics  and  Human  Services 

Host  Inn,  Harrisburg 

20,  21  Instructors'  Course  in  Basic  Life  Support 

23-27  Emergency  Medicine  "B  Workshop 

30-May  4 Family  Practice  Review 

Hotel  Hershey 

MAY 

10,  11  Practice  & Financial  Management  for  the  New 

or  Established  Private  Practice  Physician 
Pocono  Hershey  Resort 
16  Time  Management  for  Physicians 

Hotel  Hershey 

17,  18  Alternatives  in  Health  and  Healing 

24,  25  Child  Abuse 

Treadway,  Grantville 
31  Death  in  the  Family 

JUNE 

1 Human  Sexuality  as  a Health  Concern  in  Later 

Years  of  Life 

2 Stress  Control:  Strengthening  Your  Coping 

Skills 

2 Women  in  Health  Care  Management 

8 Management  of  the  Impaired  Physician 

Hershey  Motor  Lodge 

15-17  Pennsylvania  Allergy  Association 

Hotel  Hershey 

For  further  information,  write  or  telephone  Sandy  Miceli, 
Continuing  Medical  Education,  The  Milton  S.  Hershey  Medical 
Center,  Hershey,  PA  17033.  Telephone  (717)  534-8898. 
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The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


'V  47 


Freedom 
from  anginal 
fear 


Freedom 
from  anginal 
pain 


Angina 

freedom 

fighter... 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


iardllate'  (erythrityl  tetranltrata) 

NDICATIONS  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
>r  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
oris,  rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
inset  is  somewhat  slower  than  that  of  nitroglycerin 

'RECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
/ith  large  doses 

'laution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
ent  cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
.Ithough  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
lismterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
I IDE  EFFECTS:  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
ngling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  ot 
rblet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
lacing  the  tablet  in  the  buccal  pouch  As  with  nitroglycerin  or  other  effective  nitrates, 
tmporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
an  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
lerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
sually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
dministration  of  analgesics 

lild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
ontrolled  by  reducing  the  dose  temporarily 

OSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
lysical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks. 
he  dose  may  be  increased  or  decreased  as  needed 

OW  SUPPLIED:  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5.  10  and  15  mg 
al/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral/  sublingual  scored  tablets 
so  supplied  m bottle  of  1,000. 

so  available  Cardilate®-P  (Erythrityl  Tetranitrate  with  Phenobarbital)*  Tablets 
cored) 

jWarnmg — may  be  habit-forming.) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


DESCRIPTION:  Methyltestosterone  is  1 70-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone  is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency,  3.  Impotence  due  to 
androgenic  deficiency.  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  oiher  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  laundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg  ; Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.. 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R B 
Greenblatt,  M.D  ; R.  Witherington.i  M.D;  I.  B Sipahioglu. 
M.D.:  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60.  250  Rx  only 


When  - 

impotence 

is  due  tolandrogenic  deficiency. 

Android /57KX725 

Methyltestosterone  U.S.P  Tablets 

A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric  /eunuchoidism,  eunuchism /post- puberal  cryptorchidism. 


SAVE  THE  CO-OP  WAY,  ORDER 
DISPOSABLE  ELECTRODES  TODAY 


Medi-Trace  Disposable  ECG  Electrodes  offer  the 
ultimate  in  precise,  consistently  reliable  monitoring 
and  ease  of  application  without  diminishing  patient 
comfort.  Each  pre-gelled,  adhesive-backed 
electrode  is  individually  sealed  to  retain  gel  moisture 
and  preserve  optimum  monitoring  conductance  during 
storage. 


Medi-Trace  Disposable  Electrodes  provide  maximum 
conductivity  and  stable  ECG  trace  while  assuring  vir- 
tually instantaneous  signal  recovery  after 
defibrillation. 


A soft,  flexible  plastic  gel  ring  surrounding  the  silver 
element  maintains  a positive  pressure  column  that 

minimizes  motion  artifact,  reduces  base  line  drift 
and  prevents  gel  squeeze-out  onto  adhesive  areas. 

Each  Medi-Trace  Disposable  Electrode  has  a built-in 
abrasive  pad  which  prepares  the  electrode  site  better 
than  conventional  alcohol  prep. 


CLIP  THIS  COUPON  TO  ORDER  TODAY  AND  SAVE. 


MAIL 

TO: 


NAME: 

CITY: 

Cases 


Pennsylvania  Medical  Cooperative 
20  Erford  Road 
Lemoyne,  PA  17043 


ADDRESS: 
STATE: 


Boxes 


Cost  $ 


Cat.  No.  Description 


030216 

030217 

030218 


Nonallergenic  foam 
Hypoallergenic  tape 
Hypoallergenic  tape 


ZIP:  


Each  product  type  at 
same  Low  Co-op  Price 


Silv./Silv.  Chloride 
Silv./Silv.  Chloride 
Chloride  Free 


2Vz 

2Vz 

1 7/e 


> 


Box  of  25  $1 2.00 

Case  of  100  45.60 


Payment  enclosed 


Please  bill  me 


Before  I order,  please  send  me  a free  sample.  Thank  you. 


ALDOMET 


Preventive  Medicine:  A Focus  on 
Smoking  and  Nutrition 


Hershey  Medical  Center 


March  31,  1979  — 9-4p.m. 


Open  to  physicians,  medical  students  and  others. 

The  Student  Nutrition  Committee  of  the  American  Medical 
Students  Association  and  the  American  Heart  Association  is 
offering  an  accredited  course  in  preventive  medicine  Speak- 
ers and  their  topics  in  the  order  of  presentation  include: 

Registration  and  Coffee  8:30  a m 


Edward  B Schwenk 
Class  of  1981 


Introduction:  The  Work  of  the 
Student  Nutrition  Committee 


0 C 
I- 
3 


Robert  Zelis,  MD  Atherosclerosis  and  its 

Chief  of  Cardiology,  Prevention 

Department  of  Medicine 


Graham  H Jeffries,  MD  The  Role  of  Diet  in 
Chairman,  Gastro-intestinal  Diseases 

Department  of  Medicine 


Johanna  G Moskowitz,  MD  Infant  Nutrition: 

Instructor,  Breast  vs  Bottle-feeding 

Department  of  Pediatrics 


O 

z 

O 
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Richard  A Naeye,  MD 
Chairman, 

Department  of  Pathology 

Lynn  Koslowski,  PhD 
Co-author  of  Surgeon 
General's  Report 
on  Cigarette  Smoking, 
Spring  1979 

Panel  Discussion 
Students  and  Faculty 


Cigarette  Smoking 

and  Perinatal  Mortality 


Pharmacology  and  Behavioral 
Psychology  of  Tobacco  Use 


The  Implementation  of 
Programs  in  Prevention 


Fee  is  $30  for  physicians  and  other  professionals.  Local  AMSA 
chapters  will  handle  financial  arrangements  for  students 
Lunch  is  included. 

Approved  and  organized  by  the  Department  of  Continuing 
Education,  this  course  will  award  6 hours  of  Category  1 Credit 
For  information  and  registration,  contact  Ms  Johny  van 
Nieuwkerk,  Continuing  Medical  Education,  The  Milton  S Her- 
shey Medical  Center,  Hershey,  Pennsylvania.  17033: 


Each  tablet  contains:  aspirin,  227  mg;  phenacetin,162 
mg;  and  caffeine,  32  mg;  plus  codeine  phosphate  in 
one  of  the  following  strengths:  "4-60  mg  (gr  I ); 
"3-30  mg  (gr'/i);*2-15  mg  (gr  %);  and  "1-7.5  (||| 
mg(gr'/e),  (Naming— may  be  habit-forming).  V«< 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


’ennsylvania  Medicine,  March  1979 


Training  Program 
For 

Emergency  Physicians 


Sponsored  by:  College  of  Physicians  of 
Philadelphia 

Hahnemann  Medical  College 
Jefferson  Medical  College 
Medical  College  of  Pennsylvania 
Philadelphia  College  of 
Osteopathic  Medicine 
Temple  University  School  of 
Medicine 

University  of  Pennsylvania 
School  of  Medicine 

A three-week  course  for  physicians  already 
engaged  in  the  delivery  of  emergency  care. 
The  course  content  is  divided  into  the  fol- 
lowing: 

First  Week  April  23-27,  1979:  Medical 
Emergencies 

Second  Week  April  30-May  4,  1979:  Life 
Support 

Third  Week  May  7-11,  1979:  Surgical 
Emergency  & Trauma 

Enrollment  is  for  one,  or  two,  or  all  three  weeks. 
Learning  experiences  occupy  the  whole  day,  9 
a.m.  to  5 p.m.,  Monday  through  Friday,  and  are  a 
combination  of  didactic  and  practical  sessions.  All 
didactic  sessions  will  be  held  at  the  College  of 
Physicians  of  Philadelphia.  The  practical  sessions 
will  be  held  at  the  various  hospitals  of  the  spon- 
soring institutions. 

Enrollment  will  be  limited  to  35  participants  per 
week. 

Approved  for  AMA  Category  I Credit 

For  further  information  contact: 

Office  of  Continuing  Education  Programs 
College  of  Physicians  of  Philadelphia 
19  South  22nd  Street 
Philadelphia,  Pa.  19103 
(215)  561-6050,  Ext.  31 
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MANAGEMENT  OF 
CORONARY  ARTERY  DISEASE 
AND  CONGENITAL  HEART  DISEASE 


MARCH  29-30,  1979  • HOTEL  HERSHEY,  HERSHEY,  PENNSYLVANIA 


FACULTY:  Dr.  James  S.  Forrester,  Los  Angeles  . . . Drs.  Frederick  J. 

Fricker,  William  H.  Neches,  James  R.  Zuberbuhler,  Pittsburgh  ...  Dr. 

Lawrence  S.  C.  Griffith,  Baltimore  ...  Dr.  John  A.  Kastor,  Philadelphia 
...  Dr.  Floyd  D.  Loop,  Cleveland  ...  Dr.  Carl  K.  Pepine,  Gainesville, 

Florida  ...  Dr.  Edward  K.  Prokop,  New  Haven  ...  Dr.  Merle  A. 

Sande,  Charlottesville,  Virginia. 

TOPICS:  Radioisotopes  in  Ml  Diagnosis  . . . Unstable  Angina  . . . 
Hemodynamic  Monitoring  of  Acute  Ml  . . . Pharmacologic  Management 
and  Operative  Intervention  in  Ischemic  Heart  Disease  . . . Refractory 
Arrhythmias  . . . Lessons  from  Randomization  Trials  in  Management  of 
Coronary  Artery  Disease  . . . Changing  Concepts  in  Infective  Endo- 
carditis . . . Pregnancy  and  Contraception  in  Congenital  Heart  Disease 
. . . Operable  and  Inoperable  Congenital  Heart  Disease. 

CREDITS:  Approved  for  12  hours  credit  towards  Category  I of  AMA 
Physician’s  Recognition  Award.  Acceptable  for  12  Prescribed  Hours  by 
AAFP.  Approved  by  ACGP  (Osteopathic)  for  12  Class  II  hours. 

REGISTRATION  FEES:  Physicians:  $65  for  2 days,  plus  luncheons  if 
desired  at  $6.50  per  day;  $35  for  1 day  plus  luncheon.  Nurses:  $25  for 
2 days,  plus  luncheons;  $15  for  1 day  plus  luncheon.  Medical  students, 
residents,  interns  are  exempt  from  the  registration  fee. 

SPONSORS:  American  Heart  Association,  Pennsylvania  Affiliate;  and 
the  Division  of  Cardiology,  The  Pennsylvania  State  University  College  of 
Medicine  at  The  Milton  S.  Hershey  Medical  Center.  Co- 
sponsors: Council  of  Clinical  Cardiology,  American  Heart  Association; 
and  American  Heart  Association,  South  Central  Pennsylvania  Chapter. 

FOR  ADDITIONAL  INFORMATION  CONTACT  YOUR  LOCAL  HEART  CHAPTER  OR 

AMERICAN  HEART  ASSOCIATION,  PENNSYLVANIA  AFFILIATE 

P.O.  BOX  2435,  HARRISBURG,  PENNSYLVANIA  17105 


editorials 


New  dimensions  for  medical  records 


Medical  records  and  record  keeping  were  first  devised  to 
help  the  patient.  A few  notes  on  each  visit  helped  to  refresh 
the  physician’s  memory  on  the  management  of  individual 
cases  and  might  also  include  clinical  impressions  and  ob- 
servations. These  records,  filed  away  for  future  reference, 
were  the  sole  property  of  the  physician. 

There  has  been  a trend  toward  increased  patient  access  to 
the  physician’s  medical  records  and  this,  in  turn,  has  prom- 
ulgated an  argument  concerning  ownership  of  the  record. 
More  often  than  not,  records  are  requested  for  a court  case 
in  which  the  medical  record  is  needed  as  evidence.  It  is  a 
small  wonder  that  the  physician  is  unwilling  to  surrender 
the  record  — at  least  under  these  circumstances.  Neverthe- 
less, courts  have  ruled  that  while  the  record  is  the  legal 
property  of  the  physician,  the  information  contained 
therein  is  the  property  of  the  patient.  The  Patient’s  Bill  of 
Rights  includes  the  assurance  of  access  to  the  contents  of 
the  medical  record.  Other  parties  have  also  gained  access  to 
the  hospital  medical  record.  These  include  insurance  carri- 
ers, PSRO,  government  agencies,  and  utilization  per- 
sonnel. 

With  the  number  of  people  delving  into  medical  records, 
the  necessity  for  completeness  and  accuracy  is  obvious.  The 
physician  must  take  care,  if  only  because  the  record  may  be 
pivotal  in  a court  case.  Problems  in  management  should  be 
noted.  Some  things  that  never  happen  also  should  be  en- 


tered into  the  record,  for  example,  the  patient’s  failure  to 
keep  an  appointment.  While  this  may  sound  like  the  pro- 
verbial action  of  looking  over  one’s  shoulder,  and  it  may  be 
just  that,  it  relates  to  the  original  reason  for  having  a 
medical  record,  that  of  easier  recollection  of  facts.  Physi- 
cians today  are  very  different  from  our  early  counterparts 
in  that  we  rarely  know  our  patients  as  well  as  our 
forefathers  knew  theirs.  We  need  to  rely  on  our  medical 
records  as  a sort  of  peripheral  memory. 

It  is  obvious  that  the  record  should  contain  all  relevant 
medical  details  concerning  the  patient.  It  should  also  in- 
clude a plan  of  treatment  and  the  follow-up,  with  sub- 
sequent notes  to  indicate  that  the  follow-up  was  carried  out. 
In  addition,  if  the  record  is  hand  written,  it  should  be 
legible.  If  you  can  not  write  legibly,  dictate  your  records.  A 
note  that  cannot  be  read  at  some  later  date  is  useless. 
Records  should  be  completed  as  soon  as  possible,  not  several 
days  later  from  memory.  Small  but  sometimes  very  impor- 
tant details  may  be  lost  by  procrastination. 

Lawyers  have  a great  deal  to  say  on  the  subject  of  alter- 
ing or  editing  the  medical  record,  especially  after  the  initia- 
tion of  a lawsuit.  A simple  rule  of  thumb  is  never  do  this!  It 
appears  to  juries  that  a clumsy  attempt  was  made  to  tamper 
with  the  record  to  cover  an  error.  It  challenges  the  credi- 
bility of  the  record  even  though  it  may  be  completely  cor- 
rect. If  a change  is  necessary,  i.e.,  if  you  wrote  one  patient’s 


Continuing  Education  Programs 

1978-1979 

Institute  for  Medical  Education  and  Research 

Geisinger  Medical  Center 

Endocrine  Disorders  of  Pituitary,  Pancreas  & Parathyroid 

11th  Annual  Special  Child  Conference 

Wednesday,  March  21,  1979 

Saturday,  May  5,  1979 

9 a.m.  to  5 p.m.  Tuition:  $40 

9 a.m.  to  1 p.m.  Tuition:  $15 

Current  Topics  in  Surgery 

Common  Problems  in  Allergy  & Immunology 

Wednesday,  April  4,  1979 

Wednesday,  May  16,  1979 

9 a.m.  to  5 p.m.  Tuition:  $40 

9 a.m.  to  5 p.m.  Tuition:  $40 

Advances  in  Dermatology  for  the  Practitioner 

Adult  Congenital  Heart  Disease 

Wednesday,  April  18,  1979 

Wednesday,  June  6,  1979 

1 p.m.  to  5 p.m.  Tuition:  $25 

9 a.m.  to  5 p.m.  Tuition:  $40 

Topics  in  Ophthalmology 

Internal  Medicine-Pocono  Course  - 1979 

Saturday,  April  14,  1979 

August  8-12,  1979 

9 a.m.  to  1 p.m.  Tuition:  $25 

At  Pocono-Hershey 

Endocrine  Disturbances  of  Thyroid,  Adrenals  & Gonads 

Wednesday,  May  2,  1979 

9 a.m.  to  5 p.m.  Tuition:  $40 

For  further  information  write  to: 

As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger 

Millie  K.  Fleetwood,  Ph.D. 

Medical  Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in 

Geisinger  Medical  Center 

Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical 

Danville,  Pennsylvania  17821 

Association.  (Refer  to  each  program — full  day -7  hours  credit  and  % day -4 

or  telephone  (717)  275-6333 

hours  credit). 
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note  on  another  patient’s  chart,  or  you  wrote  for  an  incor- 
rect drug,  there  are  acceptable  methods  of  correction,  but 
they  do  not  include  obliteration  or  erasure. 

Unprofessional  remarks  in  the  record  never  have  been 
acceptable  and  with  increasing  numbers  of  people  looking 
at  charts  and  records,  they  become  even  less  so.  Records 
should  be  kept  impersonal  to  the  extent  that  sneering, 
sarcastic,  humorous,  or  self-serving  comments  should  be 
excluded.  You  might  think  a sarcastic  remark  appropriate 
at  the  time,  but  you  would  be  acutely  embarrassed  to  have 
this  indiscretion  read  before  a jury. 

Medical  records  have  historical  significance.  If  it  were 
not  for  the  careful  observation  of  symptoms  and  diseases 
and  the  diligent  recording  of  these  by  early  practitioners, 
the  science  of  medicine  would  not  have  advanced  to  its 
present  state.  The  record  of  today  is  even  more  significant 


HOLY  REDEEMER  HOSPITAL 

Meadowbrook,  Pennsylvania  WI-7-3000 

FIRST  PULMONARY  SYMPOSIUM 

Celebrating  the  Twentieth  Anniversary 

Saturday,  April  21,  1979  8:45  A.M.  - 4 P.M 

Welcome:  T.A.  Harrington,  Executive  Director, 
Holy  Redeemer  Hospital 
John  J.  Meehan,  M.D. 

Holy  Redeemer  Hospital 

Moderators 


William  F.  Warrender,  M.D. 
Holy  Redeemer  Hospital 

Speaker 

Sandeep  Dhand,  M.D. 

Holy  Redeemer  Hospital 
Medical  College  of 
Pennsylvania 

Bennett  Lorber,  M.D 
Temple  University 


Theodore  Rodman,  M.D. 
Temple  University  Health 
Sciences  Center 

William  Morrissey,  M.D 
Hospital  of  the  Medical 
College  of  Pennsylvania 

William  G.  Figueroa,  M.D. 
Thomas  Jefferson  Medical 
College 

Robert  F.  Johnston,  M.D. 
Hahnemann  Medical 
College  and 
Hospital 


Sandeep  Dhand,  M.D. 
Holy  Redeemer  Hospital 

Topic 

BRONCHIAL  ASTHMA 
IN  ADULTS  AND 
CHILDREN 


PNEUMONIAS 

INCLUDING 

TUBERCULOSIS 

ACUTE  RESPIRATORY 
FAILURE  AND 
OXYGEN  THERAPY 

PRE  AND  POST 
OPERATIVE 
PULMONARY  CARE 

LUNG  CANCER  - NEW 
CONCEPTS  IN 
DIAGNOSIS  AND 
MANAGEMENT 

INTERPRETATION  OF 
ARTERIAL  BLOOD 
GASES 


Category  1 for  Physicians'  Recognition  Award  of  AMA 
Co-sponsored  by  Temple  University 
Application  submitted  for  accreditation  by  AAFP 
$20  registration  fee  by  April  14,  1979 


not  only  in  patient  care,  but  also  because  it  has  the  added 
potential  of  becoming  a legal  document.  The  care  you  take 
in  completing  your  records  determines  whether  they  will  be 
an  asset  or  a liability. 

David  A.  Smith,  MD 
Medical  Editor 


in  my  opinion 


The  disaster 

There  was  a disaster  at  our  hospital  last  week,  with  many 
casualties.  Fortunately,  no  lives  were  lost.  You  see,  our 
photocopier  broke  down.  Casualties  included  board  reports, 
laundry  lists,  menus,  administrative  notices,  and  other 
monumental  inscriptions.  Flaring  tempers  and  severe 
headaches  resulted. 

This  disaster  was  caused  by  a three  hour  power  outage 
which  had  no  noticeable  effect  on  other  hospital  functions. 
However,  the  loss  of  the  paper-eating  monster  was  a first- 
class  calamity. 

I can  recall  seeing  a picture  of  a huge  redwood  with  the 
caption,  "There  is  enough  wood  in  this  tree  to  construct  17 
ordinary  size  homes.”  The  updated  version  might  read, 
"This  tree  can  produce  a three-month  supply  of  paper  for 
a copy  machine  at  an  average  size  hospital,  or  for  one  JCAH 
review.” 

It  has  been  suggested  that  the  HSAs  consider  the  bug- 
eyed paper-eating  monsters  in  the  same  category  as  the 
CAT  scanner  and  allow  one  to  each  region.  Possibly  a pen- 
alty, such  as  the  loss  of  five  pediatric  beds,  could  be  leveled 
at  a hospital  which  violates  the  regulation  and  purchases  a 
copier.  Another  sanction  has  been  suggested — any  commit- 
tee which  sends  out  copies  of  its  minutes  shall  be  disbanded 
immediately  and  its  chairman  whipped  at  a public  cer- 
emony. 

Maybe  you  don’t  realize  what  a stranglehold  this  appar- 
ently benign  "infernal  machine”  has  on  your  institution.  Its 
tentacles  reach  from  the  laundry,  through  the  library  (I 
talked  to  a physician  recently  who  thought  books  were 
printed  on  a photocopier)  to  the  ladies’  auxiliary.  Notices, 
charts,  estimates,  announcements,  suggestions,  jokes,  re- 
ports, schedules,  references,  orders,  records,  messages  are 
copied.  Think  of  the  hours  spent  by  employees  who  work  for 
the  copier.  They  shift  and  arrange  copies  of  minutes;  put 
them  into  neat  piles;  collate,  staple,  and  file  them;  retrieve, 
rearrange  and  refile  them;  and  after  a year  or  two,  discard 
one  or  two  copies  with  the  filing  cabinet  becomes  full. 

If  it  were  possible  to  control  this  monster  (a  task  not 
unlike  trying  to  reduce  the  phone  bill  at  the  Pentagon),  I 
am  sure  a great  reduction  in  medical  costs  could  be  effected. 
Maybe  we  could  appease  the  bureaucrats,  waiting  in  the 
wings  with  their  less  acceptable  cost-cutting  schemes. 

Now  for  the  bad  news.  I saw  an  ad  recently  for  the  newest 
Xerox  machine,  which  can  take  a crumpled,  dirty  original 
and  produce  a clean,  fresh  copy.  Will  miracles  never  cease? 

J.  Mostyn  Davis,  MD 
Shamokin 
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Case  report 


Four  streptococcal  infections  traced  to  anal  carrier 


W.  D.  Schrack,  Jr.,  MD,  DrPH 
Grayson  B.  Miller,  MD 
William  E.  Parkin,  DVM,  DrPH 
Dorothy  B.  Fontana,  RN 


Outbreak 

At  the  Elizabethtown  Hospital  for 
Children  and  Youth  where  many  pa- 
tients with  severe  congenital 
anomalies  and  orthopedic  problems 
are  treated,  postoperative  Group  A 
beta-hemolytic  streptococcal  wound 
infections  developed  in  four  patients 
who  underwent  orthopedic  surgery 
(two  on  February  26  and  two  on  March 
2,  1976). 

All  four  patients  showed  symptoms 
of  infection  within  24  to  48  hours  fol- 
lowing surgical  procedures.  The  pro- 
cedures lasted  from  30  minutes  to 
three  and  one-half  hours.  The  same 
Group  A streptococcus  (M-nontypable, 
T-type  12)  was  cultured  from  the 
wounds  of  all  four  patients.  Only  one 
operating  room  was  used  for  all  pa- 
tients who  underwent  surgery  during 
this  period.  There  was  no  common 
preoperative  or  postoperative  ward  for 
the  four  patients  with  infection. 

Four  other  surgical  procedures  were 
performed  in  the  same  operating  room 
as  follows:  one  each  on  February  27, 
March  1,  5 and  11,  1976  with  no  post- 
operative infections  identified;  two  of 
these  patients  received  interoperative 
and  postoperative  antibiotics.  A re- 
view of  the  23  operative  procedures 
performed  between  January  1 and 
February  25,  1976  failed  to  reveal  any 
additional  streptococcal  wound  infec- 
tions. 

Investigation 

Twelve  people — physicians,  nurses, 
anesthesists  and  an  attendant — were 
on  duty  at  various  times  in  the  operat- 
ing room  on  operating  days,  February 


26,  27,  March  1,  2,  5 and  11, 1976.  The 
anesthesist,  the  operating  room 
supervisor,  the  nurses,  and  the  atten- 
dant are  in  the  operating  room  during 
surgical  procedures  unless  they  are  on 
vacation.  The  resident  physicians 
have  tours  of  duty  lasting  six  months. 
They  participate  in  the  work  on  all  of 
the  special  services. 

After  March  3,  1976  bacteriologic 
cultures  from  the  nose,  throat,  anus 
and  vagina  were  obtained  on  three 
separate  occasions  from  all  twelve 
operating  room  personnel.  Cultures 
from  the  same  sites  were  obtained  on  a 
single  occasion  from  thirty  other 
persons — hospital  employes  and 
patients — with  whom  the  infected  pa- 
tients had  had  some  contact. 

Of  these  cultures,  only  the  speci- 
mens from  the  anal  verge  of  an 
asymptomatic  operating  room  atten- 
dant demonstrated  beta-hemolytic 
streptococci.  Subsequent  identifica- 


Dr. Schrack  was  chairman  of  the  Infec- 
tious Disease  Control  Committee, 
Elizabethtown  Hospital  for  Children 
and  Youth,  prior  to  his  death.  Dr.  Miller 
was  a member  of  the  field  services  divi- 
sion, bureau  of  epidemiology,  Center 
for  Disease  Control,  Atlanta,  Georgia. 
He  is  presently  with  the  Virginia  de- 
partment of  health  Dr.  Parkin  is  from 
the  Pennsylvania  department  of  health, 
division  of  communicable  disease 
control.  Ms.  Fontana  is  the  operating 
room  supervisor,  Elizabethtown's  hos- 
pital. The  authors  acknowledge  the  as- 
sistance of  Lida  Hail  and  Ramish  Shah 
of  the  hospital's  laboratory,  Richard  R. 
Facklan,  PhD.  of  the  Center  for  Disease 
Control,  and  Mildred  L.  Laux,  RN,  di- 
rector of  nursing. 


tion  of  the  attendant’s  cultures  re- 
vealed Group  A streptococci  (M- 
nontypable,  T-type  12)  identical  to 
those  responsible  for  the  patient  infec- 
tions. The  attendant  had  been  on  duty 
every  operating  day  from  January  1. 

On  March  11,  1976  when  he  was  re- 
lieved from  duty  in  the  operating  room 
and  treated  with  a two-week  course  of 
phenoxymethyl  penicillin  (400,000 
units  orally  4 times  per  day).  Multiple 
cultures  of  the  attendant’s  anal  verge 
following  his  therapy  failed  to  reveal 
Group  A streptococci  and  he  was  sub- 
sequently returned  to  duty.  No 
additional  Group  A streptococcal 
wound  infections  have  been  identified 
since  the  attendant’s  exclusion  from 
the  operating  room  and  his  sub- 
sequent return  to  duty. 

Discussion 

Anal  carriage  of  Group  A strep- 
tococci has  been  implicated  as  the 
source  of  six  other  outbreaks  of  post- 
operative wound  infection.1  6 Vaginal 
carriage  has  been  reported  in  one 
additional  outbreak.7  In  all  instances 
the  medical  personnel  determined  to 
be  carriers  appeared  to  be  well  and 
without  symptoms  suggesting  infec- 
tion at  any  body  site. 

Gryska  reported  an  epidemic  where 
an  anesthesiologist  was  identified  as 
the  carrier  responsible  for  the  infec- 
tions.4 On  physical  examination,  the 
anesthesiologist  had  a mild  case  of 
pruritis  ani.  Three  cultures  from  the 
skin  of  the  perineal  and  anal  area 
demonstrated  Group  A beta-hemolytic 
streptococcus. 

In  the  outbreak  reported  by 
Richman,  a surgeon,  on  physical  exam- 
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Jefferson  Medical  College 
of  Thomas  Jefferson  University 

Presents 

MODERN  THERAPEUTICS  V 
March  28-30,  1979 

For  Further  Information  Contact: 

Office  of  Continuing  Medical  Education 
Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia,  Pa.  19107 
(215)  928-6992 

As  an  organization  accredited  for  continuing  medical  edu- 
cation, Jefferson  Medical  College  certifies  that  this  con- 
tinuing medical  education  offering  meets  the  criteria  for  20 
credit  hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 


RFirstmark  Capital 


Firstmark  Capital  Corporation  announces  a new  personal 
lending  service  designed  to  meet  the  special  needs  of 
health  care  professionals 


Consider  the  advantages  . . . 

• Only  your  signature  is  required  to  borrow  from  $5,000  to  $25,000, 
terms  to  60  months 

• Quick  confidential  service,  entire  transaction  handled  by  mail 

• Credit  life  insurance  available  at  low  cost  . . . No  physical 
examination  required 

• Loan  is  interest  bearing  . . . You  may  pay  off  or  reduce  the  loan  at 
any  time  without  pre-payment  penalty 

Here's  how  to  apply  . . . 

For  complete  information  and  a simple  loan  application  call  Mr. 

Charles  toll  free  at  1-800-421-0355 

FIRSTMARK  CAPITAL 
7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 

Serving  the  Health  Care  Industry  for  over  50  years 


ination,  was  found  to  have  a mild 
nonspecific  perianal  dermatitis  with 
slightly  inflamed  hemorrhoids.6  Sur- 
geons, anesthesiologists,  nurses  and 
operating  room,  attendants  have  all 
been  demonstrated  to  be  responsible 
for  outbreaks.  Most  outbreaks  have 
extended  over  several  month  periods. 

The  airborne  route  of  transmission 
for  Group  A streptococci  has  been 
well-documented  in  previous 
outbreaks.2  4,7  The  airborne  route? 
seems  most  likely  in  this  outbreak 
where  the  only  contact  between  the 
infected  patients  and  the  attendant 
carrier  was  in  the  operating  room  after 
the  surgical  team  had  dressed  the 
wound  and  the  patient  was  moved  to  a 
litter  to  be  taken  to  his  room.  The  at- 
tendant, the  carrier,  had  no  direct  con- 
tact with  the  patients’  open  wounds. 

Early  recognition  of  the  possibility 
of  a carrier,  his  identification  and  his 
early  exclusion  from  the  operating 
room  resulted  in  rapid  termination  of 
the  outbreak. 

Group  A streptococcal  wound  infec- 
tion appearing  in  two  or  more  surgical 
patients  within  24  to  48  hours  follow- 
ing surgery  should  alert  surgeons  and 
hospital  infection  control  personnel  to 
the  possibility  of  a carrier  in  the 
operating  room  team.  We  recommend 
the  procedures  in  earlier  reports: 
prompt  culturing  of  the  nose,  throat, 
hand  and  other  skin  lesions,  anal 
verge  and  vagina  of  all  operating  room 
personnel. 


REFERENCES 

1.  McIntyre,  D.M.:  An  epidemic  of  Streptococcus 
pyogenes:  Puerperal  and  postoperative  sepsis  with  an  un- 
usual carrier  site  - the  anus.  Amer.  J.  Obstet.  Gynec., 
101:308-314,  1968. 

2.  McKee,  W.M.;  DiCaprio,  J.M.;  Roberts,  C.E.  Jr.;  et 
al:  Anal  carriage  as  the  probable  source  of  a streptococcal 
epidemic.  Lancet,  2:1007-1009,  1966. 

3.  Schaffner,  W.;  Lefkowitz,  L.B.  Jr.;  Goodman,  J.S.; 
et  al:  Hospital  outbreak  of  infections  with  group  A strep- 
tococci traced  to  an  asymptomatic  anal  carrier.  New  Eng. 
J.  Med.,  280:1224-1225,  1969. 

4.  Gryska,  P.F.;  and  O’Dea,  A.E.:  Postoperative  strep- 
tococcal wound  infection.  JAMA,  213:1189-1191,  1970. 

5.  Decker,  J.;  Hammond,  H.;  MacArthur,  M.;  et  al: 
Hospital  outbreak  of  streptococcal  wound  infection-Utah. 
MMWR,  25:141,  1976. 

6.  Richman,  D.D.;  Breton,  S.J.;  Goldman,  D.A.:  Scarlet 
fever  and  group  A streptococcal  surgical  wound  infection 
traced  to  an  anal  carrier.  J.  of  Pediatrics,  90:387-390, 
1977. 

7.  Stamm,  W.E.;  Postoperative  streptococcal  wound  in- 
fections traced  to  a vaginal  carrier.  FYesented  at  the  An- 
nual EIS  Conference  1976,  Center  for  Disease  Control, 
Atlanta,  Georgia. 


36 


Pennsylvania  Medicine,  March  1979 


Dyazide 

Each  capsule  contains  50  mg  of  Dyremum"  (brand  of 
triamterene)  and  25  mg  of  hydrochlorothiazide 

Makes  Sense  in 
Hypertension* 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDH.  A brief  summary 
follows: 


® 


LJ 

□ 

1 - 

□ 

Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  liter/day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone  restrict  K+  intake  Associated  widened 
ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  flu. os)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently,  both  can  cause  K+  retention  and  elevated 
serum  K+  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one.  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
with  fluorescent  measurement  of  qumidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions, nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules,  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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MDs  in  the  news 


Edward  J.  Resnick,  MD,  Philadel- 
phia, recently  was  elected  to  the 
boards  of  directors  of  the  Medical  Club 
of  Philadelphia,  Orthopedics  Overseas 
of  CARE-MEDICO,  and  Pennsylvania 
Blue  Shield.  He  is  professor  of  or- 
thopedic surgery  and  director  of  the 
pain  control  center,  Temple  Univer- 
sity School  of  Medicine. 

The  Lackawanna  County  Medical  So- 
ciety recently  conducted  a medical  ed- 
ucation symposium  on  pulmonary  dis- 
ease. Participating  were:  Sander  J. 
Levinson,  MD,  chairman;  Tomas  A. 
O’Boyle,  MD;  Charles  J.  Bannon, 
MD,  society  president;  and  G. 
William  Atkinson,  MD,  director  of 
the  department  of  pulmonary  disease 
at  Thomas  Jefferson  Medical  College, 
guest  speaker. 

Dominador  C.  Calderon,  MD, 

Johnstown,  has  been  certified  as  a dip- 
lomate  in  pulmonary  medicine  by  the 
American  Board  of  Internal  Medicine. 
Dr.  Calderon  is  director  of  the  pulmo- 
nary function  laboratory  and  respi- 
ratory care  department  of  Memorial 
Hospital,  Johnstown. 

Carlos  F.  Gonzalez,  MD,  Philadel- 
phia, has  been  appointed  professor  of 
radiology  and  director  of  the 
neuroradiology  section  of  Medical  Col- 
lege of  Pennsylvania.  He  formerly  was 
associated  with  Hahnemann  Medical 
College  and  Hospital. 

C.  Gene  Cayten,  MD,  Philadelphia, 
has  been  named  to  two  posts:  fellow  of 
the  American  Association  for  Surgery 
of  Trauma,  and  chairman  elect  of  the 
injury  control  and  emergency  health 
services  section  of  the  American  Pub- 
lic Health  Association.  Dr.  Cayten  is  a 
surgeon  at  the  hospital  of  the  Univer- 
sity of  Pennsylvania. 

Gary  L.  Burkett,  MD,  West  Mt.  Airy, 
assistant  professor  of  community  and 
preventive  medicine  at  Medical  Col- 
lege of  Pennsylvania,  has  been 
awarded  a research  grant  from  the 
National  Center  for  Health  Services 
Research  to  study  the  effects  of  cost 
control  incentives  in  a health  mainte- 
nance organization. 


Samuel  Sherman,  MD,  Squirrel  Hill, 
received  the  "Pittsburgh  Physician  of 
the  Year”  award  from  the  Committee 
on  Employment  of  the  Handicapped. 
He  also  received  the  presidential 
award  for  "meritorious  service  to  the 
handicapped.” 

The  second  annual  cardiology  seminar 
sponsored  by  Wilkes-Barre  General 
Hospital’s  cardiology  department  was 
held  recently.  One  hundred  and  forty 
area  physicians  and  nurses  attended 
the  day-long  session.  Participating 
were:  Nicholas  J.  Ruggiero,  MD, 
chief  of  cardiology  at  Wilkes-Barre 
General  Hospital;  Basil  RuDusky, 
MD;  Hratch  Kasparian,  MD,  chief  of 
cardiac  catherization  lab  at  Thomas 
Jefferson  University  Hospital; 
Thomas  Baker,  MD;  William  C. 
Roberts,  MD,  chief  of  pathology  at 
National  Heart  and  Lung  Institute, 
Bethesda,  Maryland;  Leslie  Weiner, 
MD,  director  of  the  coronary  care  unit 
at  Thomas  Jefferson  University  Hos- 
pital; James  Galante,  MD;  David  V. 
Grow,  MD;  and  David  Rimple,  MD. 

Charles  T.  Thornsvard,  MD,  has 

been  appointed  an  associate  in  the  de- 
partment of  hematology  and  oncology 
at  Geisinger  Medical  Center. 


County  societies 
install  officers 

Several  county  medical  societies  re- 
cently installed  officers  for  1979. 

Officers  of  the  Lackawanna  County 
Medical  Society  for  1979  are  Drs.  Peter 
J.  Favini,  president;  William  A.  Black, 
Jr.,  president  elect;  Thomas  H.  Cole- 
man, first  vice  president;  Norman  S. 
Berger,  second  vice  president;  and 
Tomas  A.  O’ Boyle,  secretary-treasurer. 

Chosen  to  head  the  Montgomery 
County  Medical  Society  is  John  J. 
Maron,  MD.  Other  officers  for  1979  are 
Drs.  H.  Craig  Bell,  president  elect;  W. 
Mead  Jones,  vice  president;  Alan  L.  Do- 
rian, secretary;  and  Joseph  L. 
Hunsberger,  treasurer. 

Lycoming  County  Medical  Society  in- 
stalled Drs.  Edward  N.  Moser,  presi- 
dent; James  L.  Harrison,  president 
elect;  Franklin  G.  Wade,  vice  president; 
Harry  L.  Manning,  secretary ; Donald  E. 
Shearer,  treasurer;  and  Chan  Yoon,  as- 
sistant secretary-treasurer. 


Ronald  E.  Cohn,  MD,  medical  di- 
rector of  Frankford  Hospital,  Phil- 
adelphia, was  advanced  to  mem- 
bership status  in  the  American  Col- 
lege of  Hospital  Administrators  at  its 
44th  annual  convocation. 

A husband  and  wife  doctor  team  has 
joined  the  staff  of  the  Coal  Country 
Medical  Center  in  Bamesboro.  Dilip 
Donde,  MD,  an  internal  medicine 
specialist  and  general  practioner,  and 
his  wife,  Mrunalini  Donde,  MD,  a 
pediatrician,  joined  the  staff  at  the  end 
of  October. 

Maurice  C.  Dinberg,  MD,  pa- 
thologist at  Oil  City  Hospital  for 
many  years  and  former  Venango 
County  coroner,  retired  recently  as  di- 
rector of  medical  affairs  at  Oil  City 
Hospital.  Dr.  Dinberg  was  hired  as  the 
first  full-time  pathologist  at  Oil  City 
Hospital  in  April  1948. 

John  M.  Snyder,  MD,  Bethlehem, 
was  elected  president  of  the  board  of 
directors  of  the  Lehigh  Valley  Re- 
gional Lung  and  Health  Association. 
Dr.  Snyder  is  a recently  retired 
thoracic  surgeon. 

Harry  C.  Stamey,  MD,  senior  vice 
president  and  medical  director  of 
Geisinger  Medical  Center,  was  elected 
to  a three-year  term  on  the  board  of 
trustees  of  the  American  Group  Prac- 
tice Association  at  the  group’s  29th 
annual  meeting.  A psychiatrist,  Dr. 
Stamey  has  represented  Geisinger  as 
a delegate  to  the  AGPA  since  1975. 

Jose  O.  Morales,  MD,  director  of  the 
division  of  nuclear  medicine  at  Grad- 
uate Hospital,  Philadelphia,  was  hon- 
ored for  his  work  as  president  of  the 
Pennsylvania  College  of  Nuclear  Med- 
icine in  1977-78.  Incoming  president 
Michael  B.  Dooley,  MD,  presented 
Dr.  Morales  with  a gavel. 

Thomas  H.  Grainger,  MD,  Mt. 

Pocono,  has  been  honored  by  the 
American  Public  Health  Association 
for  four  decades  of  loyal  service  to  pub- 
lic health.  Dr.  Grainger  is  associated 
with  Pocono  Hospital. 
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OF  SLEEP 

DALMANE 

(flurazepam  HCI)<s 


30-MG  AND  15-MG  CAPSULES 

SLEEP  LABORATORY  PROOF: 

□ significant  effectiveness  from  night  1 through  night  28  in  chronic  insomniacs 1 3 

Insomnia  is  often  transient  and  the  prolonged  administration  of  Dalmane 
seldom  necessary.  When  extended  therapy  is  required,  periodic 
blood  counts  and  liver  and  kidney  function  tests  should  be  performed. 

□ no  insomnia  rebound  when  discontinued  after  14  consecutive  nights  of  use4 

y \ 


Please  see  reverse  side  for  a summary  of  product  information.  < ROCHE 


The  model  of  hypnotic  evaluation  and  efficacy 

DALMANE 

(f  lurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  recommended  dosage 
for  elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective 
sleep  laboratory  data  have  shown  effective- 
ness for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often 
transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alertness(e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide, diazepam, and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  tri- 
mester of  pregnancy.  Dalmane,  a 
benzodiazepine,  has  not  been  stud- 
ied adequately  to  determine  whether 
it  may  be  associated  with  such  an 
increased  risk.  Because  use  of  these 
drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should 


almost  always  be  avoided.  Consider 
possibility  of  pregnancy  when  insti- 
tuting therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Not  recommended  for  use  in  persons  under 
15  years  of  age.  Though  physical  and 
psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated, 
limit  dosage  to  15  mg  to  reduce  risk  of  over- 
sedation, dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects 
with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  patients  who 
are  severely  depressed,  or  with  latent 
depression  or  suicidal  tendencies,  or  with 
impaired  renal  or  hepatic  function.  Periodic 
blood  counts  and  liver  and  kidney  function 
tests  are  advised  during  repeated  therapy. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  seda- 
tion, lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or 
overdosage,  have  been  reported.  Also 
reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkative- 
ness, apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint 


pains  and  GU  complaints.  There  have  also 
been  rare  occurrences  of  leukopenia, 
granulocytopenia,  sweating,  flushes,  diffi-  I 
culty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness 
of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations, 
paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum 
beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debill-  I 
tated patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

REFERENCES:  1 Kales  A,  et  at:  Clin 
Pharmacol  Ther  18:  356-363,  Sep  1975. 

2.  Kales  A,  et  al:  Clin  Pharmacol  Ther  19:  I 
576-583,  May  1976.  3.  Dement  WC,  et  ah 
Long-term  effectiveness  of  flurazepam 
30  mg  h.s.  on  chronic  insomniacs.  Presented 
at  the  15th  annual  meeting  of  the  Associa-  , 
tion  for  Psychophysiological  Study  of  Sleep, 
Edinburgh,  Scotland,  Jun  30-Jul  4,  1975. 

4.  Kales  A.  et  ah  J Clin  Pharmacol  17: 
207-213,  Apr  1977. 

ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


FELLOWSHIP  IN 
VASCULAR  SURGERY 


Fellowship  position  available  July  1,  1979 
One-year  program  with  broad  clinical  experience 


Write  to: 

T.  Matsumoto,  M.D. 
Professor  and  Chairman 
Department  of  Surgery 


THE  HAHNEMANN  MEDICAL  COLLEGE 
230  North  Broad  Street 
Philadelphia,  PA  19102 
(215)  448-8183 


BRONKODYL 


brand  of 


theophylline,  USP  (anhydrous) 

is  100%  micro-pulverized, 
anhydrous  theophylline,  in  capsules 
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Bioavailability  equal  to  an  elixir 
Achieves  blood  levels  rapidly1 

1 Tinkelman,  D G , Carroll.  M S . Vanderpool,  G , Jones,  M The 
bioavailability  of  theophylline  in  elixir  and  micro-pulverized  forms 
Medical  Challenge  10  24  26.  1978 
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BREON  LABORATORIES  INC 

90  Park  Avenue.  New  York,  N Y 10016 


See  Important  product  Information  including  warn- 
ings. adverse  reactions,  patient  selection  and  pre- 
scribing and  precautionary  recommendations 

BRONKODYL" 

BRAND  OF  THEOPHYLLINE,  USP  (ANHYDROUS) 

Each  green  and  white  hard  gelatin 
capsule  contains  theophylline  USPanhydrous.  200 
mg  . in  a micro-pulverized  form  Each  brown  and 
white  hard  gelatin  capsule  contains  100  mg  The 
elixir  contains  80  mg  theophylline  per  15  ml  in  a 
20%  alcohol  elixir  (approximately  20  calories.  0 9 
gm  carbohydrate  per  tablespoonful) 

Theophylline  is  a methylxanthme  which 
relaxes  the  smooth  musculature  of  the  bronchioles 
through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  mono- 
phosphate by  phosphodiesterase  It  also  has  di- 
uretic, cardiotonic,  and  CNS  stimulant  effects 

Bronkodyl  is  indicated  for  symp- 
tomatic relaxation  of  bronchiolar  spasm  in  the 
chronic  obstructive  bronchopulmonary  diseases, 
e g , bronchial  asthma,  chronic  bronchitis  and  pul- 
monary emphysema 

Bronkodyl  is  contraindicated  in 


persons  known  to  have  had  serious  idiosyncratic 
responses  to  theophylline,  its  salts,  or  the  other 
methylxanthmes,  theobromine,  or  caffeine  and 
may  be  contraindicated  in  peptic  ulcer 

All  methylxanthines  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs 

Although  theophylline  has 
been  used  for  many  years,  with  no  evidence  of 
adverse  fetal  effect  or  teratogenicity,  its  safety  in 
pregnancy  has  not  been  established  Therefore, 
use  of  Bronkodyl  during  lactation  or  in  women  of 
childbearing  potential  requires  that  possible  bene- 
fits of  the  drug  be  weighed  against  possible  hazards 
to  fetus  or  child 

is:  Bronkodyl  should  be  used  with  cau- 
tion in  patients  with  cardiac  or  circulatory  disease 

Gastrointestinal  epigas- 
tric distress,  nausea,  vomiting  Cardiovascular:  pal- 
pitations CNS:  insomnia,  restlessness,  irritability, 
convulsion 

stration:  Adults:  Usual  dosage 
of  Bronkodyl  is  200  mg  every  6 hours  (four  doses 
in  each  24  hours)  This  dosage  may  be  adjusted  to 


reflect  individual  clinical  response  as  an  indication 
of  slow  or  rapid  metabolism  of  the  drug  If  adverse 
reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be 
lengthened,  or  both  If  clinical  response  is  not  satis-  ( 
factory,  indicating  possible  rapid  inactivation  of  the 
drug,  dosage  may  be  gradually  increased  to 
achieve  the  desired  response  In  some  instances 
of  either  too  slow  or  toe  rapid  metabolism  plasma 
levels  of  theophylline  should  be  determined  and  , 
dosage  adjusted  accordingly  toachieve  levels  L 
above  10  meg  /ml  . but  not  to  exceed  20  meg  /ml  j ; 
Dosage  in  Children:  Usual  dosage  should  be  based  ! - 
on  administration  of  10  mg  per  kg  per  24  hours, 
divided  in  4 doses  per  day.  given  every  6 hours  As  i > 
th:s  may  not  be  possible  with  use  of  the  capsules. 
Bronkodyl  elixir  may  be  used  Theophylline  saliva 
levels  (approximately  60%  of  simultaneous  blood 
levels),  may  facilitate  dosage  adjustments,  espe- 
cially in  children,  to  obtain  appropriate  response  ) 


How  Supplied:  S ] 

Bronkodyl'  100  mg  , 

brown  and  white  capsules  in  100  s Code  #1831 
Bronkodyl"  200  mg  . 

green  and  white  capsules  in  100  s Code  #1833 

Bronkodyl"  Elixir. 

80  mg  per  15  ml  .in  pints 


Code  #1835 


Case  report 

A foodborne  outbreak  of  Hepatitis  A 


H.  James  Beecham,  III,  MD 

Rosemary  Birt,  RN 

Nancy  Hess,  RN 

William  E.  Parkin,  DVM,  DrPH 

Patricia  Pheasant,  RN 

Margaret  A.  Stohler,  RN 


Transmission  of  hepatitis  A virus  by 
food  rarely  occurs.  In  1976,  only  2 
foodborne  outbreaks  of  hepatitis  A 
(formerly  called  infectious  hepatitis) 
were  reported  nationally  to  the  Center 
for  Disease  Control.  This  paper  de- 
scribes an  epidemiologic  investigation 
of  an  outbreak  of  hepatitis  A in  Penn- 
sylvania, where  the  vehicle  of  trans- 
mission and  the  source  of  contamina- 
tion were  identified. 

Background 

Lebanon  County  has  a population  of 
99,665  (1970  census)  and  has  reported 
from  two  to  six  cases  of  hepatitis  A per 
year  since  1974.  Between  May  14  and 
May  30,  1977  nine  cases  of  viral 
hepatitis  type  A were  reported  to  the 
county  state  health  center.  This  repre- 
sented a ninefold  increase  in  the 
number  of  cases  reported  in  the  previ- 
ous month,  and  a threefold  increase 
over  the  total  number  of  cases  reported 
since  January  1. 

Each  involved  person  had  experi- 
enced onset  of  illness  within  a 16-day 
interval  and  therefore,  we  suspected  a 
common  source  exposure.  Several  fac- 
tors suggested  foodborne  transmis- 
sion: 1)  preliminary  questioning  of  pa- 
tients revealed  that  each  had  eaten  a 

I submarine  sandwich  prepared  and 
sold  by  a local  softball  team  on  April 
23;  2)  one  team  member  who  had 
helped  prepare  the  subs,  had  devel- 
oped symptoms  of  hepatitis  A on  April 
30;  and  3)  no  other  associations  e.g., 
common  water  supply  or  meals,  could 
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be  established  by  preliminary  ques- 
tioning. Based  on  these  findings,  the 
health  department  initiated  an 
epidemiologic  investigation  on  June  7. 

Methods 

Case  definition — A physician  had  to 
diagnose  the  illness  as  hepatitis  A.  We 
also  required  that  the  illness  occur  in  a 
person  whose  blood  failed  to  reveal  the 
presence  of  hepatitis  B surface  antigen 
(HBsAg).  An  outbreak-associated  case 
was  defined  as  a case  of  hepatitis  Aina 
person  who  had  eaten  a submarine 
sandwich  prepared  on  April  22  and 
sold  on  April  23  by  a local  community 
softball  team. 

Case  Finding — We  mailed  approxi- 
mately 40  letters  to  medical  prac- 
titioners in  Lebanon  County.  Our  let- 


Dr. Beecham  served  in  the  field  ser- 
vices division,  Bureau  of  Epidemiol- 
ogy, Center  for  Disease  Control,  US 
Public  Health  Service,  Atlanta  located 
at  the  Division  of  Communicable  Dis- 
ease Control,  Pennsylvania's  depart- 
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State  Health  Center  of  Pennsylvania's 
health  department,  Lebanon.  The  au- 
thors gratefully  acknowledge  the  as- 
sistant of  Norma  Tribioli,  RN  and 
Ronald  T.  Leger. 


ters  advised  them  of  the  health  de- 
partment’s interest  in  receiving 
names  of  persons  with  hepatitis  occur- 
ring on  or  after  January  1,  1977.  Un- 
answered letters  were  followed  up 
with  telephone  contact  by  a public 
health  nurse. 

We  reviewed  the  recorded  discharge 
diagnoses  and  emergency  room 
records  of  the  three  hospitals  that 
serve  Lebanon  County  for  hepatitis 
cases  with  onset  on  or  after  January  1, 
1977.  In  addition  we  examined  hospi- 
tal laboratory  logs  of  HBsAg  test  spec- 
imens for  names  of  persons  being 
evaluated  for  hepatitis. 

Hospital  infection  control  nurses 
were  informed  of  the  health  depart- 
ment’s interest  in  hepatitis  and  were 
urged  to  keep  us  informed  of  newly 
reported  cases. 

Confirmation  of  clinical  illness — The 
hospital  charts  of  9 of  11  patients  hos- 
pitalized with  hepatitis  A were  re- 
viewed. We  abstracted  certain  clinical 
and  laboratory  data  and  confirmed  the 
diagnoses. 

Questionnaire  survey — We  asked  each 
person  (n=24)  who  developed  hepa- 
titis A in  Lebanon  County  between 
May  13  and  June  13,  whether  he  had 
eaten  a submarine  sandwich  sold  by 
the  softball  team  on  April  23. 

We  also  prepared  a questionnaire 
that  covered  clinical  and  epidemi- 
ologic information,  including  con- 
sumption of  food  purchased  from  any 
community  organization.  The  ques- 
tionnaire was  administered  by  tele- 

43 


phone  to  all  patients  with  hepatitis  A 
in  Lebanon  County  who  became  ill  be- 
tween May  13  and  June  13. 

We  obtained  identical  information 
on  all  household  contacts  (n=51)  and 
on  a comparison  group  of  well 
neighbors,  matched  to  the  patients  for 
age  and  sex  (n  = 27).  Data  were 
analyzed  by  applying  the  Fisher’s 
exact  test  to  two-by-two  contingency 
tables.  The  individual  in  charge  of  the 
submarine  sandwich  project,  and  the 
suspected  index  patient  provided 
additional  information  when  we  in- 
terviewed them. 

Results 

We  identified  24  persons  who  had 
developed  hepatitis  A in  Lebanon 
County  between  May  13  and  June  13. 
A preliminary  interview  with  each  of 
these  patients  revealed  that  18  of  the 
24  had  eaten  a submarine  sandwich 
purchased  from  a local  community 
softball  team  on  April  23  (see  figure  1). 

We  attempted  to  recontact  and  ad- 
minister a more  detailed  ques- 
tionnaire to  all  24  hepatitis  patients. 
Sixteen  of  the  24  patients  completed 
this  second  survey.  A significant  asso- 
ciation was  found  between  contracting 
hepatitis  and  having  eaten  a subma- 
rine sandwich  purchased  on  April  23 
from  the  local  softball  team.  Thirteen 
of  the  16  ill  individuals  (81  percent) 
recontacted  gave  a history  of  having 
eaten  a submarine  sandwich  sold  by 
the  softball  team  on  April  23,  while  1 
of  26  well  neighborhood  controls 
(p=. 0000003)  and  13  of  51  well  house- 
hold contacts  (p  = .0002)  had  eaten 
subs  purchased  from  the  team. 

Each  of  the  18  outbreak-associated 
hepatitis  patients  identified  through 
the  preliminary  interview,  had  onset 
of  symptoms  from  21  to  45  days  after 
the  April  23  sub  sale.  Using  April  23 
as  the  date  of  exposure  to  hepatitis 
virus,  the  mean  incubation  period  for 
these  outbreak-associated  patients 
was  32  days.  The  range  of  ages  was 
from  11  to  51  years.  There  were  5 
females  and  13  males.  Eleven  patients 
required  hospitalization;  there  were 
no  deaths. 

Index  case  and  food  preparation — The 
index  case  was  a 24  year  old  male 
member  of  the  softball  team  who 
helped  prepare  the  subs  on  April  22. 


He  became  jaundiced  8 days  later.  He 
had  no  recent  history  of  exposure  to 
hepatitis,  however,  in  1972  he  had  had 
"serum  hepatitis”. 

He  was  hospitalized  on  May  2 for  12 
days.  Testing  for  HBsAg  was  negative, 
and  a mono  spot  test  was  twice  nega- 
tive. Liver  function  tests  revealed  a 
serum  glutamic  oxaloacetic  trans- 
aminase (SGOT)  of  2,610  ACA 
units/ml  (normal  9-32),  a serum 
glutamic  pyruvic  transaminase 
(SGPT)  of 2,620  ACA  units/ml  (normal 
8-30),  lactic  dehydrogenase  (LDH)  of 
690  ACA  units/ml  (normal  90-190), 
and  a total  bilirubin  of  9.3  mg/lOOml. 
A liver  biopsy  revealed  pathology 
"consistent  with  viral  hepatitis”. 

His  activities  in  the  food  project 
on  April  22  had  included  stuffing 
the  submarine  sandwiches  in  an 
assembly-line  fashion.  He  worked 
from  6 a.m.  to  10  a.m.  rotating  in  the 
assembly  line  of  ten  workers.  Han- 
dling minced  bologna,  ham,  salami, 
cheese,  lettuce,  hot  peppers,  onions, 
and  tomatoes,  he  placed  them  into 
sandwich  buns  with  bare  hands. 

The  food  was  sliced  and  prepared  in 
the  kitchen  of  a local  athletic  club, 
while  the  stuffing  process  took  place  in 
the  main  room.  In  all  720  buns  had 
been  ordered;  48  unfilled  buns  and  91 
subs  remained  after  the  sale.  We  esti- 
mated that  581  subs  were  sold  to  the 
public.  No  food  was  heated  after  prep- 
aration. 

Orders  were  taken  by  members  of 
the  team  prior  to  the  sale.  No  lists 
were  available  of  persons  receiving 
subs,  but  sales  were  reportedly  limited 
to  residents  of  Lebanon  County. 
Control  measures — The  health  de- 
partment alerted  the  city  health  of- 
ficer, hospital  infection  control  nurses, 
and  local  physicians  of  the  outbreak 
investigation. 

Since  immune  serum  globulin  (ISG) 
if  given  in  an  appropriate  dosage  10  to 
14  days  after  exposure  can  be  effective 
in  reducing  the  symptoms  of  hepatitis 
A,  administration  of  ISG  to  household 
contacts  of  patients  was  encouraged.1 
In  this  outbreak  the  population  at  risk 
(sub  ingesters)  was  six  weeks  past  ex- 
posure to  the  hepatitis  virus;  there- 
fore, mass  prophylaxis  with  ISG  of  all 
persons  who  ingested  the  suspect  subs 
was  not  recommended. 

Thirty-two  of  54  household  contacts 
(59  percent)  reported  receiving  ISG  an 


average  of  12  days  after  recognition  of 
an  ill  family  member.  The  only  sec- 
ondary case  of  hepatitis  A occurred  in 
an  11  year  old  household  contact  who 
had  not  received  ISG. 

Discussion 

To  explain  this  outbreak  we  suggest 
that  a small  percentage  of  the  subma- 
rine sandwiches  served  as  vehicles  of 
transmission  of  hepatitis  A virus.  We 
assumed  that  each  sandwich  sold  was 
ingested  by  one  person  and  we  esti- 
mated that  the  overall  attack  rate  of 
clinical  hepatitis  in  this  outbreak  was 
3.1  percent  (18/581). 

The  source  of  contamination  was 
most  likely  the  sandwich  preparer 
who  became  jaundiced  eight  days  after 
his  contact  with  the  food.  This  time 
frame  is  consistent  with  immune  elec- 
tron microscopic  studies  that  have 
shown  that  peak  fecal  shedding  of 
hepatitis  A virus  particles  occurs  be- 
fore the  peak  of  serum  transaminase 
(SGPT)  activity.2  Thus,  a foodhandler 
would  be  most  capable  of  contaminat- 
ing food  with  hepatitis  A virus 
through  his  feces  a week  or  more  be- 
fore he  is  symptomatic. 

Preventive  measures  must  include 
recommendations  which  stress  more 
frequent  handwashing  and  less  direct 
contact  with  food  items.  Furthermore, 
state  laws  require  any  organization 
preparing  and/or  serving  food  to  the 
general  public  to  register  their  intent 
with  the  appropriate  local  municipal 
agency.  This  contact  should  provide 
the  organization  with  a practical  edu- 
cation in  food  handling  and  prepara- 
tion. 

This  outbreak  also  underscores  the 
need  for  and  the  usefulness  of  routine 
reporting  of  viral  hepatitis  by  physi- 
cians. Sudden  increases  in  reported 
cases  frequently  are  the  basis  for  sus- 
pecting commonsource  outbreaks  of 
disease,  as  this  outbreak  demon- 
strates. Additionally,  recognition  of 
unusual  clusters  of  disease  can  alert 
the  local  medical  community  so  that 
early  diagnosis,  treatment,  and  out- 
break control  measures  can  reduce 
mortality. 
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Know  your  taxes 


Don’t  pull  this  corporate  boner 


Donald  L.  DeMuth,  MBA,  CPA 
Edward  H.  Achorn,  MAdm,  CPA 


Many  physicians  feel  that  professional  corporation  cash 
is  equivalent  to  professional  corporation  income.  This 
assumption  could  lead  to  disastrous  tax  consequences 
in  certain  circumstances. 


Dr.  Frank  Tarantino,  president  of 
Central  City  Medical  Associates,  Inc., 
finishes  reviewing  the  day  sheets  for 
the  year.  What  a good  year  for  him  and 
his  fellow  stockholder-professionals. 
He  summons  his  office  manager  and 
requests  the  practice  checkbook  so  he 
can  distribute  the  remaining  cash  on 
this  last  day  of  the  corporation’s  tax 
year  as  bonuses. 

After  signing  the  checks,  he  relaxes 
in  his  consultation  room  with  the 
satisfied  feeling  that  he  has  just  saved 
his  professional  corporation  from 
needlessly  paying  federal  and  Penn- 
sylvania income  tax  on  money  which 
the  corporation  unnecessarily  may 
have  retained. 

About  a month  later,  Dan  Rutherly, 
the  C.P.A.  for  Central  City  Medical 
Associates  makes  an  appointment 
with  Dr.  Tarantino  to  discuss  the  in- 
come tax  returns  of  the  professional 
corporation. 

"I’m  afraid  Central  City  owes  over 
$4,000  of  federal  and  Pennsylvania  in- 
come taxes,”  Dan  starts. 

"What!”  exclaims  Dr.  Tarantino.  "I 
made  sure  that  I paid  out  all  the  cash 
we  had  as  bonuses  to  the  employes  on 
the  last  day  of  the  year.  How  could  that 
be?” 


Mr.  DeMuth  is  a professional  manage- 
ment consultant  in  Harrisburg.  Mr. 
Achorn  is  president  of  Electronic  Data 
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"You  recall  the  practice  loan  you  re- 
ceived last  year?” 

"Sure,” 

"Well,  you  repaid  a sizable  portion  of 
it  this  year.” 

"I  know,  it  was  a good  year  and  I 
wanted  to  save  some  interest  by  repay- 
ing the  loan  as  early  as  possible.  The 
interest  rate  was  9 percent.” 

"Yes  you  saved  9 percent  interest, 
but  you  ended  up  paying  about  30  per- 
cent for  income  taxes.  You  see,  your 
cash  does  not  usually  equal  the  corpo- 
ration’s income.  Your  loan  was  set  up 
so  that  the  principal  repayments, 
which  are  not  tax  deductible,  approx- 
imated the  depreciation  on  your 
equipment,  which  is  tax  deductible 
but  does  not  require  a cash  outlay.  You 
repaid  about  $15,000  more  of  the  loan 
than  the  corporation  had  depreciation. 
Since  that  $15,000  was  not  in  your 
checkbook,  you  figured  it  was  not  an 
expense.  Unfortunately,  it  was  tax- 
able income  to  the  corporation. 

First  the  Pennsylvania  Corporate 
Net  Income  Tax  whose  1978  rate  is 
10%  percent  hit  you  for  about  $1600. 
The  20  percent  Federal  Income  Tax  on 
the  remaining  portion  devoured  an- 
other $2,700.  And  finally,  these  re- 
tained earnings  pushed  up  the  value  of 
the  corporation’s  capital  stock  for  pur- 
poses of  the  Pennsylvania  Capital 
Stock  Tax  by  about  $100.” 

Cash  is  not  income 

One  recurring  problem  we  fre- 


quently encounter  with  professional 
corporations  is  the  common  fallacy 
that  an  empty  checkbook  means  no 
corporate  income.  This  article  will 
explore  the  various  reasons  this  fal- 
lacy exists.  The  article  will  also 
suggest  solutions  to  avoid  surprisingly 
large  tax  payments. 

In  Dr.  Tarantino’s  case,  two  factors 
are  mentioned.  It  is  pointed  out  that 
depreciation  represents  an  expense  for 
tax  purposes,  but  does  not  require  a 
cash  outlay.  When  no  other  factors  are 
present  and  all  cash  has  been  distrib- 
uted, the  corporation  has  a tax  loss 
resulting  from  the  depreciation  ex- 
pense. In  this  case,  loan  repayment 
offsets  the  depreciation.  Loan  princi- 
pal repayments  reduce  cash,  but  they 
have  no  effect  on  taxable  income.  Dr. 
Tarantino’s  loan  repayments  exceed 
the  depreciation,  which  causes  taxable 
income  and  no  cash  in  the  bank. 

Depreciation  expense  results  from 
purchasing  furniture  or  equipment. 
Furniture,  equipment,  and  other 
items  which  are  expected  to  have  a life 
in  excess  of  a year  must  be  capitalized 
and  depreciated  over  their  expected 
useful  lives.  Therefore,  purchasing 
these  items  represents  a cash  outlay 
but  not  a tax  expense.  The  expense 
occurs  when  the  items  are  depreciated 
over  their  expected  lives. 

Federal,  state  and  local  income 
taxes  and  social  security  tax  must  be 
withheld  from  employes’  pay  and  paid 
to  the  respective  governing  agencies. 
Social  security  also  receives  an 
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CHART  1 

FINANCIAL  REPORT: 19 


INCOME 

Patients 

Month 

Year  to  Date 

$ 

$ 

Other 

Other 

TOTAL  CASH  RECEIPTS 

$ 

$ 

BUSINESS  EXPENSES 

Rent  — Professional  & Util/Bldg.  Exp. 

$ 

$ 

Drugs  and  Medical  Supplies 

Salaries  — Nonstockholders 

Office  Supplies 

Conv.,  Dues  and  Journals 

Telephone 

Miscellaneous 

Car  Expense 

Fees  — Lab 

Taxes  — Payroll,  Property 

Insurance  — Business 

Building  Expense 

Depreciation  & Amortization 

Interest 

Professional  Expense 

Fees  — Other 

Other 

TOTAL  OPERATING  EXPENSES 

$ 

$ 

NET  OPERATING  INCOME  BEFORE 
OTHER  EXPENSES 

$ 

$ 

OTHER  EXPENSES: 

Salaries  — Nonstockholder  Professionals 

$ 

Salaries  — Stockholders 

$ 

$ 

Employees'  Pension  & Profit  Sharing  Plan 

Net  Income  Before  Taxes 

Federal  & State  Income  Taxes 

NET  INCOME  FOR  YEAR 

$ 

$ 

STATISTICS 

Charges  to  Patients  (Business  Done) 

$ 

$ 

Collection  Percentage 

Overhead  Percentage 

Accounts  Receivable,  End  of  Month  $ 

Available  Cash,  End  of  Month  $ 

Total  Indebtedness,  End  of  Month  $ 


PREVIOUS  YEAR’S  MONTHLY  AVERAGES 

Business  $ 

Cash  $ 

Expense  $ 

Profit  $ 


Fiscal  Year  Ending 


amount  from  the  employer  equivalent 
to  the  amount  withheld  from  the  o 
employe.  Sometimes  the  payment  of  c 
the  employer’s  portion  occurs  after  the  t 
end  of  the  taxable  year.  Most  profes-  « 
sional  corporations  are  cash  basis  : 
taxpayers,  which  means  they  cannot  5 
deduct  an  item  until  it  is  paid.  But,  ii 
cash  basis  taxpayers  are  allowed  to  c 
deduct  their  portion  of  social  security  : 
taxes  even  if  they  are  not  paid  by  the  o 
end  of  the  tax  year.  Indeed  for  calendar  s 
year  corporations,  social  security  : 
taxes  for  December  which  are  not  paid  • 
until  January  can  be  deducted  in  De- 
cember. This  is  a case  where  a tax  de-  p 
duction  is  permitted  before  a cash  t 
payment  is  paid. 

Another  item  similar  to  deprecia-  t 
tion  is  amortization.  Amortization  t 
represents  the  periodic  expensing  of  t 
an  intangible  asset.  Organizational  ! 
expenses,  attorneys’  fees,  for  example,  i 
are  encountered  when  forming  profes-  i 
sional  corporations.  Such  expenses  i 
may  be  amortized  over  a period  of  sixty  : 
months.  Their  payment  represents  a : 
cash  outflow  which  is  not  a tax  deduc-  i 
tible  expense,  while  their  amortiza-  j 
tion  represents  a tax  deductible  ex- 
pense which  does  not  coincide  with  the 
cash  outflow. 

Another  item  which  recently  has 
caused  differences  between  cash  and 
taxable  income  is  the  new  jobs  tax 
credit.  The  benefits  of  the  new  jobs  tax 
credit  may  be  reviewed  in  an  earlier 
article,  ("New  jobs  tax  credit  reduces 
hiring  costs,”  DeMuth  and  Achorn, 
Pennsylvania  Medicine,  February 
1978).  One  point  about  the  new  jobs 
tax  credit  is  that  the  amount  of  the 
credit  must  be  subtracted  from  the 
employes’  salaries  in  determining 
taxable  income.  For  example,  if  a pro- 
fessional corporation  has  $250,000  of 
salaries  (remember  physicians  are 
employes)  and  $2,000  of  new  jobs  tax 
credit,  the  salaries  expense  would  be 
limited  to  $248,000  ($250,000  salaries 
minus  the  $2,000  new  jobs  tax  credit). 
This  results  in  an  unusual  situation 
where  cash  is  spent,  but  a tax  deduc- 
tion is  denied.  The  credit,  of  course, 
more  than  offsets  any  additional  taxes 
generated. 

Another  point  to  note  is  that  profes- 
sional corporations  should  not  make 
charitable  contributions.  The  profes- 
sionals themselves  should  make  the 
philanthropic  donations.  Charitable 
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contributions  for  a corporation  are 
limited  to  5 percent  of  pre-con- 
tribution taxable  income.  Professional 
corporations  that  may  make  charita- 
ble contributions  over  a period  of  years 
without  receiving  a tax  deduction  for 
most  of  them,  may  be  unaware  of  the 
problem.  Payments  of  unallowed  char- 
itable contributions  could  result  in 
cash  outlays  with  no  corresponding 
tax  deduction.  Although  the  unused 
contributions  may  be  used  in  the  sub- 
sequent five  years,  probably  it  will  not 
be  beneficial  from  a taxation 
standpoint. 

Also,  remember  that  pension  and 
profit  sharing  plan  contributions  may 
be  made  after  the  corporation’s  tax 
year  is  over.  A corporation  can  make 
them  until  it  files  its  income  tax  re- 
turn . Thus  a calendar  year  corporation 
can  make  the  payment  on  or  before 
March  15  (later,  if  extensions  are 
filed).  This  may  result  in  a situation 
where  the  cash  which  should  be  ear- 
marked for  pension  and  profit  sharing 
plan  contributions  is  distributed  as 
bonuses  to  the  professional  employes. 
In  the  end  the  subsequent  year’s  earn- 
ings may  be  needed  to  pay  the  current 
/ear’s  pension  and  profit  sharing  plan 
Dayments. 


Another  possible  problem  deals 
with  the  nature  of  profit  sharing 
plans.  Payments  to  profit  sharing 
plans  may  be  made  out  of  current 
earnings  or  retained  earnings  (earn- 
ings from  prior  years  retained  by  the 
corporation  and  not  distributed  to  the 
stockholders).  When  the  corporation 
does  not  have  sufficient  earnings  and 
retained  earnings,  the  contribution  it 
can  make  to  the  profit  sharing  plan 
may  be  limited.  Pension  and  profit 
sharing  plans  could  cause  a tax  deduc- 
tion prior  to  the  actual  cash  payment. 

All  of  these  items  represent  situ- 
ations where  a difference  exists  be- 
tween the  cash  outlay  and  the  tax  de- 
duction. 

Don’t  pay  too  much  tax 

Chart  I is  an  example  of  an  income 
statement  for  a professional  corpora- 
tion. The  statement  provides  useful 
management  information  which  could 
be  used  by  unincorporated  practices 
too.  More  importantly,  the  statement 
permits  the  professionals  to  monitor 
the  corporations’  taxable  income  and 
thereby  appropriately  arrange  to 
avoid  making  unnecessary  income  tax 
payments.  The  practice’s  office  man- 


ager or  the  firm’s  professional  man- 
agement consultant  or  C.P.A.  may 
prepare  such  a statement  monthly. 
Most  often  the  tax  savings  itself  can 
outweigh  the  cost  of  using  these  pro- 
fessionals’ services. 

Sometimes  physicians  who  have 
paid  large  amounts  of  taxes  one  year 
will  try  to  counter  the  argument  for 
planning.  They  suppose  that  it  is  pos- 
sible to  get  refunds  of  prior  year’s 
taxes  if  a loss  is  incurred  in  sub- 
sequent years.  Although  this  is  true 
for  federal  income  taxes,  it  is  not  true 
for  the  Pennsylvania  Corpoate  Net  In- 
come Tax.  Once  paid,  PA  Corporate 
Net  Income  Tax  can  not  be  recovered. 
The  payment  of  taxes  in  one  year  also 
results  in  estimated  tax  payments 
being  made  for  the  next  year.  Essen- 
tially two  years  of  taxes  are  tied  up 
with  the  government  before  the  oppor- 
tunity for  a refund  exists. 

Corporate  income  and  no  cash 

When  the  corporation  has  no  cash 
but  does  have  taxable  income,  one  so- 
lution is  to  obtain  a bank  loan  and 
make  bonus  payments  with  al- 
lowances for  pension  and  profit  shar- 
ing plan  contributions.  □ 


It  makes  sense  to  use 
the  PMS  Credit  Union. 

Start  saving  today  at  your  PMS  Credit  Union  with  easy  payroll 
deductions. 


Fill  out  coupon  and  mail  today! 


PENNSYLVANIA  MEDICAL  SOCIETY  CREDIT  UNION 

20  Erford  Rd.,  Lemoyne,  PA  17043  Phone  (717)  763-7151 


Yes,  I am  interested  in  PMS  Credit  Union  membership.  Send  me  more  information  today. 

I am  interested  in  saving  with  easy  payroll  deductions. 

(check)  I also  want  more  information  on  unsecured  loans  up  to  $2,500  and  secured  loans 

for  larger  amounts. 

I know other  person (s)  who  also  want  information  about  the  PMS  Credit  Union. 


NAME:  _ 
ADDRESS: 
CITY:  


PHONE:  ( ) 

area  code 

_ STATE:  ZIP: 


new  members 


DAUPHIN  COUNTY: 

Michael  J.  Domanski,  MD,  Box  1340,  Hershey  Med.  Ctr , Hershey  17033 
John  M Fitzsimmons.  MD,  Obstetrics/Gynecology,  2645  N Third  St.,  Harrisburg 
17110 

Stanley  B.  Lewin,  MD.  Internal  Medicine,  425  N.  21st  St.,  Camp  Hill  17011 
John  P McLaughlin,  DO,  Internal  Medicine.  4969  Beakley  St..  Harrisburg  17109 
Martin  J.  Rosenblum,  MD,  Ophthalmology,  Green  & Division  Sts.,  Harrisburg  17110 


DELAWARE  COUNTY: 

Norman  H.  Braslow,  MD,  Internal  Medicine,  Riddle  Mem.  Health  Ctr.,  #G-10,  Media 
19063 

John  A.  Contino,  MD,  Internal  Medicine,  1410  Edgevale  Rd.,  Overbrook  Hills  19151 
Orville  H Domingo.  MD,  General  Surgery,  230  W.  Providence  Rd  . Alden  19018 
Robert  E Enck,  MD,  Internal  Medicine,  Crozer  Chester  Med.  Ctr.,  Chester  19013 
Gino  Grosso,  MD,  Psychiatry,  719  S.  Delhi  St.,  Philadelphia  19147 
Robert  P Heuermann,  MD,  General  Surgery,  275  Bryn  Mawr  Ave.,  Apt  L3,  Bryn 
Mawr  19010 

Mark  Jacobs,  MD.  Internal  Medicine,  1 Belfield  Ave  , Havertown  19083 

Dilip  L.  Kapadia,  MD,  Radiology,  Riddle  Mem.  Hosp.,  Media  19083 

Jameel  Katmeh,  MD,  Internal  Medicine,  243-2  Lucas  Ln..  Voorkees,  NJ  08043 

Douglas  L.  Keagle,  DO,  Internal  Medicine,  106  W Front  St.,  Media  19063 

Rex  K Kessler,  MD,  Family  Practice,  241  Nob  Hill,  Malvern  19355 

Luis  E.  Koduman,  MD,  Internal  Medicine,  103  E,  Ridley  Ave.,  Ridley  Park  19078 

Francis  C.  Lazorik,  MD,  Dermatology,  112  Carlton  PI. , Media  19063 

William  J Mannella,  MD,  General  Surgery,  204  E.  Chester  Pk.,  Ridley  Park  19078 

Joan  L.  Martin,  MD.  Psychiatry,  4216  Spruce  St,.  Philadelphia  19104 

David  H Milliner,  MD,  Anesthesiology,  Ste.  400-Prof.  Bldg  , CCMC,  Upland  19013 

James  M Minnella.  MD,  Internal  Medicine.  1250  Providence  Rd.,  Secane  19018 

Stephen  C.  Silver,  MD,  General  Surgery,  5 Michele  Dr.,  Media  19063 


ERIE  COUNTY: 

James  F.  Aquilino,  MD,  Family  Practice,  St.  Vincent  Family  Practice  Ctr.,  Erie  16512 
Gurdev  S.  Purewal,  MD,  Orthopedic  Surgery,  406  Peach  St.,  Erie  16507 


FRANKUN  COUNTY: 

William  L.  Milroth,  MD,  Family  Practice,  111  S.  Second  St.,  McConnellsburg  17233 

INDIANA  COUNTY: 

Jeng  Y.  Lin,  MD,  Obstetrics/Gynecology,  P.O.  Box  4,  Black  Lick  15716 
John  M Neale,  MD,  Pediatrics,  970  Lilac  St. . #8,  Indiana  15701 


LANCASTER  COUNTY: 

Enrico  T.  Martini.  MD,  Obstetrics/Gynecology,  1059  Columbia  Ave  , Lancaster  17603 

MONTGOMERY  COUNTY: 

Christopher  Frauenhoffer,  MD,  Pathology,  Jefferson  Hospital,  Philadelphia  19107 
L Goldstein,  MD,  Urology,  700  Ardmore  Ave.,  Ardmore  19003 
Lawrence  A.  Gordon,  MD,  Otolaryngology,  303  Hagy's  Ford  Rd  N , Penn  Valley 
19072 

Joel  L Granick,  MD,  Internal  Medicine,  27  Meadow  Glen  Rd.,  Lansdale  19446 
Jay  A.  Krakovitz,  MD,  Internal  Medicine,  60  E.  Township  Line  #328,  Elkins  Park 
19117 

Taemoon  Kim,  MD,  Pathology,  19  Merion  Ter.,  Upper  Darby  19082 
Warren  F Macdonald,  MD,  Orthopedic  Surgery,  RD  1,  Kenas  Rd  , North  Wales 
19454 

Harry  S.  Polsky,  MD,  General  Surgery,  601  Country  Club  Dr.,  Blue  Bell  19422 
John  M Sundheim,  MD,  Internal  Medicine,  S.  Broad  St.  & Allentown  Rd.,  Lansdale 
19446 

Steven  Tendler,  MD,  Internal  Medicine.  1295  Georgia  Ln.,  Hatfield  19446 


Ivan  Damjanov,  MD,  Pathology.  Hahnemann  Med  Col  , Philadelphia  19102 
Carl  R Dellabadia,  DO,  Obstetrics/Gynecology,  840  Cotswold  Rd  , Somerdale.  NJ 
08083 

Kiritkumar  T Desai,  MD,  Ophthalmology,  #806  E,  155  E Godfrey  Ave  , Philadelphia 
19120 

Mohan  G Desai,  MD,  Radiology.  202  E Chelsea  Circle.  Newtown  Square  19073 
Barry  J Evans.  MD.  Pediatrics,  Oak  Hill  Estates  8-C.  Penn  Valley  19072 
William  Fineman,  MD,  Internal  Medicine,  2103  Pine  St.,  Philadelphia  19103 
Keith  E Grau.  MD.  Internal  Medicine,  603  Maple  Ln.,  Flourtown  19031 
James  A.  Greenberg,  MD,  Pediatrics,  10125  Verree  Rd  , Philadelphia  19116 
Linda  A Griska,  MD,  Radiology,  5414  Greene  St  . Philadelphia  19144 
Michael  J Gullotti,  MD.  Internal  Medicine,  3800  Conshohocken  Ave  , Philadelphia 
19139 

William  C Hamilton.  MD.  Orthopedic  Surgery,  1015  Walnut  St.,  Philadelphia  19107 
Avraham  Hampel.  MD,  Otolaryngology,  8201  Henry  Ave  . P-17,  Philadelphia  19128 
Steven  D Handler,  MD.  Pediatrics,  34th  & Civic  Ctr  Blvd.,  Philadelphia  19104 
David  T Harris,  MD,  Internal  Medicine,  American  Oncologic  Hosp  , Philadelphia 
19111 

Mary  A Hartshorn,  MD,  Psychiatry,  25  E School  House  Ln..  Philadelphia  19144 
Tarikere  Hemalathadevi,  MD,  Physical  Medicine/Rehabilitation,  Moss  Rehab  Hosp., 
Philadelphia  19141 

Ronald  D Isackson,  MD,  Orthopedic  Surgery,  3300  Henry  Ave  , Box  71. 

Philadelphia  19129 

Damyanti  Juneja,  MD,  Family  Practice.  1314  Bobarn  Dr , Penn  Valley  19072 
Sheila  M Katz,  MD.  Pathology,  Hahnemann  Med  Col.,  Philadelphia  19102 
David  Koffler,  MD,  Pathology,  Hahnemann  Med  Col  , Philadelphia  19102 
Kee  F.  Leong.  MD,  Family  Practice.  352  Thunder  Circle,  Cornwells  Heights  19020 
Robert  E Liebenberg.  MD.  Orthopedic  Surgery,  1305  W Tabor  Rd  , Philadelphia 
19141 

Dorothy  S Lin,  MD,  Radiology,  1500  Locust  St  , Apt  1613,  Philadelphia  19104 
Frederic  J Mallen,  MD,  Ophthalmology,  2350  Tremont  St.,  Philadelphia  19115 
Murillo  V Mangubat.  MD,  Urology,  19th  & Lombard,  Grad  Hosp  . Philadelphia 
19146 

Joseph  I Markoff,  MD,  Ophthalmology,  1600  S Broad  St , Philadelphia  19145 
Bernard  A Mason,  MD,  Internal  Medicine,  7632  Levis  Rd..  Cheltenham  19012 
M Jayashekara  Murthy,  MD,  Internal  Medicine.  8815  Germantown  Ave., 

Philadelphia  19118 

Elmar  O Perez,  MD,  Anesthesiology,  8875  Ridge  Ave  . Apt  48.  Philadelphia  19128 
Carol  A.  Persons,  MD,  Psychiatry.  120  Old  Gulph  Rd.,  Wynnewood  19096 
Floro  D Sanpedro,  MD,  Internal  Medicine,  8028  Lindbergh  Blvd.,  Philadelphia 
19153 

Charles  S Scharf.  MD.  Psychiatry,  768  N Judson  St.,  Philadelphia  19130 
Mitchell  S Seidman,  DO,  Ophthalmology,  3701  Chestnut  St . Philadelphia  19104 
Kiritkujmar  J.  Shah,  MD,  Psychiatry.  6215  Everett  St  , Philadelphia  19149 
Margaret  A.  Shepp,  MD,  Internal  Medicine.  8th  & Delancey  Sts.,  Philadelphia  19170 
Leonard  R Simoncelli,  MD,  Internal  Medicine,  8601  Stenton  Ave  , Philadelphia 
19118 

Randall  N Smith,  MD.  Orthopedic  Surgery,  2025  Wisteria  Ln.,  Lafayette  Hill  19444 
Spencer  R Smith,  Jr,  MD,  Internal  Medicine,  100  W Montgomery  Ave  , Ardmore  ' 
19003 

Marsha  L.  Speller.  MD,  Psychiatry,  1012  Spruce  St..  Philadelphia  19107 
Arthur  W Spiro,  DO,  Anesthesiology,  1053  Swallow  Dr.,  Cherry  Hill,  NJ  08003 
Donald  H.  Stock,  MD,  Family  Practice,  811  Meetinghouse  Dr..  Jenkintown  19046 
Linda  M.  Sundt,  MD,  Anesthesiology,  9 Walsh  Rd  , Lansdowne  19050 
Medardo  M Tabotabo,  MD,  Ophthalmology.  51  N 39th  St.,  Philadelphia  19104 
R Wolfe.  MD.  Internal  Medicine,  1530  Lcust  St.,  14A,  Philadelphia  19102 

SCHUYLKILL  COUNTY: 

Carl  R Bemiller,  MD,  Internal  Medicine,  214  W Market  St.,  Pottsville  17901 
Chin-Hsiung  Chi,  MD,  Family  Practice,  512  Mahantongo  St..  Pottsville  17901 
Robert  G Hallermeier,  Jr , MD,  Internal  Medicine,  300  S.  Centre  St.,  Pottsville  17901 
Chiu  P Lin,  MD,  Pathology,  43  S.  Lehigh  Ave  , Frackville  17931 
Mai-Pai  Lok,  MD,  Anesthesiology,  13  Sunnyside  Gardens.  Pottsville  17901 


PHILADELPHIA  COUNTY: 

Philip  D Alburger,  MD.  Orthopedic  Surgery,  3401  N.  Broad  St.,  Philadelphia  19140 
Sham  R.  Bajina,  MD,  General  Surgery,  2200  Franklin  Pkwy.,  E.,  Philadelphia  19130 
Robert  N.  Belasco,  MD,  Internal  Medicine,  Germantown  Hosp.,  Cardiology  Dept., 
Philadelphia  19144 

Peter  L.  Brill,  MD,  Psychiatry,  3401  Market  St.,  Box  260,  Philadelphia  19104 
Dennis  L.  Brooks,  MD,  Ophthalmology,  666  E Penn  St.,  Philadelphia  19144 
John  J Brooks,  MD,  Pathology,  632  Magill  Rd.,  Swarthmore  19081 
Leonard  A.  Bruno,  MD.  Neurological  Surgery,  Hosp.  of  the  Univ.  of  Penna., 
Neurosurgery  Div.,  Philadelphia  19104 
Horacio  J Buschiazzo,  MD,  Internal  Medicine,  Red  Lion  & Knights  Rds., 

Philadelphia  19114 

Robert  V.  Castrovinci,  MD,  Ophthalmology,  5001  Frankford  Ave.,  Philadelphia  19124 
Alfred  R Chappelka,  MD,  Internal  Medicine,  3012  W.  Coulter  St.,  East  Falls  19129 
Walter  H.  Cobbs,  MD,  Neurology,  215  Hampton  Ave.,  Narberth  19072 
Raymond  L.  Coleman,  MD,  Internal  Medicine,  Mercy  Catholic  Med.  Ctr.,  Darby 
19023 

William  J.  Cromie,  MD.  Urology,  Children's  Hosp.,  Philadelphia  19104 
Omar  D Crothers,  MD,  Orthopedic  Surgery,  3400  Spruce  St.,  4 Gts.  Bldg  , 
Philadelphia  19104 


WARREN  COUNTY: 

Margarito  J.  Escario,  MD,  Anesthesiology,  5015  Warsham  Ct..  Danville.  VA  24541 

WASHINGTON  COUNTY: 

David  C Frame,  MD,  Orthopedic  Surgery,  400  Jefferson  Ave  , Washington  15301 
Francis  J Hertzog.  MD,  General  Surgery.  135  W.  Fair  Meadows  Dr  , Canonsburg 
15317 

WAYNE-PIKE  COUNTY: 

Donald  W Henderson,  MD,  Internal  Medicine,  1325  N Main.  Honesdale  18431 

WESTMORELAND  COUNTY: 

Alicia  Baum-Barvie.  MD,  Dermatology,  434  Main  St..  Irwin  15642 
Mohammad  F El-Hillal.  MD,  General  Surgery,  Greengate  Gardens.  Apt  H-23. 
Greensburg  15601 

Asuncion  Macasinag.  MD,  Pediatrics,  145  Van  Ave  . Greensburg  15601 
Arturo  E Macasinag.  MD,  Radiology.  145  Van  Ave  , Greensburg  15601 

YORK  COUNTY: 

Eric  E.  Zellner,  MD.  Family  Practice,  300  Highland  Ave.,  Hanover  17331 
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contains  no  aspirin 

tablets 

Darvocet-N  KX)  @ 


lOO  mg.  Darvon-N  (propoxyphene  napsylcrte) 

650  mg.  acetaminophen 


Additional  information  available 
to  the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 


700565 


For  years,  you’ve  developed  your  professional 
skills  and  your  practice.  Your  staff  consists  of 
top  professionals.  We  understand. 

We’ve  worked  with  the  Medical  Profession  in 
many  capacities.  With  this  experience,  we've 
developed  a complete  financial  and  patient  care 
computerized  accounting  system. 

We  both  know  there  are  many  similarities  in 
practices.  On  the  other  hand,  no  two  practices 
are  alike. 


Therefore,  our  programs  have  been  designed  to 
permit  tailoring  to  your  specific  needs. 

Sound  unbelievable?  Why  not  call  us  and  see  for 
yourself?  Then  check  our  references. 

Comprehensive  financial  data?  Yes!  Why  not  for 
quality  of  care  too? 


Electronic  Data  Associates,  Inc. 

65  NORTH  5TH  STREET 
LEMOVNE  PA.  17043 
717-761-6752 


Thirteenth  Annual  Main  Line  Conference 
“CURRENT  CONCEPTS  IN  MEDICINE 
FOR  THE  PRACTICING  PHYSICIAN” 

Thursday,  Friday  and  Saturday 
May,  3,  4 and  5,  1979 
VALLEY  FORGE  HILTON 
KING  OF  PRUSSIA,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 

PROGRAM  INCLUDES: 

• Infections  • Diabetes 

• Drowning  • Surgery 

• Hypertension  • Therapy  of  Cardiac  Arrythmias 

GUEST  SPEAKERS  INCLUDE: 

• T.  S.  Danowski,  M.D.  • Joseph  J.  Rupp,  M.D. 
University  of  Pittsburgh  Jefferson  Medical  College 

• Simon  Stertzer,  M.D.  • Lawrence  R.  Krakoff,  M.D. 

Lenox  Hill  Hospital  Mt.  Sinai 

Approved  for  20  hours  of  Prescribed  AAFP  PMS,  AMA 
Category  I CME  Credit  AOA  and  ACGPOMS  approved 
Fee:  $135.00  (includes  3 luncheons,  cocktails  and  dinner) 

FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.D. 

Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 


Hahnemann  Medical  College  and  Hospital 
Department  of  Surgery 


Announces 

A Symposium  On 

Surgery  of  the  Alimentary  Tract 
March  28,  29,  30,  1979 


For  Program  Details  Write: 

Teruo  Matsumoto,  M.D.,  Ph  D.,  F.A.C.S. 

Professor  and  Chairman 

Department  of  Surgery 

Hahnemann  Medical  College  and  Hospital 

230  North  Broad  Street 

Philadelphia,  Pennsylvania  19102 

The  Symposium  is  Approved  for  19  Hours  Category  One  Credit 


Physician  details  alcoholic  experience 

The  aim  of  the  State  Society's  Impaired  Physician  Committee  is 
to  be  of  assistance  to  physicians  in  any  stage  of  personal  difficulty, 
but  the  committee  particularly  is  anxious  to  be  of  help  at  the  earliest 
possible  moment,  before  a physician’s  problems  have  begun  to 
affect  his  practice.  In  order  to  help  physicians  recognize  that  they 
are  far  from  alone  in  having  problems  with  alcohol,  drugs,  or  having 
other  emotional  difficulties,  the  committee  has  asked  physicians 
who  have  overcome  their  problems  to  share  their  personal  experi- 
ences with  other  physicians.  The  first  of  such  brief  autobiographical 
accounts  follows. 

Information  about  the  operation  of  the  committee  is  available  in 
Pennsylvania  Medicine,  Vol.  81,  No.  9,  September  1978,  page  6;  Vol. 
81,  No.  10,  October  1978,  pages  19  and  20;  and  Vol.  81,  No.  11, 
November  1978,  page  15.  The  hotline  number  is  (717)  763-7937. 


Committee  on  the  Impaired  Physician 


Why  did  I drink?  Probably  because 
it  was  there — I can  think  of  no  other 
reason.  Why  I drank  is  not  important. 
How  I drank  was  the  root  of  my 
problem. 

Born  with  a "silver  spoon  in  my 
mouth,”  I had  a happy  childhood  and 
was  destined  to  be  an  instant  success 
at  nearly  everything  I tried. 

During  festive  occasions  at  our 
home,  I never  saw  alcohol  served  in 
any  form.  As  a child,  I never  saw  my 
parents  drink  or  serve  alcohol.  Al- 
though my  parents  did  not  voice  their 
opinions  regarding  alcohol,  I inde- 
pendently reached  the  conclusion  that 
"good  people  don’t  drink.” 

I had  my  first  drink  at  about  age  18. 
College  fraternity  parties  were  awash 
with  beer.  Although  I didn’t  like  it,  I 
drank  beer  "to  be  sociable.”  At  that 
stage  in  my  development  into  an  alco- 
holic, I didn’t  become  intoxicated  be- 
cause I didn’t  drink  enough. 

In  my  junior  year  I shared  a bottle  of 
gin  with  two  other  companions.  I liked 
that  even  less  than  beer.  I experienced 
my  first  hangover,  which  brought 
forth  the  vow  that  I would  never  touch 
gin  again.  How  incorrectly  prophetic. 

As  a medical  school  freshman  I be- 
came academically  tense  for  the  first 
time  in  my  life.  I was  married  in  my 
freshman  year  and  subsequently  de- 
veloped a new  set  of  friends.  My  new 
friends  were  inveterate  beer  drinkers 
and  "to  be  sociable”  I began  drinking 
beer  with  them.  I was  pleased  to  dis- 
cover that  my  tension  could  be  re- 
lieved by  beer,  and  I actually  began  to 
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like  the  stuff.  I was  frequently  drunk 
but  hangovers  were  rare. 

I elected  a military  internship  a long 
way  from  home,  and  my  new  set  of 
"sophisticated”  friends  drank  wine 
and  mixed  drinks  rather  than  beer. 
Naturally  "to  be  sociable”  I joined 
them. 

About  this  time  a small  problem  de- 
veloped. Although  I had  no  particular 
desire  for  alcohol  and  never  drank 
alone,  my  behavior  when  my  wife  and 
I gathered  socially  became  somewhat 
unpredictable  and  a potential  source 
of  embarrassment  to  us.  Although  I 
didn’t  always  get  drunk,  I could  never 
predict  when  or  if  I would,  and  by  the 
time  I’d  realize  that  I was  becoming 
drunk,  I would  no  longer  care.  The  day 
after  parties  or  dinner  engagements  I 
would  be  reminded  of  things  I said  or 
did.  With  genuine  consternation  I 
would  reply,  "I  don’t  believe  it.”  This 
was  my  first  experience  with  what  I 
choose  to  call  mini-blackouts. 

My  first  permanent  duty  station 
saw  a geographical  change  and  an- 
other new  set  of  friends,  most  of  whom 
were  daily  drinkers.  I now  had  pro- 
gressed to  the  stage  where  I frequently 
had  drinks  before  and  after  dinner, 
and  each  week  anxiously  looked  for- 
ward to  the  Friday  afternoon  "happy 
hour.”  After  a year  of  this  new  life,  I 
was  given  orders  for  overseas  duty  in  a 
combat  zone.  With  a new  unit  came  a 
new  set  of  friends.  I began  drinking 
more  heavily  to  relieve  the  tension  of 
what  was  sure  to  follow. 

Hangovers  were  no  longer  a 


problem.  I no  longer  had  them.  My 
wife  and  I began  to  argue  and  became 
distant.  I wasn’t  an  alcoholic.  I could 
quit  anytime  I wanted.  Our  first  child 
was  bom  just  prior  to  my  departure, 
and  I did  a great  deal  of  celebrating. 

In  the  war  zone,  tensions  and  frus- 
trations ran  high.  Booze  was  cheap 
and  plentiful,  and  I viewed  a new  part 
of  the  world  through  an  alcoholic  mist. 

In  my  return  to  the  states,  my  habit 
(disease)  was  well  established,  but  I 
felt  I could  quit  anytime  I wanted.  I 
just  didn’t  want  to.  Upon  moving  into 
our  new  home,  one  of  my  first  pri- 
orities was  the  construction  of  a hand- 
some bar  which  became  the  center  of 
my  universe.  I joined  a busy  practice, 
worked  harder  than  I had  in  years,  and 
certainly  deserved  a chance  to  "un- 
wind” when  I had  free  time  at  home. 
Soon,  there  was  no  off-duty  time  when 
I did  not  drink.  I became  the  communi- 
ty medical  examiner  whose  primary 
responsibility  was  pronouncing 
drunks  who  had  been  involved  in  auto 
accidents  or  had  other  scrapes  with  the 
law.  These  people  disgusted  me.  How 
could  they  let  themselves  get  that 
way? 

Gradually,  imperceptibly,  I began 
having  a few  drinks  when  I was  at 
home  and  on  call.  I was  able  to  func- 
tion well,  I believed,  with  a few  belts 
under  my  belt.  This  was  no  cause  for 
concern  except  when  my  wife  observed 
that  I had  no  business  drinking  when  I 
was  responsible  for  the  welfare  of  oth- 
ers. The  arguments  got  worse,  the  dis- 
tance between  us  increased,  and  so  did 
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CURRENT  CONCEPTS  IN  ANTIBIOTIC  THERAPY 
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my  alcohol  consumption. 

One  day,  without  any  clear  reason,  I 
purchased  a pint  of  vodka  which  I 
began  to  drink  while  driving  on  my 
housecall  rounds.  It  wasn’t  long  before 
I was  drinking  every  time  I was  in  the 
car  alone.  I didn’t  have  three  over- 
coats, but  I did  have  the  brown  paper 
bag  associated  with  some  drunks. 
That  paper  bag  and  the  bottle  it  con- 
tained became  the  new  center  of  my 
universe. 

I had  to  be  more  careful  about  my 
consumption  at  home  because  I was 
usually  drunk  when  I got  there  and 
friction  was  running  high.  I finally 
was  beginning  to  accept  the  fact  that  I 
was  an  alcoholic,  but  I felt  I was  differ- 
ent from  others  because  I didn’t  miss 
work  or  wreck  cars. 

My  consumption  was  about  a fifth  of 
vodka  per  day.  I was  beginning  to  steal 
money  from  the  practice  in  order  to 
support  my  habit.  My  behavior  was 
erratic,  belligerent,  impatient, 


unsympathetic — all  the  things  a 
physician  should  not  be.  My  associates 
gently  and  sympathetically  suggested 
psychiatric  help.  No  mention  was 
made  of  alcohol.  I was  resistant  be- 
cause I thought  I was  the  only  one  who 
could  help  myself,  but  I acceded  to 
their  wishes. 

Although  I did  not  call  it  my  pri- 
mary problem  (nor  did  I believe  it 
was),  I nevertheless  told  the  psychia- 
trist I was  an  alcoholic.  Of  course  I lied 
about  my  consumption.  My  kind  pro- 
fessional colleague  glossed  over  the 
problem,  diagnosed  me  as  a manic  de- 
pressive, and  prescribed  lithium. 

I took  the  lithium  but  nothing  im- 
proved. My  depression  worsened  and 
I was  drinking  to  stay  sober.  I 
awakened  frequently  at  night  to  dis- 
cover the  bed  linens  soaked  with 
malodorous  perspiration.  The  only 
way  I could  stop  shaking  was  to  drink. 
I drank  anything  I could  lay  my  hands 


on — liqueurs,  cooking  wine — any- 
thing with  alcohol.  I never  liked 
scotch  but  in  a bind  I drank  it  anyway. 
On  days  the  liquor  stores  were  closed 
for  reasons  unanticipated  by  me,  I ex- 
perienced major  crises.  DTs  could  not 
be  far  off. 

At  this  point  I knew  I needed  help 
but  was  too  proud  to  seek  it.  Alcoholics 
Anonymous,  a group  of  laymen,  cer- 
tainly could  not  provide  me,  a knowl- 
edgeable professional,  with  any  real 
help.  I prayed  to  God  now  for  help.  I 
truly  believed  only  God  anchor  myself 
could  be  my  help.  God  did  help  me.  He 
arranged  circumstances  so  that  I was 
forced  to  make  contact  with  A. A. 

My  life  is  now  completely  turned 
around.  Now  I am  confident  and  com- 
petent in  situations  which  previously 
would  have  frustrated  me  to  the  point 
of  total  helplessness.  I am  grateful  to 
A.A.  and  a loving  God  for  the  opportu- 
nity to  be  that  one  in  37  alcoholics  who 
does  not  die  of  his  disease.  □ 
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A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  lor  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  (or: 

1.  treatment  ot  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy: 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout, 

3 treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 
CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
i been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis 

In  patients  receiving  Purinethol®  (mercapto- 
purine)  or  Imuran9  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  otthe  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
o(  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents 
Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performetf  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported 
Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular.  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 

U S Patent  No  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


LIPft-NICIN 


VASODILATOR 


IMMEDIATE  or  GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


GRADUAL 

RELEASE 


LIPO-NICIN/lOO  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B-l)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 

DOSE:  1 to  5 tablets  daily. 


AVAILABLE:  Bottles  of  100,  500, 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 
Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 
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Professional  Protection  Exclusively  since  1899 


EASTERN  PENNSYLVANIA  OFFICE 

L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr„  E.  P.  Ziemba,  R.  J.  Nolan,  Jr„  and  W.  J.  Carey,  Representatives 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting  19462  Telephone  (215)  825-6800 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  D.  C.  Hoffman  and  R.  G.  Stewart,  Representatives 
Anderson  Professional  Building,  1701  McFarland  Road,  Pittsburgh  15216  Telephone  (412)  531-4226 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

Nicin 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  . . 100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  lor  literature  and  samples  . . . 

THE  BROWN  PHARMACEUTICAL  CO. 

r 2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 
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Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the 
supervision  of  ten  physiatrists.  Three  year  pro- 
gram and  integrated  internship  residency  with 
opportunity  for  research  and  pursuit  of  special 
interests  both  in  medical  school  and  private 
hospital  settings.  One  year’s  credit  for  four 
years  of  general  practice  experience  or  train- 
ing in  another  specialty.  Stipendsfrom  $13,300 
to  $15,200  depending  on  qualifications.  We 
will  pay  for  visits  in  selected  cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


classifieds 


PHYSICIANS  WANTED 

Camp  doctors  needed — Camp  Chen-A-Wanda.  Fine  Pennsylva- 
nia private  co-ed  camp.  Season  begins  June  29,  ends  August  25. 
Physicians  accepted  for  two  weeks  to  entire  season.  Excellent 
living  accommodations  for  doctor  and  family.  Write  Mr.  and  Mrs. 
Morey  Baldwin,  8 Claverton  Court,  Dix  Hills,  NY  11747,  or  call 
(516)  643-5878  in  the  evenings. 

Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 


Board-certified  or  qualified  general  surgeon — to  join  established 
practice  less  than  one  hour  from  Pittsburgh,  PA.  Thoracic  desira- 
ble. New  500-bed  general  hospital  presently  under  construction  f 
with  scheduled  completion  this  fall.  Write  Department  814,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Excellent  opportunities — Positions  available  in  small  to  large 
communities  in  Ohio  and  Pennsylvania  for  private,  group,  and 
hospital-associated  practices  in  emergency  medicine,  family 
practice,  general  surgery,  internal  medicine,  obstetrics/ 
gynecology,  orthopedic  surgery,  pediatrics,  and  psychiatry. 
Competitive  guarantees  plus  benefits.  No  fees  charged  to  you. 
Confidential  and  professional  service  by  a licensed  placement  , 
agency.  Send  CV  to  Doctors  Services,  Inc.,  Executive  Commons  i 
East,  29525  Chagrin  Blvd.,  Cleveland,  Ohio  44122. 

■ 

Pediatrician  needed  in  a lovely  small  North  Carolina  town.  Excel- 
lent opportunities  and  one  hour  away  from  two  medical  schools. 
Call  collect  to  Richard  G.  Roach,  (919)  892-7161. 


Camp  physician  wanted — for  fine  northeast  Pennsylvania  co-ed 
camp.  July  and/or  August.  Excellent  hospital  nearby,  experi- 
enced RN  on  staff.  Write  Department  815,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Opportunity  to  become  associated  with  general  practitioner  in 
Eastern  Pennsylvania  community,  and  eventually  take  over  com- 
plete practice  developed  in  the  past  50  years.  Strong  family- 
oriented  practice,  with  sub-specialty  in  allergy,  and  excellent 
potential  for  expansion  into  physical  therapy  and/or  other  needed 
medical  specialties.  Begin  with  partnership  arrangement,  leading 
to  eventual/ultimate  takeover  of  the  entire  practice,  including 
office  facilities,  excellent  nursing  staff,  equipment,  phar- 
mocological  supplies,  and  steadily  increasing  income.  Enjoy  the 
benefits  of  a growing,  progressive  community  in  the  heart  of  the 
delightful  Pennsylvania  Dutch  farmland,  within  easy  travel  dis- 
tance of  the  Philadelphia,  Washington,  and  Harrisburg  metropol- 
itan areas.  For  further  information  and  a personal  visit,  contact: 
Wilson  A.  Foust,  MD,  592  Valley  View  Drive,  New  Holland,  PA 
17557,  (717)  354-2235. 

Anesthesiologist — Board-certified  for  full  service  hospital, 
Southwest  Pennsylvania.  Top  Salary  and  benefits.  Send  com- 
plete CV  to  Box  813,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Pennsylvania:  Emergency  Physician — 200-bed  general  hospital 
in  university  community,  located  in  Western  Pennsylvania.  New 
construction  project  includes  emergency  department,  just  com- 
pleted. Salary  highly  competitive.  PA  license  required.  Contact: 
William  B.  Yeagley,  MD,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701. 

Wanted — F.P.  or  G.P.  Desperate  need.  Rural,  coal  mining  com- 
munity of  5,000.  $10,000  interest-free  loans.  Office  space  finished 
or  built  to  suit.  Supplemental  income  situation  available  at  hos- 
pital. Write  or  call  Dr.  David  Alan,  Masontown,  PA  15461,  (412) 
583-7793. 

Emergency  Physician — 250-bed  community  hospital  in  Philadel- 
phia suburbs  needs  trained,  carrer-minded  physician  for  5-man 
group.  Volume  30,000  per  year.  Salary  and  benefits  are  competi- 
tive. Reply  in  confidence.  Write:  Department  811,  Pennsylvania 
Medicine.  20  Erford  Rd.,  Lemoyne,  PA  17043. 


Radiologist — Immediate  opening  for  diagnostic  radiologist  in 
completely  new  department.  Experience  in  special  procedures 
essential.  CV  to  Ralph  J.  Lowder,  Jr.,  MD,  East  Suburban  Health 
Center,  2570  Haymaker  Road,  Monroeville,  PA  15146. 

Resident  physician  and  resident  nurse  wanted — For  well- 
established  children's  sleepaway  camp  in  Wayne  County,  PA. 
Two,  four,  and  eight  week  positions  available.  Two  RNs  on  duty; 
families  accommodated:  wives  and  children  welcome  to  partici- 
pate in  all  activities.  Call  collect  (516)  466-8698,  evenings. 

Physician — anesthesiologist.  Board-certified  or  eligible  for  a 200 
plus  bed  Philadelphia  General  Hospital.  No  obstetrics.  Position 
available  immediately.  Salary  negotiable  with  generous  fringe 
benefits.  Interested  candidates  should  forward  curriculum  vitae 
to:  C-2,  P.O.  Box  17182,  Philadelphia,  PA  19107.  Equal  Opportu- 
nity Employer. 

Physician — Pennsylvania  license  required.  Large,  expanding 
geriatric  facility.  Forty-hour  work  week.  New  three-bedroom 
home  included,  maintenance  free.  Beautiful  country  atmosphere. 
Full  range  of  fringe  benefits.  Liberal  salary.  Malpractice  insur- 
ance fully  paid.  Job  available  April  1979.  Send  resume  to:  Walter 
L.  Wentzel  Jr.,  Executive  Director,  Masonic  Homes, 
Elizabethtown,  PA  17022. 

House  Staff  Physician — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $35,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947-  ! 

3000. 

Numerous  opportunities  available  throughout  Eastern  U S.  for 
physicians  in  all  specialties.  All  fees  employer  paid.  Send  c.v.  with 
geographic  preference  and  availability  date  along  with  objec- 
tives. Descriptive  brochure  available.  MediSearch  Unlimited, 
1509P  Four  Gateway  Center,  Pittsburgh,  PA  15222;  (412)  355- 
0215  (answers  24  hours). 


General  Surgeon — We  are  a 200+  bed  community  hospital  lo- 
cated in  suburban  southwest  Pennsylvania  east  of  Pittsburgh.  We 
are  seeking  an  A.B.S.  certified  or  board-eligible  general  surgeon 
to  complete  staffing  of  our  recently  constructed  and  fully 
equipped  five  room  surgical  suite.  Candidates  who  have  recently 
completed  residency  as  well  as  experienced  surgeons  are  en- 
couraged to  inquire.  Terms  and  conditions  are  negotiable.  Please 
send  inquiries  to:  Department  812,  Pennsylvania  Medicine,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 


Physician — During  July  and  August,  1979  for  children's  camp 
located  at  Beach  Lake,  PA,  accommodates  350  campers,  ages 
6-16;  complete  modern  health  center;  two  R.N.s  in  attendance; 
will  accept  one  MD  for  each  month;  no  children  accepted  who  are 
of  camp  age.  Camp  opens  June  29  and  closes  August  23  Private 
room  and  facilities.  Write  to  Trail's  End  Camp,  c/o  Beach  Lake, 
Inc.,  215  Adams  St.,  Brooklyn,  NY  11201 , and  include  your  phone 
number. 
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Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
: cational  programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Physicians — July  and/or  August  for  brother-sister  camp  in  Penn- 
sylvania’s Pocono  Mountains — beautiful  lake  facilities.  Write 
qualifications  and  family  accommodations  needed  to:  David 
Blumstein,  1410  East  24th  St.,  Brooklyn,  NY  11210. 

Psychiatrist — Board-certified  or  board-eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia, 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411;  (717)  586-2011. 

Staff  Psychiatrists — Full  or  part-time  positions  immediately 
available.  Our  hospital  is  looking  for  psychiatrists  with  fresh  ideas 
and  strong  convictions  on  public  sector  mental  health  care.  We 
are  located  in  pleasant,  residential  Northeast  Philadelphia  and 
can  offer  the  area's  unparalled  opportunities  for  professional 
growth  and  development.  Good  salary  and  benefits.  Require- 
ments are  PA  state  license  and  board  certification  or  eligibility. 
Contact,  in  strict  confidence:  Franklyn  R.  Clarke,  MD,  Superin- 
tendent, Philadelphia  State  Hospital,  14000  Roosevelt  Blvd., 
Philadelphia,  PA  19114,  (215)  671-4101. 


CORRECTIONAL  MEDICINE 

Challenging  opportunities  in  primary  health 
care  - available  in  a most  efficiently  designed 
prison  health  care  system  - excellent  climate  - 
competitive  salaries. 

Employment  available  in  the  Spring  of  1979 
(April  - June).  93  positions  available  for: 

Physicians 
Dentists 
Psychiatrists 
Physician’s  Assistants 
Nurses 

Armed  Forces  Trained  Paramedics 
Dental  Technicians 
Psychologists 
Health  Administrators 

Must  be  eligible  for  Oklahoma  Licensure. 
Contact: 

Armond  H.  Start,  M.D.,  M.P.H. 

Medical  Director 

Oklahoma  Department  of  Corrections 

3400  North  Eastern 

Oklahoma  City,  Oklahoma  73111 


Pennsylvania  Emergency  Physician — South  Central  Pennsylva- 
nia 575-bed,  teaching  community  hospital  seeks  sixth  member 
for  salaried  group  of  emergency  physicians.  As  resource  center 
of  area  EMS  network,  we  seek  physicians  with  emergency  medi- 
cine knowledge  and  radio/telemetry/command  capability.  Full 
salary  and  benefits  include:  continuing  ED  time,  vacation,  dis- 
ability insurance,  life  insurance,  malpractice  insurance,  retire- 
ment plan,  opportunity  for  annuity.  Equal  opportunity  employer. 
Reply  to  L.R.  Schumacher,  MD,  Director  of  Ambulatory  Care, 
York  Hospital,  1001  South  George  Street,  York,  PA  17405,  (717) 
771-2224 


NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

Physicians — To  fill  more  than  150  opportunities  available  in 
Pennsylvania.  All  specialties  included.  For  further  information 
write  PMS  Physician  Placement  Service,  Donna  F.  Wenger,  As- 
sistant Director  Educational  Activities,  Pennsylvania  Medical  So- 
ciety, 20  Erford  Rd.,  Lemoyne,  PA  17043;  (717)  763-7151. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 


Jefferson  Medical  College 
of  Thomas  Jefferson  University 

Department  of  Psychiatry  and  Human  Behavior 
Presents 


OCCUPATIONAL  HEALTH 
May  9,  16,  23,  1979 


For  Further  Information  Contact: 

Office  of  Continuing  Medical  Education 
Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia,  Pa.  19107 
(215)  928-6992 

As  an  organization  accredited  for  continuing  medical  educa- 
tion, Jefferson  Medical  College  certifies  that  this  continuing 
medical  education  offering  meets  the  criteria  for  19  credit 
hours  in  Category  1 of  the  Physician  s Recognition  Award  of 
the  American  Medical  Association. 


'ennsylvania  Medicine,  March  1979 


57 


POSITIONS  WANTED 


CONTINUING  EDUCATION 


Urologist,  30,  trained  at  Eastern  referral  center,  board-eligible, 
completing  fellowship  in  transplantation,  seeks  academic  and/or 
private  practice  opportunity  in  Pennsylvania  or  New  Jersey.  Con- 
sider all  areas.  Respond,  Department  809,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

If  You  Need — A partner  or  associate;  a physician  to  continue  your 
practice  upon  your  retirement;  or  a specialty  physician  for  your 
hospital  staff,  contact  PMS  Physician  Placement  Service,  Donna 
F.  Wenger,  Assistant  Director  Educational  Activities,  Pennsylva- 
nia Medical  Society,  20  Erford  Rd.,  Lemoyne,  PA  17043;  (717) 
763-7151. 

FOR  RENT 

Doctor’s  office  suite  in  professional  center,  Hershey,  PA.  Imme- 
diate occupancy,  reasonable  rent,  excellent  location  near  medi- 
cal center.  Also  space  for  administrative  offices.  Commonwealth 
Commercial  Realty,  Hershey,  PA  17033.  Phone  (717)  533-6230, 
evenings,  (717)  534-1766. 

Office  space  for  rent — Excellent  location  near  Middletown,  PA, 
1150  square  feet  Will  finish  to  suit.  Within  20  minutes  of  three 
hospitals.  Contact  Dr.  Samuel  Selcher,  700  Spring  Garden  Dr., 
Middletown,  PA  17057,  (717)  944-0426  or  (717)  944-3051. 


Problems  in  Embryonic  and  Early  Fetal  Development — May 

18-19,  1979.  The  Hilton  Inn,  Baltimore,  Maryland.  Sponsored  by 
the  University  of  Maryland  School  of  Medicine.  For  information; 
Program  of  Continuing  Education,  10  S.  Pine  Street,  Baltimore, 
Maryland  21201,  (301)  528-3956. 

Rehabilitation  of  Patients  with  Stroke  or  Hip  Fracture — May 

11-12, 1979.  Deaton  Medical  Center,  Baltimore,  Maryland.  Spon- 
sored by  the  University  of  Maryland  School  of  Medicine  and  the 
Deaton  Medical  Center.  For  information;  Program  of  Continuing 
Education,  University  of  Maryland  School  of  Medicine,  10  S.  Pine 
Street,  Baltimore,  Maryland  21201,  (301)  528-3956. 

“Dermatology  Days” — June  21-23,  1979.  Sheraton  Fontainblteau 
Inn  and  Spa,  Ocean  City,  Maryland.  Sponsored  by  the  University 
of  Maryland  School  of  Medicine.  Featured  will  be  live  patients  and 
concurrent  sessions  for  dermatologists  and  practicing  gen- 
eralists. For  information  contact:  Program  of  Continuing  Educa- 
tion, University  of  Maryland  School  of  Medicine,  10S.  Pine  Street, 
Baltimore,  Maryland  21201,  (301)  528-3956. 

MISCELLANEOUS 

Biomedical  Electronics  Service — Repairs  medical,  laboratory, 
and  other  electronic  equipment.  Will  install  and  remove  x-ray 
equipment.  Walker  Electronics,  143  North  9th  St.,  Lebanon,  PA 
17042.  Telephone  (717)  274-3919. 


obituaries 


•Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death. 


• Robert  P.  Banks,  Mifflintown;  Temple  University  School  of 
Medicine,  1920;  age  85;  died  January  5,  1979.  He  served  the 
Juniata  County  area  for  57  years  and  was  a past  president  of  the 
Juniata  County  Medical  Society. 

• Joseph  M.  Brau,  Easton;  Temple  University  School  of  Medi- 
cine, 1941;  age  65;  died  December  3,  1978.  A past  president  of 
Easton  Hospital’s  medical  staff,  he  established  his  medical  prac- 
tice in  Easton  in  1946. 

• Domenico  Cucinotta,  Philadelphia;  Temple  University  School 
of  Medicine,  1932;  age  71,  died  December  2,  1978.  Dr.  Cucinotta 
was  a pediatrician  in  Philadelphia  for  44  years. 

• Edgar  L.  Dimmick,  Scranton;  Columbia  University  School  of 
Medicine,  1929;  age  74;  died  December  2,  1978.  He  was  a member 
of  the  American  Medical  Association. 

• Frank  D.  Edgar,  Jr.,  Greensburg;  University  of  Pittsburgh 
School  of  Medicine,  1948;  age  54;  died  December  10,  1978.  He 
became  chief  of  anesthesia  at  Westmoreland  Hospital  in  1953  and 
founded  the  school  of  nurse  anesthetists.  Dr.  Edgar  was  a past 
president  of  the  Westmoreland  County  Medical  Society. 

• Hugh  R.W.  Franklin,  Marietta,  Georgia;  Guy’s  Hospital,  Lon- 
don, England,  1936;  age  67;  died  November  29,  1978.  An  anes- 
thesiologist, he  practiced  in  Allegheny,  Armstrong  and  Mifflin- 
Juniata  Counties. 

• A.  Stephen  Gabor,  Bethlehem;  University  of  Pittsburgh  School 
of  Medicine,  1918;  age  83;  died  November  30,  1978.  In  1968  Dr. 
Gabor  was  honored  for  50  years  of  service  in  the  medical  field  by 
the  Northampton  County  Medical  Society. 

• Frank  Glauser,  Elkins  Park;  University  of  Pennsylvania 
School  of  Medicine,  1923;  age  78;  died  December  7, 1978.  A former 
coroner’s  physician  and  pathologist  with  the  City  of  Philadelphia, 
he  also  taught  anatomy  at  Temple  University  School  of  Medicine, 
and  the  University  of  Pennsylvania. 

• Francis  D.W.  Lukens,  Pittsburgh;  University  of  Pennsylvania 
School  of  Medicine,  1925;  age  79;  died  December  4,  1978.  Dr. 
Lukens  was  a recognized  authority  on  diabetes  and  a former  re- 
searcher at  the  University  of  Pennsylvania. 

• John  G.  Meharg,  Wyomissing,  Harvard  University  School  of 
Medicine,  1935;  age  67;  died  December  15,  1978.  During  his  38- 
year  tenure  with  Reading  Hospital,  he  served  as  chief  of  obstetrics 
and  gynecology  until  1969. 


• Raymer  L.  Mo  wry,  Ingomar;  Temple  University  School  of  Med- 
icine, 1930;  age  75;  died  December  16, 1978.  A family  physician,  he 
was  on  the  staffs  of  North  Hills  Passavant,  Allegheny  General,  and 
Sewickley  Valley  Hospitals. 

• Isaac  H.  Rigberg,  Phoenix,  Arizona;  Hahnemann  Medical  Col- 
lege, 1932;  age  70;  died  December  8,  1978.  He  was  a former  presi-  j 
dent  of  Olney  Hospital  in  Philadelphia.  He  was  a surgeon  and 
gynecologist  in  Philadelphia  from  the  1930s  until  his  retirement 
in  1976. 

• Asher  Segal,  Philadelphia;  Temple  University  School  of  Medi- 
cine, 1938;  age  64;  died  November  25,  1978.  He  was  a general 
practitioner. 

• Jacob  G.  Shade,  Pottstown;  Hahnemann  Medical  College, 
1943;  age  67;  died  December  12,  1978.  Dr.  Shade  set  up  a private 
practice  in  Pottstown  in  1945  and  relinquished  it  in  1971  to  help 
man  the  24-hour  emergency  room  at  Pottstown  Memorial  Medical  | 
Center. 

• Franklin  S.  Sollenberger,  Waynesboro;  Jefferson  Medical  Col- 
lege, 1934;  age  70;  died  January  15,  1978.  A radiologist,  he  was  on 
the  staff  of  Waynesboro  Hospital  since  1947. 

• Earl  Vandegrift,  Pittsburgh;  University  of  Pittsburgh  School  of  I 
Medicine,  1919;  age  87;  died  November  26,  1978. 

• Samuel  Wright,  Philadelphia;  University  of  Pennsylvania 
School  of  Medicine,  1942;  age  64;  died  December  21,  1978.  Dr.  i 
Wright  was  senior  attending  staff  psychiatrist  at  the  Institute  of 
the  Pennsylvania  Hospital  and  a consultant  at  the  West  Philadel- 
phia Mental  Health  Consortium. 

Marc  L.  Abrams,  Ardmore;  resident  of  Lankenau  Hospital;  age 
32;  died  November  26,  1978. 

John  H.  Bogle,  Hollidaysburg;  Columbia  University  College  of 
Physicians;  age  72;  died  November  28, 1978.  He  retired  as  the  chief 
surgeon  at  the  Veteran’s  Administration  Hospital  in  1973.  Dr. 
Bogle  served  as  clinical  professor  of  surgery  at  the  New  York  State 
Medical  College. 

Margaret  J.  Boyer,  Northumberland;  Women’s  Medical  College 
of  Pennsylvania,  1944;  age  67;  died  December  18,  1978.  Dr.  Boyer 
was  a pediatrician  serving  the  Northumberland  area  for  many 
years. 

Harold  M.  Covert,  Sr.,  Palmerton;  age  82;  died  December  8, 1978. 
He  was  the  former  chief  of  oral  surgery  at  Allentown  Hospital. 
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Each  1-mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha- 
ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate 
0.333  mg,  representing  a total  of  1 mg. 

An  improvement 
that’s  easy  to  swallow 

• No  waiting  for  tablets  to  dissolve  under  the  tongue. 

• Easier  dose  administration  for  increased  patient  compliance— 
less  need  for  supervision. 

• Human  bioavailability  demonstrated. 


Indications:  Selected  symptoms  in  elderly  patients,  such  as  mood-depression,  confusion,  unsociability,  dizzi- 
ness, and  lack  of  self-care,  of  unknown  etiology 
Contraindications:  Hypersensitivity  to  the  drug 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation,  transient  nausea, 
and  gastric  disturbances  have  been  reported  Hydergine  tablets  and  sublingual  tablets  do  not  possess  the 
vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily  Alleviation  of  symptoms  is  usually  gradual  and  results 
may  not  be  observed  for  3-4  weeks 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500  Hydergine  sublingual 
tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg,  dihydroergocristine  mesylate  0 333  mg, 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1) 
mesylate  0.333  mg,  representing  a total  of  1 mg;  packages  of  100,  500,  and  1000  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  21) 
mesylate  0 167  mg,  representing  a total  of  0.5  mg;  packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information 
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f HEALTH  SECRETARY 
BOARD  MEETING 

Secretary  of  Health  Gordon  K.  MacLeod,  MD,  Pennsylvania's  new 
secretary  of  health,  met  with  the  Society's  Board  of  Trustees 
March  21.  Dr.  MacLeod  was  sworn  in  just  five  days  prior  to 

7ERNOR  TO  KEYNOTE 
DICERS'  CONFERENCE 

the  meeting  (see  page  7).  In  b^ief  remark's,  he  told  the 
Board  that  his  current  concerns  include  preventive  medicine, 
health  care  costs,  and  humane  care  for  the  aged.  > yt !f 

Governor  Dick  Thornburgh  has  accepted  the  Society's  invitation 
to  deliver  a major  address  at  the  1^9  Officers'  Conference, 
April  25  at  the  Penn  Harris  Motor  Inn,  JJill'.  Other  details 

appear  on  page  5 of  this  issue.  Hotel  reservation  deadline  is 
April  10. 

ITIFICATE  OF  NEED 
PROVED  IN  HOUSE 

H.B.  308,  establishing  a certificate  of  need  requirement  for 
hospital  expansion,  was  adopted  in  the  House  of  Representatives 
by  a 177-11  vote  March  28.  The  bill,  which  has  the  support  of 
the  Hospital  Association  of  Pennsylvania,  will  go  to  the  Senate 
when  that  body  returns  from  recess  April  23.  At  its  March  21 
meeting,  the  PMS  Board  of  Trustees  asked  the  Council  on  Health 
Planning  and  Facilities  to  review  and  comment  on  the  legisla- 
tion and  any  amendments  proposed  as  it  moves  through  the 
legislature.  Pennsylvania's  nine  Health  Systems  Agencies  have 
objected  to  the  bill  on  the  grounds  that  it  does  not  fulfill 
federal  requirements  and  are  expected  to  support  amendments. 

JICAID  FRAUD  UNIT 
; NEW  DIRECTOR 

Attorney  General  Edward  G.  Beister,  Jr.,  has  named  Mary  H. 
Leedom  director  of  the  state  Justice  Department's  Medicaid 
Fraud  Unit  effective  April  2.  A 23-year  veteran  of  the  Dauphin 
County  district  attorney's  office,  she  has  been  first  assistant 
since  January  1975.  She  will  oversee  a staff  of  48  and  an 
annual  budget  of  $1.2  million  in  her  new  post.  The  unit  is 
responsible  for  investigating  and  prosecuting  health  care  pro- 
viders who  commit  medicaid  fraud. 

FFESSIONALS  RECEIVE 
L PENSION  NOTICES 

The  Bureau  of  Professional  and  Occupational  Affairs  on  March  16 
warned  1,950  MDs  that  their  Pennsylvania  licenses  will  be  sus- 
pended in  30  days  for  nonpayment  of  fees.  The  physicians  were 
among  2,600  professionals  who  were  notified,  and  who  are  now 
required  to  pay  a late  fee  in  addition  to  the  license  renewal. 
An  additional  3,500  physicians  received  suspension  notices  the 
last  week  in  March  because  they  have  no  professional  liability 
insurance.  To  date,  27,829  MDs  have  renewed  their  Pennsylvania 
licenses  for  1979-80.  Another  4,200  physicians  are  listed  by 
the  bureau  as  inactive.  Most  of  these  are  retired,  a spokesman 
said . 

CPITAL  ASSOCIATION 
PEALS  RULING  ON  REGS 

The.  Hospital  Association  of  Pennsylvania  (HAP)  has  appealed  to 
the  state  Supreme  Court  a Commonwealth  Court  decision  not  to 
issue  an  injunction  against  implementation  of  hospital  regula- 
tions. HAP  claims  that  certain  sections  of  the  regulations, 
issued  by  the  Department  of  Health  December  10,  1977  exceed 
the  boundaries  of  the  authority  of  the  Department  of  Health. 
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SENATE  HEARS  TESTIMONY 
ON  EMERGENCY  SERVICES 

William  E.  DeMuth,  Jr.,  MD,  Carlisle,  testified  for  PMS  at  a 
hearing  on  Pennsylvania's  emergency  medical  services  program 
March  23.  Dr.  DeMuth,  a member  of  the  PMS  Council  on  Educa- 
tion and  Science  and  its  advisor  on  emergency  medical  services 
appeared  before  the  Senate  Health  and  Welfare  Committee,  to 
urge  continuation  and  expansion  of  the  program.  The  Emergencj 
Medical  Services  Systems  Act  of  1976  expires  in  June  1979 
unless  renewed  by  the  legislature.  The  Society's  testimony 
included  an  account  of  PMS  leadership  in  the  field  since  1971. 
In  the  house  H.B.  657,  extending  the  Emergency  Medical  Service 
Systems  Act,  was  introduced. 

PAMPAC  ELECTS  OFFICERS; 
DR.  HOYLE  IS  CHAIRMAN 

J.  Preston  Hoyle,  MD,  Lewisburg,  was  elected  chairman  at  the 
PaMPAC  Board  of  Directors  meeting  March  13.  Other  officers 
are  Norman  Goldstein,  MD,  Phoenixville,  vice  chairman;  Joseph 
Silverman,  Altoona,  treasurer;  and  Mrs.  John  H.  Eves,  Doyles- 
town,  secretary.  Mrs.  Harry  E.  Serene,  Pittsburgh,  is 
assistant  secretary  and  Michael  P.  Levis,  MD,  Pittsburgh,  is 
at-large  member  of  the  executive  committee. 

WCAU-TV,  PHILADELPHIA 
RERUNS  MEDICAL  SHOW 

WCAU-TV,  Philadelphia,  is  rerunning  its  39-segment  show, 
"Doctor's  Appointments,"  starring  Philadelphia  County  Medical 
Society  members  and  John  Helwig,  Jr.,  MD,  PCMS  immediate  past 
president.  The  series  started  March  20  and  can  be  seen  on 
Channel  10  at  6:30  a.m. , Tuesdays,  Thursdays,  and  Saturdays. 
Originally  aired  in  the  fall  of  1978,  the  seminars  survey  a 
variety  of  medical  conditions  to  inform  the  general  public. 

PMS  BOARD  APPROVES 
INTERSOCIETY  COMMITTEE 

The  State  Society  will  sponsor  the  formation  of  the  Inter- 
society Advisory  Committee  on  Allied  Medical  Practice,  the 
Board  of  Trustees  voted  March  21.  The  group  will  be  composed 
of  representatives  of  allied  health  practitioner  organization: 

ENVIRONMENTAL  AWARD 
WINNERS  ANNOUNCED 

The  Group  Against  Smog  and  Pollution  (GASP)  of  Allegheny  Coun 
and  Ralph  D.  Hiester,  PhD,  Chester  County  biology  teacher,  we 
named  recipients  of  the  PMS  Environmental  Improvement  Awards 
the  Board  of  Trustees.  They  will  receive  the  awards  at  the 
Officers'  Conference  banquet  April  25. 

BOARD  PRAISES,  EXTENDS 
JAIL  HEALTH  PROJECT 

Pennsylvania's  Jail  Health  Accreditation  Program,  directed  by 
the  PMS  Council  on  Education  and  Science,  will  continue,  the 
Board  of  Trustees  voted  March  21.  An  interim  evaluation  of 
the  AMA's  jail  health  program  praised  the  Pennsylvania  effort 
So  far  county  prisons  in  Delaware,  Montgomery,  and  Bucks  Coun 
have  received  accreditation.  The  project  is  funded  by  the  AM 
and  the  U.  S.  Department  of  Justice. 

DISCIPLINE  COMMITTEE 
GETS  BOARD  SUPPORT 

A standing  committee  of  the  Society,  similar  to  the  former 
Committee  on  Discipline,  will  be  urged  by  the  Board  of  Truste 
at  the  1979  meeting  of  the  House  of  Delegates.  The  Board  on 
March  21  acted  on  the  recommendation  of  the  secretary's  ad  ho 
committee  on  discipline.  The  composition,  duties,  and  new  na 
of  the  standing  committee  will  be  submitted  to  the  Committee  i 
Constitution  and  Bylaws  for  introduction  to  the  House. 
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McClure,  Frankston  set  for  Officers'  Conference 


Walter  McClure,  Ph.D.,  a cost 
containment  strategist,  and  Ar- 
thur S.  Frankston,  administrator 
of  the  Office  of  Arbitration  Panels 
for  Health  Care,  will  address  the 
PMS  1979  Officers’  Conference, 
set  for  April  25  and  26  at  the  Penn 
Harris  Motor  Inn,  Camp  Hill. 

McClure,  who  has  conducted 
studies  on  cost  containment  policy 
for  government  agencies,  will  dis- 
cuss "Cost  Containment — Choices 
for  Medical  Care”  on  Wednesday, 
April  25. 

McClure  is  vice  president  and 
director  of  the  health  policy  group 
for  Interstudy.  He  has  researched 
information  systems  to  monitor 
HMO  medical  care  quality,  cata- 
strophic illness  costs  and  out- 
comes, and  the  feasibility  of  a no- 
fault malpractice  system.  His 
other  areas  of  interest  include  na- 
tional health  insurance,  policy 
studies  on  health  care  delivery 
and  financing,  and  medical  care 
evaluation  based  on  patient  out- 
comes. 

McClure  graduated  from  Yale 
University,  and  received  a doc- 
torate in  physics  from  Florida 
State  University. 

"Accelerating  the  Pace  of  Arbi- 
tration Hearings,”  is  the  topic  of 
Frankston’s  talk,  to  be  given 
Thursday,  April  26. 

Frankston  was  a professor  at 
Dickinson  School  of  Law  prior  to 
appointment  to  his  present  post  by 
Governor  Milton  Shapp  in  May 
1978.  As  administrator  of  arbitra- 
tion panels  for  health  care, 
Frankston  supervises  the  arbitra- 
tion process  set  up  to  hear  mal- 
practice claims  brought  against 
Pennsylvania  physicians. 


Frankston  inaugurated  and 
helped  to  teach  a seminar  offered 
by  Dickinson  Law  School  and  Her- 
shey  Medical  College  for  law  and 
medical  students.  He  was  a 
member  of  the  committee  which 
planned  the  statewide  medical 
seminar  on  "Health  Care  Services 
Malpractice  Act,”  and  organized  a 
statewide  seminar  on  medical 
malpractice.  Currently,  Franks- 


McCLURE 


ton  is  editor  of  Laub’s  Pennsylva- 
nia Penalties  Manual. 

A graduate  of  the  University  of 
Pittsburgh  Law  School,  he  was  a 
graduate  fellow  at  Yale  Law 
School. 

Also  to  speak  at  the  1979  Offi- 
cers’ Conference  are:  Charles  W. 
Jarvis,  DDS,  a humorist;  Abra- 
ham J.  Twerski,  MD,  clinical  di- 
rector of  the  department  of 
psychiatry  at  St.  Francis  General 
Hospital,  Pittsburgh;  Anne  Som- 
ers, a consultant  in  health  care 
policy  who  will  deliver  the  Walter 
F.  Donaldson  lecture;  and  Eli  P. 
Bemzweig,  an  expert  in  the  study 
of  health  law,  medical  malprac- 
tice, and  insurance. 

AMA  plans  workshop  on 
chronic  mental  illness 

The  American  Medical  Associa- 
tion is  sponsoring  a workshop  on 
"Physicians  and  Chronic  Mental 
Patients:  Potentials  for  Commun- 
ity Based  Care,”  May  10  and  11  at 
the  Palmer  House,  Chicago. 

During  the  seminar,  physicians 
and  professionals  in  the  mental 
health  and  human  service  fields 
will  identify  priorities  in  medical 
education  for  patients  with  long 
term  or  severe  mental  disabilities. 
In  addition,  sessions  on  successful 
case  management,  federal  initia- 
tives in  promoting  community 
based  services,  and  opportunities 
and  dilemmas  for  the  primary  care 
physician  will  be  featured. 

For  additional  information  con- 
tact Suellen  Muldoon,  associate 
director  of  the  department  of  men- 
tal health,  AMA,  535  N.  Dearborn 
St.,  Chicago,  IL  60610. 
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Bartle  approves  PMSLIC  rate  increase 


Pennsylvania  Insurance  Com- 
missioner Harvey  Bartle  III  ap- 
proved an  overall  5%,  $932,000 
rate  increase  for  the  Pennsylvania 
Medical  Society  Liability  Insur- 
ance Company,  (PMSLIC),  on 
March  1.  According  to  Bartle,  the 
rate  request  is  "encouraging.” 

"No  less  than  four  years  ago, 
commercial  malpractice  insurers 
were  demanding  double  and  triple 
digit  increases  as  their  price  for 
insuring  Pennsylvania’s  doctors,” 
Bartle  said.  "Even  with  this  5% 
increase,  thousands  of  Pennsylva- 
nia doctors  will  be  paying  5.5% 
less  than  the  Argonaut  Insurance 
Company  had  been  charging  when 
it  abandoned  the  Pennsylvania 
market,  leaving  our  doctors  high 
and  dry.”  Bartle  added  that  the 
new  rates  comply  with  President 
Carter’s  anti-inflation  program. 

The  revised  rates,  which  are  ef- 
fective March  1 for  new  business 
and  April  1 for  renewals,  provide 
for  a 7 percent  premium  increase 
statewide,  but  reduce  certain 
additional  charges.  The  liability 


charge  paid  by  PMSLIC  insureds 
who  employ  other  physicians  has 
been  reduced  40% . The  additional 
charge  for  providing  separate  cor- 
poration, association,  or  partner- 
ship liability  coverage  has  been 
cut  50%,  reducing  the  overall  rate 
increase  to  5 percent.  General 
practitioners  who  perform  major 
surgery,  including  tonsillectomies 
and  appendectomies,  and/or  va- 
sectomies, but  not  abortions  or 
Caesarean  sections,  are  reclas- 
sified from  Class  3 to  Class  4.  Gen- 
eral practitioners  who  perform 
major  surgery  which  includes 


abortions  and  Caesarean  sections 
are  reclassified  from  Class  3 to 
Class  5. 

The  rate  adjustment  request 
was  recommended  by  the  com- 
pany’s independent  consulting  ac- 
tuary and  was  filed  in  October 
1978  following  review  and  con- 
currence by  PMSLIC’s  physician- 
controlled  Board  of  Directors.  The 
Company  began  writing  malprac- 
tice coverage  in  January  1978  and 
is  now  the  second  largest  medical 
malpractice  insurer  in  the  state, 
providing  coverage  to  more  than 
5,550  physicians  and  surgeons. 


Book  explains  new  mental  health  concept 


An  Exemplary  Project  by  Mont- 
gomery County  Emergency  Ser- 
vice, Norristown,  details  the  cre- 
ation and  survival  of  a new  service 
in  the  mental  health  field,  accord- 
ing to  J.  Stanley  Smith,  Jr.,  MD,  a 
Harrisburg  surgeon  who  reviewed 
the  book  for  Pennsylvania  Med- 
icine. 

The  authors  describe  the  need 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Tbday,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days’  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $32,000  or  more  a 
year,  depending  on  your  experience. 

For  more  information,  contact: 

Robert  Milie 

P.O.  Box  946-Federal  Building 
Harrisburg,  PA  17108 
(717)  782-3985 


for  establishment  of  a mental 
health  emergency  service,  Dr. 
Smith  said.  This  service  would  at- 
tempt to  bypass  hospitalization 
when  dealing  with  those  who  ex- 
perience psychological  crises. 

The  book  also  explains  how  to 
develop  and  organize  such  a ser- 
vice, according  to  Dr.  Smith.  Per- 
sonnel requirements,  sources  of 
funding,  and  budgetary  problems 
are  discussed. 

Communications 
session  set 

A workshop  on  interpersonal 
communications  for  medical  as- 
sistants will  be  held  from  9:30  a.m. 
to  5:15  p.m.  Saturday,  April  21,  at 
Stouffer’s  Valley  Forge  Hotel, 
King  of  Prussia,  PA.  The  program, 
sponsored  by  the  continuing  edu- 
cation board  of  the  Pennsylvania 
Society,  American  Association  of 
Medical  Assistants,  will  em- 
phasize positive  communication 
and  interpersonal  relations  skills 
for  medical  assistants. 

To  make  hotel  reservations,  call 
toll  free,  (800)  323-4455.  The  pro- 
gram fee,  which  includes  lunch,  is 
$25  for  members,  $35  for  non- 
members, and  $20  for  students. 
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Dr.  MacLeod  sworn  in  as  health  secretary 


Disease  prevention,  accessible 
health  services,  and  health  care 
for  the  elderly  are  priorities  for 
Gordon  K.  MacLeod,  MD,  who  was 
sworn  in  as  secretary  of  health  in 
ceremonies  at  the  University  of 
Pittsburgh  March  16. 

He  replaces  Dr.  Leonard  Bach- 
man, state  health  secretary  under 
the  Shapp  administration. 

Dr.  MacLeod,  50,  has  been  a pro- 
fessor and  chairman  of  the  de- 
partment of  health  services  ad- 
ministration at  the  University  of 
Pittsburgh’s  Graduate  School  of 
Public  Health  since  1974.  He  also 
is  an  associate  clinical  professor  of 
medicine  at  Pitt’s  medical  school. 
He  teaches  at  Falk  Clinic,  West 
Penn  Hospital,  and  Allegheny 
General  Hospital,  all  in  Allegheny 
County. 

Dr.  MacLeod  received  his  medi- 
cal degree  from  the  University  of 
Cincinnati  College  of  Medicine, 
and  interned  at  Boston  City  Hos- 
pital. From  1962-64  he  was  a fel- 
low at  Harvard  Medical  School, 
and  then  became  a resident  and 
senior  staff  physician  at  Boston 
Veterans  Administration  Hospi- 
tal. He  is  a diplomate  of  the  Amer- 
ican Board  of  Internal  Medicine. 

In  1966  Dr.  MacLeod  became  as- 
sistant clinical  professor  of  medi- 
cine at  Yale  University  School  of 
Medicine;  from  1969-71  he  also 
served  as  associate  clinical  profes- 
sor of  public  health.  He  was  in- 
volved in  a pioneering  effort  to  re- 
late Yale  University  to  a Health 
Maintenance  Organization, 
(HMO).  From  1971-73  he  estab- 
lished and  directed  the  first  HMO 
service  of  the  Department  of 
Health,  Education,  and  Welfare. 
During  that  time,  the  number  of 
HMOs  in  the  country  increased 
from  less  than  40  to  more  than 
130. 

"Nowadays,  public  health  must 
be  concerned  with  the  quality  of 
life,  the  quality  of  the  environ- 


ment as  it  affects  the  health  of 
the  public,  inherited  diseases — 
particularly  those  which  are  pre- 
ventable, and  personal  health  care 
services,”  Dr.  MacLeod  said  in  tes- 
timony before  the  Senate  Health 
and  Welfare  Committee  in  Febru- 
ary. "In  public  health,  we  must  be 
concerned  with  the  problems  of  the 
individual,  the  family,  the  ex- 
tended family,  and  the  commu- 
nity, whether  urban  or  rural.  It  is 
becoming  increasingly  important 
at  least  to  maintain,  if  not  im- 
prove, the  quality  of  the  environ- 
ment to  protect  the  public’s 
health.” 

Dr.  MacLeod  also  feels  that  the 
Department  of  Health  "must  as- 
sist the  private  sector  in  making 
health  services  available,  ac- 
cessible, and  of  high  quality  at  a 
cost  the  public  can  afford.”  The 
economics  of  health,  the  financial 
management  of  health  care,  and 
the  evaluation  health  care  ser- 
vices are  aspects  of  public  health 


which  are  "bound  to  become  in- 
creasingly important  in  the 
months  and  years  ahead,”  he  said. 

Health  care  for  the  elderly  is  an- 
other priority  of  Dr.  MacLeod.  In 
1976  he  chaired  a blue  ribbon  task 
force  for  the  Allegheny  County 
Commissioners,  to  examine  prob- 
lems at  Kane  Hospital,  a 2,000  bed 
long  term  care  facility.  He  also  is 
chairman  of  the  Allegheny  County 
Medical  Society  study  committee 
on  the  aged  and  chronically  ill.  Dr. 
MacLeod  has  served  as  a member 
of  the  Health  and  Welfare  Plan- 
ning Association’s  ad  hoc  commit- 
tee on  aging  and  the  Pittsburgh 
Urban  League’s  ad  hoc  committee 
on  Kane  Hospital. 

Dr.  MacLeod  was  born  and  grew 
up  in  Boston.  He  graduated  in 
1954  from  Blackburn  College  in 
Carlinville,  111.,  with  a degree  in 
chemistry.  From  1954  to  1956  he 
was  an  industrial  engineer  at 
Proctor  and  Gamble  Inc.  in  Cin- 
cinnati. 
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PAOO  annual  meeting  features  microsurgery 


A program  of  scientific  sessions, 
instruction  courses,  residents’ 
presentations,  surgical  videotapes 
and  a socio-economic  forum  will  be 
offered  at  the  35th  annual  meeting 
of  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngol- 
ogy at  Bedford  Springs  Hotel,  Bed- 
ford, PA,  May  16  through  19. 

William  C.  Frayer,  MD,  Phil- 
adelphia ophthalmologist,  acad- 
emy president,  will  preside.  Eu- 
gene B.  Rex,  MD,  Philadelphia 
otolaryngologist,  will  be  installed 
as  1979-80  president  at  the  annual 
banquet.  Guest  of  honor  will  be 
David  G.  Cogan,  MD,  consultant 
for  the  National  Eye  Institute  at 
Bethesda,  MD. 

The  opening  session  of  both 
specialties  on  Thursday,  May  17, 
will  feature  the  Paul  Craig  Sym- 
posium on  "New  Concepts  in 
Micro-Surgery.”  Topics  to  be 
explored  include  anterior  segment 
techniques,  free  flaps  and  major 
reconstructions  in  the  head  and 
neck,  micro-surgery  of  the  orbit, 


micro-vascular  surgery,  and  vit- 
rectomy. Eye  resident  papers  for 
the  Robert  E.  Shoemaker  Award 
also  will  be  presented. 

The  scientific  sessions  of  the 
ophthalmology  program  will  in- 
clude symposiums  on  new 
methods  of  surgical  care  and  in- 


DR.  FRAYER  DR.  REX 


traocular  lens,  with  attendant  in- 
struction courses.  The  Contempo- 
rary Club  in  ophthalmology  will 
again  probe  "What  Are  Today’s 
Questions?” 

Participants  in  the  otolaryngol- 
ogy scientific  sessions  will  study 
the  ear,  allergies,  and  the  head 
and  neck.  Topics  include  evolution 


of  tympanoplasty  and  unresolved 
problems,  allergy  update — con- 
cepts and  methods  for  the  office 
practitioner,  and  vertigo — pa- 
thology and  management.  A res- 
ident’s forum  will  be  held  fol- 
lowing the  symposiums. 

Thirty-six  physicians  in  the 
state,  plus  nine  from  out  of  state, 
compose  the  faculty. 

In  addition  to  its  annual  busi- 
ness meeting,  the  academy  will 
conduct  a medical  socio-economic 
forum  for  the  first  time. 

The  latest  videotapes  on  eye, 
ear,  nose,  and  throat  surgical 
techniques  and  management  will 
be  available  for  viewing  each  day. 

This  course  has  been  approved 
by  the  AM  A for  15  Category  I 
credit  hours. 

Impaired  physician 
program  planned 

The  Milton  S.  Hershey  Medical 
Center  and  the  Society’s  commit- 
tee on  the  impaired  physician  will 
sponsor  a one-day  seminar  dealing 
with  the  problems  of  the  impaired 
physician.  The  program,  directed 
toward  physicians  and  their 
spouses,  hospital  administrators, 
and  PMS  Board  members,  will  be 
held  from  9 a.m.  to  5 p.m.  Friday, 
June  8 at  the  Hershey  Motor 
Lodge.  Lectures  will  be  offered  in 
the  morning,  with  workshop  ses- 
sions available  in  the  afternoon. 

Coalition  reports 
on  rape  of  children 

A three-part  report  which  doc- 
uments the  increasing  incidence  of 
sexual  assault  of  children  is  avail- 
able from  the  Pennsylvania  Coali- 
tion Against  Rape.  This  report 
explores  the  impact  of  incest  taboo 
and  the  role  of  individual  family 
members  in  the  victimization,  and 
offers  resources  for  victims  and 
their  families. 

For  a copy  of  the  report,  call  the 
coalition  at  1-800-692-7445. 


Preliminary  Call  to  the  1979  Annual  Session  of 
the  House  of  Delegates 

The  1979  Annual  Session  of  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  will  be  called  to  order  at  the  Penn 
Harris  Motor  Inn,  Camp  Hill,  Pennsylvania,  on  Thursday, 
November  1 , 1 979.  The  second  session  of  the  House  of  Delegates 
is  scheduled  for  Friday,  November  2,  1979.  The  third  and  con- 
cluding session  of  the  House  of  Delegates  will  be  held  Saturday, 
November  3,  1979.  Since  the  third  session  may  last  into  mid- 
afternoon, delegates  should  plan  accordingly. 

All  proposed  amendments  to  the  Constitution  must  be  submit- 
ted to  the  Office  of  the  Secretary  of  this  Society  on  or  before  July 
1,  1979.  Such  amendments  may  be  proposed  upon  the  written 
petition  of  15  Active,  Senior/Active,  Associate,  or  Intern/Resident 
members  of  the  Society,  or  by  the  Committee  on  Constitution  and 
Bylaws.  While  there  is  no  specific  requirement  that  Bylaws 
amendments  be  submitted  in  advance  or  published  in  the  Official 
Call,  this  is  preferable  when  possible.  Written  resolutions  to  be 
considered  by  the  House  may  be  submitted  to  the  Secretary  by  a 
delegate  acting  in  his  own  behalf  or  for  the  component  county 
medical  society  or  specialty  society  he  represents.  Resolutions 
received  prior  to  October  1 , 1979  will  be  published  in  the  Official 

Reports  Book.  G Winfield  Yarnall,  MD 

Secretary 
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Hie  Great  Laxative  Escap 
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f^idioctyl  sodium  sulfosdfccinate 

Colace  means  escape— from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit. 
Colace  gently  helps  soften  stools  for  easy,  pain- 
less, unstrained  elimination.  It’s  the  great  laxative 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid 
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contains  theophylline  (anhydrous)  1 50  mg 
and  glyceryl  guaiocolote  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  branchospasnc 
conditions  such  as  bronchial  asthma,  chronic  bronchitis, 
and  pulmonary  emphysema 

Warnings:  Do  not  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  rectal  dose  of  any  prepare-  I 1 
rion  containing  theophylline  or  ammophylline  Do  not 
give  other  compounds  containing  xanthine  derivatives 
concurrently 

Precautions:  Use  with  caution  in  patients  with  cardiac 
disease  hepatic  or  renal  impairment  Concurrent  adminis- 
tration with  certain  antibiotics,  i.e  clindamycin  erythro- 
mycin, rroleondomycin  may  result  in  higher  serum  levels 
of  theophylline  Plasma  prothrombin  and  factor  V may 
increase,  bur  any  clinical  effect  is  likely  to  be  small.  Merab-  j 
olires  of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleacenc  acid  readings,  when  determined 
with  nirrosonaphrhol  reagent.  Safe  use  in  pregnancy  has 
nor  been  established  Use  in  case  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  system  Its  administra- 
tion may  cause  local  irritation  of  the  gastric  mucosa,  with 
possible  gastric  discomfort  nausea  and  vomiting  The 
frequency  of  adverse  reactions  is  related  to  the  serum 
rheophyllme  level  and  is  not  usuolly  a problem  ot  serum 
theophylline  levels  below  20  meg  ml 
How  Supplied:  Capsules  in  bottles  of  100  ond  1000  and 
unit-dose  packs  of  100:  Liquid  in  bottles  of  1 pint  and  1 
gallon 

See  package  insert  for  complete  prescribing  information. 

MeadJiliMnii 

PHARMACEUTICAL  DIVISION 

© 1979  Mead  Johnson  & Company  • Evansville.  Indiana  47721  USA  MJl  6-4220  jfl 


A local  plan  for  working  with  the  impaired  physician 


Richard  A.  Newman,  MD 

The  specter  of  the  impaired  physi- 
cian has  long  haunted  members  of 
the  medical  profession.  The  American 
Medical  Association  and  the  State  So- 
ciety, through  conferences  and  com- 
mittee work,  have  taken  steps  to  aid 
the  impaired  physician.  Now,  county 
medical  societies  must  move  ahead  to 
create  their  own  nonpunitive  groups 
to  help  these  physicians — drug 
abusers,  alcoholics,  the  mentally  ill, 
the  senile,  the  morally  destitute, — 
resume  a useful  place  in  medicine. 

Currently,  most  of  the  work  in  this 
area  has  been  on  a statewide  level. 
Intervention  on  a local  level  is  more 
personal,  more  thorough,  faster,  and 
less  costly.  With  this  in  mind,  Chester 
County  Medical  Society  has  taken  ac- 
tion. The  society  suggested  that  physi- 
cians from  each  of  the  five  hospitals  in 
the  area  form  a committee  to  explore 
cases  of  physician  impairment  and 
confidentially  evaluate  them.  This 
"intervention  team”  would  be  geo- 
graphically close  to  the  physician. 
Since  physicians  on  the  committee 
come  from  different  hospitals,  they 
would  not  encounter  the  impaired  doc- 
tor in  daily  work,  and  could  follow 
progress  without  conflict  of  interest. 

Committee  makeup 

The  committee  should  be  composed 
of  physicians  from  three  groups.  The 
first  group  should  contain  respected 
senior  physicians  who  would  not  be 
viewed  by  the  impaired  physician  as 
having  a selfish  interest.  Physicians 
who  have  recovered  from  a problem 
with  drugs  or  alcohol,  or  who  have 
solved  some  emotional  problem  should 
make  up  group  two.  The  third  group 
should  be  psychiatrists  who  would 
function  in  an  advisory  position.  Only 
two  psychiatrists  are  needed  on  the 
team,  to  bring  it  together.  The  psychi- 
atrists should  not  become  the  treating 

Dr.  Newman  is  chairman  of  the  de- 
partment of  psychiatry  and  medical  di- 
rector of  psychiatric  services  at  Paoti 
Memorial  Hospital,  and  clinical  associ- 
ate professor  of  psychiatry  at  Hah- 
nemann Medical  College  and  Hospi- 
tal. He  is  a former  chairman  of  the 
Chester  County  Medical  Society’s  dis- 
abled physicians  committee. 


physicians  in  any  of  the  cases. 

Problems  to  consider 

The  committee  must  deal  with  four 
areas  of  concern:  case  finding,  evalua- 
tion of  the  complaint,  confrontation  of 
physician,  and  development  of  the 
treatment  program. 

To  find  cases  of  impairment,  the 
committee  must  publicize  its  work  to 
members  of  the  medical  society,  hospi- 
tal administrators,  pharmacists,  and 
attorneys.  Calls  and  letters  should 
come  to  the  medical  society  office, 
where  they  will  be  directed  to  the 
chairman  of  the  committee. 

A committee  will  then  evaluate  the 
degree  of  impairment  in  a discreet 
fashion,  protecting  confidentiality. 

Confrontation  should  be  made  by 
two  or  three  physicians  from  other 
hospitals.  They  should  meet  with  the 
physician,  and  express  their  sincere 
concern  and  desire  to  get  him  into 
treatment  while  protecting  his  dig- 
nity, preserving  his  anonymity,  and 
sparing  him  embarrassment.  The  re- 
ality and  seriousness  of  the  illness 


must  be  conveyed  through  docu- 
mentation. The  team  must  anticipate 
denial  and  resistance.  If  one  confron- 
tation team  fails,  further  contacts 
should  be  made  by  other  teams.  They 
should  maintain  contact  with  the 
physician  and  his  family  throughout 
the  entire  treatment  program. 

The  treatment  plan  should,  if  possi- 
ble, allow  the  physician  to  continue  his 
duties  on  a limited  scale.  As  an  alter- 
native, the  committee  could  provide 
for  coverage  of  duties  until  the  physi- 
cian’s case  is  reviewed. 

Failure  of  all  attempts  should  be  re- 
ported to  the  county  medical  society, 
which  must  be  prepared  to  take  ade- 
quate action.  According  to  the  AMA, 
"When  incompetent  or  unethical  be- 
havior is  detected,  discipline  of  an  ed- 
ucational nature  should  be  employed 
first  and  only  when  that  has  failed 
should  punitive  sanctions  be  imposed. 
...  If  the  medical  profession  waits 
until  patients  are  victimized  to  make  a 
judgment  about  incompetent  or  un- 
ethical behavior,  the  system  has 
failed.”  □ 


GEISINGER  MEDICAL  CENTER 
Institute  for  Medical  Education  & Research 

presents: 

ANNUAL  POCONO  COURSE 
CLINICAL  DECISION  MAKING 
Aug.  8 - Aug.  12,  1979 
Pocono  Hershey  Resort 
White  Haven,  PA. 

Aug.  8 - AHA  C.P.R.  Certification  Course  (8  hrs.) 

Aug.  8 - 12  - Clinical  Diagnosis  & Treatment 
Sessions  8 A.M.  - 1 P.M. 

Approved  for  28  hrs.  of  Category  1 
P.M.S.  Credit 

Content  designed  for  physicians  in 
primary  care  practice  and  will  stress 
diagnostic  approach  to  commonly 
encountered  symptoms  and  signs. 

For  further  information  contact:  Ms.  Sharon  Hanley 

Program  Registrar 
Geisinger  Medical  Center 
Danville,  PA  17821 
717-275-6925 
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for  Product 
Information. 
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For  samples,  write  Dept.  D at: 

CAMPBELL  LABORATORIES,  INC 
PO.  Box  812,  FDR,  N.Y.,  N.Y.  10022 

"Hercepin-L  " is  available  at  all  Rea  & Derick, 
Drug  Stores  and  other  select  pharmacies. 
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Continuing  Medical  Education  Programs 
The  Milton  S.  Hershey  Medical  Center 

Instructors  Course  in  Basic  Cardiopulmonary 
Resuscitation 

April  20-21,  1979 
Family  Practice  Review 

April  30  - May  4,  1979 
Hotel  Hershey 

Practice  and  Financial  Management  for  New  and 

Established  Private  Practice  Physicians 

May  10-11,  1979 

Pocono  Hershey  Resort 

Family  Therapy  II:  Techniques  and  Practice 

May  14,  1979 

Time  Management  for  Physicians 

May  16,  1979 

The  Sexually  Abused  Child 

May  24-25,  1979 
Treadway  Inn,  Grantville 

Human  Sexuality  as  a Health  Concern  in  Later  Years  of 
Life 

May  25,  1979 

Women  in  Health  Care:  Preparing  for  the  Upward  Climb 

June  2,  1979 

The  Impaired  Physician 

June  8,  1979 

Hershey  Motor  Lodge  and  Convention  Center 

For  Further  Details  Contact: 

The  Milton  S.  Hershey  Medical  Center 

Department  of  Continuing  Medical  Education 

Hershey,  PA  17033  (717)  534-8898 


University  Of 
Pennsylvania  School 
Of  Medicine 
and 

Philadelphia  Veterans 
Administration 
Medical  Center 

NUTRITION  UPDATE  - 1979 

Third  Annual  Nutrition  Symposium 
April  26,  27,  1979 

Dunlop  Auditorium,  Medical  Education  Biding, 
36th  & Hamilton  Walk,  Philadelphia,  Pa.  19104 

Course  Director: 

James  L.  Mullen,  MD 
Chief  Surgery,  Philadelphia  VA 
Medical  Center 

Director,  Nutrition  Support  Service, 

Hospital  of  the  University 
of  Pennsylvania 

Topics:  Obesity 

Cardiovascular  Disease 
Nutritional  Assessment 
Nutritional  Support 
Nutritional  Support  Services 
Metabolic  Disorders 

The  purpose  of  this  course  is  to  provide  the 
practicing  physician  - pharmacist  - nurse  - clinical 
nutritionist  - hospital  administrator  - with  a 
physiologically-based  clinical  approach  to 
commonly  encountered  diagnostic  and 
therapeutic  problems  in  clinical  nutrition. 

This  continuing  medical  education  course 
meets  the  criteria  for  14.5  credit  hours  of 
Category  I of  the  Physician's  Recognition  Award 
for  the  AMA. 

Approved  by  American  Society  of  Parenteral 
and  Enteral  Nutrition  (ASPEN) 

Name:  

Address: 


Make  check  payable  to  University  of  Pennsylvania. 

Mail  application  to: 

Office  of  Continuing  Medical  Education 
School  of  Medicine/  G 3 
University  of  Pennsylvania 
Philadelphia,  Pa.  19104 

Please  check: 

Registration  Fee:  40.00  

Optional  Social  Events:  $36.00  
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Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML 


legal  counsel  reports 


'Captain  of  ship'  doctrine 
survives  in  Pennsylvania 

Fred  Speaker,  Esq. 


The  "captain  of  the  ship”  doctrine, 
developed  30  years  ago  in  Penn- 
sylvania to  provide  justice  for  pa- 
tients, survives  today  long  after  the 
need  for  it  has  vanished. 

Prior  to  1949,  many  patients  who 
suffered  injuries  as  a result  of  the  neg- 
ligence of  hospital  employes  were  help- 
less. Usually  the  negligent  nurse, 
intern,  or  resident  had  no  source  of 
revenue  to  pay  any  substantial  judg- 
ment; the  hospital,  ordinarily  able  to 
pay  substantial  damages,  was  im- 
mune under  the  doctrine  of  charitable 
immunity.1  Then,  in  the  spring  of 
1949,  the  Supreme  Court  of  Pennsyl- 
vania constructed  a doctrine  designed 
to  bring  relief  to  the  innocent,  injured 
patient  in  a protected  hospital.  Clearly 
aware  of  the  impediment  of  charitable 
immunity,  the  Court  decided  the  case 
of  McConnell  v.  Williams .2 

In  that  case,  the  defendant  physi- 
cian was  engaged  by  the  plaintiff  to 
deliver  her  child.  The  doctor  had  asked 
for  the  assistance  of  a hospital  intern 
" 'to  be  his  assistant  and  take  care  of 
the  baby  at  the  time  of  the  delivery.’  ”3 


The  patient  suffered  heavy  bleeding 
during  delivery  which  required  the 
full  attention  of  the  defendant.  When 
the  child  was  born,  the  intern  applied 
silver  nitrate  solution  to  the  eyes.  An 
excessive  amount  of  the  solution  was 
negligently  applied  by  the  intern,  the 
child  lost  the  sight  of  one  eye  and  suf- 
fered permanent  scarring  of  the  other 
eye,  and  the  child  sued. 

The  lawsuit  did  not  charge  the  de- 
fendant physician  with  any  personal 
negligence,  conceding  that  he  was  a 
highly  reputable  obstetrician  and  that 
the  operation  had  been  entirely  satis- 
factory. The  charge  was  made,  how- 
ever, that  the  intern  was  negligent 
and  that  the  defendant  was  liable  for 
damages  under  the  doctrine  of  respon- 
deat superior  — the  employer  is  re- 
sponsible for  the  negligence  of  his 
agent.  The  Supreme  Court  found: 

. . . that  in  the  course  of  an  opera- 
tion in  the  operating  room  of  a 
hospital,  and  until  the  surgeon 
leaves  that  room  at  the  conclusion 
of  the  operation,  ...  he  is  in  the 
same  complete  charge  of  those 


who  are  present  and  assisting  him 
as  is  the  captain  of  the  ship  over 
all  on  board  . . .4 
The  Supreme  Court  concluded: 

It  is  for  the  jury  to  determine 
whether  the  relationship  between 
the  defendant  and  the  interne,  at 
the  time  the  child’s  eyes  were  in- 
jured, was  that  of  master  and  ser- 
vant. If  such  was  the  relationship, 
defendant  is  legally  liable  for  the 
injury  caused  by  the  interne’s  al- 
leged negligence.  In  determining 
whether  the  interne  was  defen- 
dant’s servant  at  that  time,  the 
mere  fact  that  he  was  then  in  the 
general  employ  of  the  hospital 
would  not  prevent  the  jury  from 
finding  that  he  was  also  at  the 
same  time  the  servant  of  defen- 
dant if  he  was  then  subject  to  his 
orders  in  respect  to  the  treatment 
of  the  child’s  eyes  with  the  silver 
nitrate  solution.5 

Thus  was  bom  the  most  extreme 
view  in  the  nation6  of  the  application 
of  the  "borrowed  servant”  doctrine. 
That  doctrine  was  swiftly  applied  in 
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several  other  states  and  flowered  most 
abundantly  in  Pennsylvania.  In 
Yorston  v.  Pennell,1  a patient  whose 
right  fibula  was  fractured  suffered  se- 
vere brain  damage  as  a result  of  the 
administration  of  penicillin.  It  had 
been  demonstrated  previously  that  he 
was  allergic  to  penicillin:  he  carried  a 
note  in  his  wallet  to  this  effect,  and 
told  the  junior  intern  of  this  allergy. 
The  resident  prescribed  penicillin  as  a 
part  of  the  patient’s  post-operative 
care.  The  surgeon,  who  did  not  ad- 
minister penicillin  and  did  not  know  of 
the  allergy,  still  was  held  liable: 

We  conclude  that  the  harm  suf- 
fered by  plaintiff  was  caused  by 
the  post-operative  orders  given  by 
(the  resident)  during  the  surgery 
itself  at  a time  when  he  was  re- 
sponsible for  the  acts  of  both  (the 
intern)  and  the  nurse  anesthetist. 

It  follows  from  a proper  applica- 
tion of  the  principles  of  respon- 
deat superior  that  the  jury  were 
justified  in  finding  that  (the  sur- 
geon) was  therefore  responsible.8 
Two  years  later,  in  Rockwell  v. 


Kaplan ,9  the  Pennsylvania  Supreme 
Court  once  again  relied  on  the  "cap- 
tain of  the  ship”  doctrine  and  found 
that  surgeon  liable  for  the  negligence 
of  the  anesthesiologist  in  wrongfully 
injecting  sodium  pentothal,  which 
eventually  forced  the  amputation  of 
the  patient’s  arm.  In  these  cases,  the 
suits  were  against  the  doctors  only, 
since  it  was  believed  futile  to  sue  an 
immune  hospital. 

Then,  four  years  later,  the  Pennsyl- 
vania Supreme  Court  decided  the  case 
of  Flagiello  v.  Pennsylvania  Hospital10 
and  removed  the  hospital’s  protection 
of  charitable  immunity.  The  Court 
noted  that  the  immunity  doctrine  is 
essentially  unfair,  referring  to  the 
McConnell  case11  and  asking: 

If  a doctor  can  be  made  to  respond 
in  damages  in  a situation  of  this 
kind,  under  the  rule  of  respondeat 
superior,  what  kind  of  ration- 
alization excludes  the  hospital 
from  liability  for  the  negligence 
of  an  intern,  who  was  hired  and 
paid  by  the  hospital?12 


The  Court  answered  this  question  by 
stating  that: 

. . . where  an  overall  responsi- 
bility is  involved,  it  would  appear 
that  the  hospital,  which  employs, 
supervises  and  pays  personnel, 
would  be  the  more  logical  entity  to 
respond  in  damages  for  the  negli- 
gence of  personnel  than  the  doc- 
tor, circumstances,  of  course,  gov- 
erning each  case.  Absolving  hos- 
pital management  and  placing  fi- 
nancial responsibility  upon  the 
doctor  might  well  be  inconsistent 
with  the  principle  that  "liability 
should  fall  upon  the  party  best 
situated  to  adopt  preventive 
measures  and  thereby  to  reduce 
the  likelihood  of  injury.”13 
In  spite  of  the  language  in  this  case 
which  removed  charitable  immunity 
as  a defense  for  hospitals,  physicians 
did  not  suddenly  acquire  a new  immu- 
nity. In  Thomas  v.  Hutchinson, 14  the 
Supreme  Court  considered  a case  in 
which  the  surgeon  removed  a ruptured 
vertebral  disc  and  then  exited  the 
operating  room,  leaving  residents  to 
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Continuing  Medical  Education  Programs 


■ Credit:  A.M  A.  Category  I,  AA.F.P.,  A.C.E.P.* 

■ Faculty:  Conducted  by  nationally-renowned  cardiologists 

■ Place:  2/2  day  weekend  seminars  held  in  over  thirty  metropolitan 
and  resort  locations  throughout  the  U S. 


Cardiac  Ischemia 
and  Arrhythmias- 
Current  Concepts 

Coronary  Disease, 
Exercise  Testing  & 
Cardiac  Rehabilitation 

*ECG  Interpretation  & 
Arrhythmia  Management 

Cardiac 

Rehabilitation 

May  4-6 

May  4-6 

May  11-13 

July  13-15 

Williamsburg.  VA 

San  Diego,  CA 

Chicago,  IL 

Vail,  CO 

May  18-20 

June  8-10 

May  11-13 

August  10-12 

Las  Vegas,  !W 

Toronto,  Canada 

San  Francisco.  CA 

Lake  of  the  Ozarks.  MO 

June  15-17 

June  22-24 

June  8-11 

September  28-30 

Chicago.  IL 

Reno,  NV 

Atlanta,  GA 

Washington.  DC 

July  13-15 

July  13-15 

July  13-15 

Anaheim.  CA 

Orlando,  FL 

Great  George.  NJ 

August  17-19 

July  27-29 

July  27-29 

Toronto.  Canada 

Lake  Geneva,  Wl 

Monterey,  CA 

August  24-26 

August  17-19 

August  10-12 

Hilton  Head.  SC 

Cape  Cod.  MA 

Shanty  Creek  Resort,  Ml 

September  28-30 

September  28-30 

August  17-19 

Las  Vegas.  NV 

San  Francisco,  CA 

Orlando,  FL 

■ For  information  on  these  and  other  courses,  contact.  Director  of  CME,  Dept.  7,  International  Medical  Education  Corporation 
64  Inverness  Drive  East,  Englewood,  Colorado  80112/Tel.  (303)  773-1144  or  Toll  Free  (800)525-8646,  ext  236 


Continuing  Education  Programs 

1978-1979 

Institute  for  Medical  Education  and  Research 

Geisinger 

Medical  Center 

Advances  in  Dermatology  for  the  Practitioner 

11th  Annual  Special  Child  Conference 

Wednesday,  April  18,  1979 

Saturday,  May  5,  1979 

1 p.m.  to  5 p.m.  Tuition:  $25 

9 a.m.  to  1 p.m.  Tuition:  $15 

Topics  in  Ophthalmology 

Common  Problems  in  Allergy  & Immunology 

Saturday,  April  14,  1979 

Wednesday,  May  16,  1979 

9 a.m.  to  1 p.m.  Tuition:  $25 

9 a.m.  to  5 p.m.  Tuition:  $40 

Endocrine  Disturbances  of  Thyroid,  Adrenals  & Gonads 

Adult  Congenital  Heart  Disease 

Wednesday,  May  2,  1979 

Wednesday,  June  6,  1979 

9 a.m.  to  5 p.m.  Tuition:  $40 

9 a.m.  to  5 p.m.  Tuition:  $40 

Internal  Medicine-Pocono  Course  - 1979 

August  8-12,  1979 

At  Pocono-Hershey 

For  further  information  write  to: 

As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger 

Millie  K.  Fleetwood,  Ph  D. 

Medical  Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in 

Geisinger  Medical  Center 

Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical 

Danville,  Pennsylvania  17821 

Association.  (Refer  to  each  program  — full  day  - 7 hours  credit  and  V2  day -4 

or  telephone  (717)  275-6333 

hours  credit). 

'The  'captain  of  the  ship'  doctrine, 
developed  30  years  ago  in  Pennsylvania 
to  provide  justice  for  patients, 
survives  today  long  after  the  need 
for  it  has  vanished.' 


close  the  incision  and  remove  the 
sponges.  One  sponge  was  not  removed. 
The  Court  held  that  the  jury  should 
decide  whether  the  residents  were 
servants  of  the  surgeon  or  the  hospital , 
stating: 

In  enunciating  the  "captain  of  the 
ship”  theory  in  McConnell,  it  was 
no  coincidence  that  this  Court 
noted,  "If  operating  surgeons 
were  not  to  be  held  liable  for  the 
negligent  performance  of  the 
duties  of  those  when  working 
under  them,  the  law  would  fail  in 
large  measure  to  afford  a means  of 
redress  for  preventable  injuries 
sustained  during  the  course  of 
such  operations.”  361  Pa.  at  364, 
65  A.  2d  at  247.  Thus,  any 
willingness  to  characterize  a head 
surgeon  as  the  "captain  of  the 
ship”  in  order  to  financially 
restore  the  patient  should  be 
clearly  negated  in  the  light  of  the 
Flagiello  opinions.  If,  in  fact,  the 
residents  were  negligent,  either 
the  hospital  or  the  head  surgeon 
could  be  vicariously  liable,  ex- 
pending, of  course,  on  whether 
the  residents  were  "borrowed.” 
Hence,  this  factual  determination 
is  well  nigh  dispositive  of  the  case 
and  should  be  decided  by  the 
jury. 15 

The  state  Supreme  Court  took  the 
next  logical  step  to  narrow  the  effect  of 
the  "captain  of  the  ship”  doctrine  in 
the  case  of  Tonsic  v.  Wagner. 16  In  that 
case,  a claim  was  made  against  both 
the  hospital  and  the  surgeon.  Injuries 
had  resulted  from  the  failure  to  re- 
move a Kelly  clamp  from  the  patient’s 
abdomen  after  a colectomy  operation. 
The  surgeon  was  assisted  by  his  asso- 
ciate and  by  nurses  and  an  intern, 
none  of  whom  called  the  surgeon’s  at- 
tention to  the  clamp  in  the  patient’s 
abdomen.  The  surgeon  requested  that 
the  jury  be  permitted  to  determine 
whether  the  hospital  was  vicariously 
liable  for  the  injury,  but  the  trial  court 
refused: 

"Rather  the  Court  held  that  the 
doctor,  as  'captain  of  the  ship,’ 
had  exclusive  control  over  the 
persons  in  the  operating  room  and 
was  therefore  solely  liable  for  any 
negligence  committed  there . . ,”17 
The  Supreme  Court  reversed,  holding 
that  McConnell  did  not  say  the  sur- 
geon was  the  only  person  liable  and 


concluding  that  agency  law  principles 
apply  both  to  the  surgeon  and  the  hos- 
pital: 

Hospitals,  as  well  as  the  operating 
surgeon  owe  a duty  to  the  patient. 

If  that  duty  is  breached  under  cir- 
cumstances from  which  a jury 
could  reasonably  conclude  that 
the  negligent  party  was  at  the 
same  time  the  servant  of  two  mas- 
ters, both  masters  may  be  liable.18 


Mr.  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society's  legal 
counsel. 


This  holding  of  possible  liability  for 
the  hospital  and  the  surgeon  soon  was 
followed  in  the  Pennsylvania  Superior 
Court  with  the  cases  of  Bilonoha  v. 
Zubritsky 19  and  Easter  v.  Hancock.20 
In  the  Easter  case,  the  Court  held  that 
it  would  be  a misapplication  of  the 
"captain  of  the  ship”  doctrine  to  say 
that  two  residents  who  assisted  a sur- 
geon must  be  held  innocent  of  any  lia- 
bility. 

The  erosion  of  the  "captain  of  the 
ship”  doctrine  by  the  Court  has  been 
seen  by  some  as  a total  disapproval  of 
the  concept.21  The  Texas  Supreme 
Court  has  expressly  disapproved  the 
doctrine:  "We  disapprove  the  captain 
of  the  ship  doctrine  and  hold  that  it  is  a 
false  special  rule  of  agency.”22  This 
view  is  not  shared  yet  in  Pennsylva- 
nia. Less  than  a year  ago  in  Grubb  v. 
Albert  Einstein  Medical  Center  23  the 
Superior  Court  approved  the  applica- 
tion of  a new  theory  of  hospital  lia- 
bility yet  also  followed  the  "captain  of 
the  ship”  doctrine.  In  that  case,  a resi- 
dent used  a surgical  tool  in  performing 
an  anterior  cervical  fusion  to  remove  a 
bone  plug.  A mishap  occurred  and  the 
patient  was  rendered  quadriplegic. 
The  Court  stated: 

The  Captain  of  the  Ship  Doctrine 
was  originally  set  forth  in 
McConnell  v.  Williams,  361  Pa. 
355,  65  A. 2d  243  (1949)  and  has 
agency  considerations  as  its  base. 
The  essential  question  is  whether 
one  is  subject  to  the  control  of  an- 
other not  only  to  the  work  to  be 
done  but  also  the  manner  of  per- 
forming it.  Furthermore,  it  has 
been  consistently  held  that  a 
physician  may  be  simultaneously 
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the  agent  of  a hospital  and  an- 
other physician  although  the 
employment  is  not  joint.  Yorston 
v.  Pennell,  397  Pa.  28,  153  A.2d 
255  (1959).  However,  the  master 
must  have  control  not  only  over 
the  agent  but  over  the  work  and 
the  performance  thereof  before  li- 
ability can  be  extended  to  him. 
Collins  v.  Hand,  431  Pa.  378,  246 
A. 2d  398  (1968).  And  the  deter- 
mination of  whether  a resident 
was  the  servant  of  a senior  sur- 


user  without  substantial  change 
in  its  condition.  Although  Mrs. 
Grubb  was  not  the  purchaser  of 
the  plug  cutter,  she  was  an  ulti- 
mate consumer  and  therefore  had 
a cause  of  action  against  the  man- 
ufacturer. Oehler  v.  Davis,  223  Pa. 
Super.  333, 298  A.2d  895  ( 1973).25 
In  reviewing  the  strict  liability  of 
Albert  Einstein  Medical  Center 
we  are  considering  a case  of  first 
impression  in  Pennsylvania. 
However,  the  Supreme  Court  of 


. a surgeon  in  Pennsylvania 
still  can  be  held  liable  for  the 
negligence  of  hospital  employes 
working  in  the  same  operating  room. 


geon  is  a factual  issue  to  be  de- 
termined by  the  trier  of  fact. 
Thomas  v.  Hutchinson,  442  Pa. 
118,  275  A. 2d  23  (1971).24 
The  Court  also  considered  the  hospi- 
tal’s liability  under  the  additional 
theory  of  strict  liability  for  the  defec- 
tive condition  of  the  surgical  tool,  stat- 
ing: 

The  Supreme  Court  of  Pennsyl- 
vania adopted  §402A  of  the 
Restatement  of  Torts  (2d)  as  the 
law  in  this  Commonwealth  in  the 
case  of  Webb  v.  Zern,  422  Pa.  424, 
220  A. 2d  853  (1966).  That  section 
of  the  Restatement  reflects  the 
modern  trend  of  the  law  and  im- 
poses strict  liability  in  tort  on  any 
person  who  sells  a product  in  a 
defective  condition  unreasonably 
dangerous  to  the  user  or  consumer 
if  (1)  the  seller  is  engaged  in  the 
business  of  selling  the  product, 
and  (2)  the  product  reaches  the 


1.  /See  Fire  Insurance  Patrol  v.  Boyd,  120 
Pa.  624  (1888). 

2. /361  Pa.  355  (1949). 

3.  /McConnell  v.  Williams,  361  Pa.  355, 
357  (1949). 

4.  /Id.  at  362. 

5.  /Id.  at  366-7. 

6.  /See  Horty,  1 Hospital  Law  "Negli- 
gence-Liability, Chap.  6,  p.  2 (1978). 

7. /397  Pa.  28  (1959). 

8 . /Id.  at  41. 

9. /404  Pa.  574  (1961). 

10./417  Pa.  486  (1965). 

11  ./McConnell  v.  Williams,  supra  at  note  3. 

12. IFlagiello  v.  Pennsylvania  Hospital, 
supra  at  507. 


Pennsylvania  has  given  a wide 
berth  to  Section  402A  and  has 
found  that  liability  extends  to  all 
sellers  in  the  distributive  chain. 
Bialick  v.  Pittsburgh  Brewing 
Company,  430  Pa.  176,  242  A. 2d 
231  (1968).  The  court  has  further 
recognized  that  liability  does  not 
turn  on  the  technical  existence  of 
a sale.  Hoffman  v.  Misericordia 
Hospital,  439  Pa.  501,  267  A. 2d 
867  (1970).26 

Thus,  the  law  in  Pennsylvania  has 
not  run  a full  circle  from  the  time  the 
"captain  of  the  ship”  doctrine  was  ini- 
tiated. The  basic  reason  for  its 
creation — the  charitable  immunity  of 
hospitals — has  disappeared;  liability 
has  been  expanded  to  include  hospi- 
tals and  assistants.  However,  a sur- 
geon in  Pennsylvania  still  can  be  held 
liable  for  the  negligence  of  hospital 
employes  working  in  the  same  operat- 
ing room.  □ 

13. lid.  at  508. 

14. /442  Pa.  118  (1971). 

15 . /Id.  at  126. 

16. /458  Pa.  246  (1974). 

17.  /Id.  at  249. 

18 . /Id.  at  253. 

19. /233  Pa.  Super.  136  (1975). 

20. /237  Pa.  Super,  31  (1975). 

21. /See  Lavin,  "Malpractice:  Down  goes  the 
captain-of-the-ship  doctrine,”  Medical 
Economics,  p.  37  (July  11,  1977). 

22 JSprager  v.  Worley,  S.W.2d  (Tex.  1977). 
237387  A. 2d  480  (Pa.  Super.  1978). 

24. /Id.  at  487. 

25  ./Id.  at  488. 

26. /Id.  at  490. 


Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clidimum  Br. 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation. FDA  has  classified  the  indications 
as  follows 

"Possibly"  effective  as  adiunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contraindications:  Glaucoma;  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidimum  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazmes. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adiustment. 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis). jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  r e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation,  i 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo-  ! 
lytics  and/or  low  residue  diets 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


In  treating  irritable  bowel  syndrome 

Enhance  your  therapeutic  expectations 

with 


Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
k and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimotility 

Librax  is  unique  among  G.I.  medications 
in  providing  the  specific  antianxiety  action  of 
LIBRIUM*(chlordiazepoxide  HC1)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 
QUARZAN  tclidinium  Br)  for  adjunctive  therapy 
of  irritable  bowel  syndrome. 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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Motrin 

ibuprofen,  Upjohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


ituprofen,  Upjohn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Fteptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

F’atients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 


Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 


Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 


Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 


How  Supplied 

Motrin  Tablets.  300  mg  (white) 
Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 
Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


Caution:  Federal  law  prohibits  dispensing  without  prescription. 


obituaries 


• Indicates  membership  in  Pennsylvania  Society  at  time  of  death 

• Janies  W.  Boyle,  Forty  Fort;  Jefferson  Medical  College,  1928; 
age  75,  died  January  28, 1979.  A physician  for  more  than  50  years, 
he  was  a member  of  the  staff  of  Nesbitt  Memorial  Hospital. 

• W.  Emory  Burnett,  Norristown;  Jefferson  Medical  College, 
1923;  age  80,  died  January  11,  1979.  He  was  a pioneer  in  thoracic 
surgery  and  former  chairman  of  the  department  of  surgery  at 
Temple  University  Medical  Center. 

• Frank  J.  Cibrik,  Glassport;  Georgetown  University  School  of 
Medicine,  1942;  age  64,  died  January  11,  1979.  He  was  a charter 
fellow  of  the  American  Academy  of  Family  Physicians. 

• Victor  J.  Covalesky,  Dalton;  Hahnemann  Medical  College  & 
Hospital,  1936;  age  65,  died  August  22, 1978.  He  was  a member  of 
the  Lackawanna  County  Medical  Society. 

• Franklin  D.  Gassaway,  Pittsburgh;  University  of  Maryland 
School  of  Medicine,  1944;  age  60,  died  January  24,  1979.  Dr.  Gas- 
saway was  senior  staff  surgeon  at  West  Penn  Hospital,  Pittsburgh. 

• Allen  J.  Hannen,  Williamsport;  Temple  University  School  of 
Medicine,  1938;  age  66,  died  January  1,  1979.  He  served  the 
Williamsport  area  for  38  years. 

• C.  Harold  Johnson,  Gettysburg;  University  of  Pennsylvania 
School  of  Medicine,  1935;  age  69,  died  January  13,  1979.  Dr. 
Johnson  was  chief  pathologist  at  Warner  Hospital  for  40  years  and 
also  maintained  a private  practice,  specializing  in  cardiology. 

• Ammon  G.  Kershner,  Norristown;  University  of  Pennsylvania 
School  of  Medicine,  1919;  age  89,  died  December  12,  1978.  He  had 
been  a practicing  physician  since  1919. 

• Charles  E.  Kibler,  Erie;  Johns  Hopkins  University  School  of 
Medicine,  1948;  age  54,  died  January  22,  1979.  A specialist  in 
surgery,  he  completed  his  internship  at  Yale  University. 

• Irving  J.  Morgan,  Miami  Beach,  Florida;  University  of  Mary- 
land School  of  Medicine,  1929;  age  74,  died  January  12,  1979.  An 
ophthalmologist  and  eye  surgeon,  he  was  a member  of  the  staff  at 
Montefiore  Hospital,  Pittsburgh. 

• Melchior  M.  Mszanowski,  Erie;  Jefferson  Medical  College, 
1916;  age  87,  died  January  17,  1979. 

• Paul  H.  Neese,  Bala  Cynwyd;  University  of  Pennsylvania 
School  of  Medicine,  1926;  age  77,  died  January  19, 1979.  A general 
practitioner,  he  was  a retired  staff  member  of  Graduate  Hospital, 
the  Physician’s  and  Surgeon’s  Hospital,  and  the  American  Hospi- 
tal for  Diseases  of  the  Stomach. 

• John  L.  Neill,  Bradford;  University  of  Pittsburgh  School  of 
Medicine,  1932;  age  73,  died  December  31, 1978.  In  1945  he  started 
a general  practice  in  Bradford  which  continued  until  his  death. 

• John  F.  Rhodes,  Lehighton;  Jefferson  Medical  College,  1942; 
age  62,  died  January  8,  1979.  Dr.  Rhodes  was  a radiologist  for  the 
past  26  years  and  served  at  Gnaden  Huetten,  Palmerton,  and 
Coaldale  Hospitals. 

• Abraham  I.  Schwartz,  Reading;  University  of  Pennsylvania 
School  of  Medicine,  1936;  age  70,  died  January  28,  1979.  He  was  a 
former  chief  of  staff  at  Community  General  Hospital. 

• John  F.  Shoff,  Philipsburg;  Jefferson  Medical  College,  1944; 
age  60,  died  December  23, 1978. 

• Gordon  P.  VanBuskirk,  Chambersburg;  Jefferson  Medical 
College,  1944;  age  59,  died  January  11,  1979. 

• G.  B.  McClellan  Wilson,  Mechanicsburg;  Jefferson  Medical 
College,  1933;  age  70,  died  September  30,  1978. 

• Albert  J.  Zogby,  Hazleton;  Hahnemann  Medical  College  & 
Hospital,  1943;  age  61,  died  January  4, 1979.  He  was  a past  presi- 
dent of  the  Hazleton  Branch  of  the  Luzerne  County  Medical  Soci- 
ety and  was  a past  chief  of  obstetrics  at  the  Hazleton  State  General 
Hospital. 

Walter  L.  Dietz,  Summerville,  South  Carolina;  age  91,  died 
January  5,  1979.  He  practiced  medicine  in  Lemoyne  for  45  years. 
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It  makes  sense  to  use 
the  PMS  Credit  Union. 


Start  saving  today  at  your  PMS  Credit  Union  with  easy  payroll 
deductions. 


Plan  now  for  summer  travel 
and  winter  retreats. 


Your  savings  are  protected  at 

the  PMS  Credit  Union. 
Deposits  are  insured  up  to 
$40,000  per  account  by  the 
National  Credit  Union  Adminis- 
tration. 


PMS  Credit  Union  membership 
is  open  to  all  PMS  members, 
their  families,  employes,  and 
employes’  families. 


BUILD  A NEST  EGG 
WITH  PMSCU  SAVINGS. 


Fill  out  coupon  and  mail  today! 


PENNSYLVANIA  MEDICAL  SOCIETY  CREDIT  UNION 

20  Erford  Rd.,  Lemoyne,  PA  17043  Phone  (717)  763-7151 


Yes,  I am  interested  in  PMS  Credit  Union  membership.  Send  me  more  information  today. 

I am  interested  in  saving  with  easy  payroll  deductions. 
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Reducing  hepatitis  transmission  from  125I-fibrinogen 

George  L.  Jackson,  MD 


The  125I-fibrinogen  uptake  test  has 
proved  to  be  a reliable  method  of 
detecting  deep  venous  thrombosis  in 
the  lower  extremities. ’•3,4,7,8,10  U Al- 
though widely  used  in  Great  Britain 
for  more  than  a decade,  its  acceptance 
in  the  United  States  has  been  ham- 
pered by  the  fear  of  transmitting  viral 
hepatitis  to  the  recipients.  This  fear  is 
founded  largely  on  the  reports  of 
Boeve  et  al.2  and  Laiwah  et  al.** 

Boeve  et  al.,  reporting  ten  cases  of 
hepatitis  among  32  patients  receiving 
transfusions  of  blood  and  fibrinogen 
after  open  heart  surgery,  claimed  that 
fibrinogen  fractionated  from  large 
pools  of  human  plasma  cannot  be  pre- 
pared free  of  hepatitis.  Pendergrass 
and  Castronovo12  seized  this  state- 
ment to  fortify  their  contention  and 
that  of  Silberstein13  that  homologous 
fibrinogen  should  not  be  infused 
routinely  for  uptake  studies.  "If  the 
use  of  fibrinogen  obtained  from  pooled 
plasma  becomes  widespread,  it  will 
only  be  a matter  of  time  until  cases  of 
hepatitis  appear,”  they  predicted. 

This  prophecy  had  already  come 
true  in  Scotland,  where  Laiwah  et  a/.9 
uncovered  two  instances  of  viral 
hepatitis  following  the  use  of  radio- 
iodinated  fibrinogen.  The  authors, 
however,  did  not  indicate  whether  the 
fibrinogen,  which  came  from  Sweden, 
was  obtained  from  pooled  plasma  or 
from  pedigreed  donors. 

Though  fibrinogen  fractionated 
from  pooled  plasma  carries  an  inher- 


Dr. Jackson  is  clinical  professor  of 
medicine  at  the  Milton  S.  Hershey 
Medical  Center,  and  director  of  the  de- 
partment of  nuclear  medicine  at  Har- 
risburg Hospital.  The  author  acknowl- 
edges the  help  of  Doris  E.  Fletcher. 


ent  risk  of  hepatitis,  there  is  ample 
evidence  that  the  risk  is  infinitesimal 
when  donors  for  plasmapheresis  are 
screened  for  hepatitis.3  8 Moreover,  the 
U.S.  Food  and  Drug  Administration 
has  imposed  an  additional  safeguard: 
certification  of  each  lot  of  fibrinogen 
intended  for  clinical  use.  We  shall  de- 
scribe the  criteria  for  selection  of 
donors  and  the  clinical  studies  that  are 
required  for  certification. 

Donor  qualifications 

Only  pedigreed  donors  are  used.  Ini- 
tially they  must  meet  standards  estab- 
lished by  the  Bureau  of  Biologies  and 
the  American  Association  of  Blood 
Banks.  They  also  must  meet  the  fol- 
lowing criteria  designed  to  screen  out 
potential  transmitters  of  viral  hep- 
atitis: 

1.  Donors  must  have  given  blood  or 
blood  components  at  least  three  times 
previously  over  a period  of  at  least  six 
months;  the  recipients  of  such  prod- 
ucts must  be  free  of  overt  signs  of 
hepatitis. 

2.  The  prospective  donor’s  history  is 
reviewed  thoroughly,  and  a careful 
physical  examination  is  done  to  en- 
sure that  he  is  not  a carrier  of  hepatitis 
virus.  Interim  history  and  physical 
examination  are  repeated  every  six 
months  to  ensure  that  the  donor  re- 
mains free  of  hepatitis  virus. 

3.  Before  entering  a plasmapheresis 
program,  the  prospective  donor  un- 
dergoes the  following  laboratory 
studies:  hematocrit,  total  leukocyte 
count  with  differential,  serum  biliru- 
bin (total  and  direct),  serum  glutamic 
pyruvic  transaminase  (SGPT),  serum 
lactic  dehydrogenase  (LDH),  total  pro- 
tein with  albumin-globulin  ratio  (A/G 
ratio),  and  complete  urinalysis  with 
testing  for  bilirubinuria.  Testing  for 
Hepatitis  Associated  Antigen  (HBAg) 
is  done  by  radioimmunoassay  using 


licensed  materials.  HBAg  antibody 
(HBAb)  is  tested  by  passive  hemag- 
glutination and  radioimmunoassay. 
More  sensitive  tests  may  be  employed 
when  licensed  materials  are  available. 

These  tests  are  repeated  at  monthly 
intervals.  The  test  for  HBAg  also  is 
performed  at  the  time  of  each  plas- 
mapheresis. 

4.  A prospective  donor  is  rejected  if 
any  suspicion  of  liver  disease  is  uncov- 
ered by  the  history,  physical  examina- 
tion, or  laboratory  studies.  A donor 
who  has  been  admitted  to  the  plas- 
mapheresis program  is  disqualified 
from  further  participation  upon  evi- 
dence of  acquisition  of  HBAg  or  HBAb. 
Occasional  abnormalities  in  the  peri- 
odic physical  examination  or  labora- 
tory tests  are  to  be  expected.  When 
they  occur,  plasmapheresis  of  the 
donor  may  continue,  but  the  fibrino- 
gen or  other  plasma  products  are 
quarantined  until  the  absence  of 
HBAg  and  HBAb  has  been  estab- 
lished. 

Additional  safeguards 

The  plasma  collected  from  ped- 
igreed donors  is  processed  for  the 
preparation  of  fibrinogen.  The  fi- 
brinogen is  stored  in  individual  lots, 
each  lot  containing  material  from 
which  the  final  labeled  fibrinogen  will 
be  prepared.  A small  amount  of  fibrin- 
ogen from  each  lot  is  processed  fur- 
ther, labeled  with  125I,  and  prepared 
for  clinical  trial  prior  to  certification. 
The  remainder  is  withheld  from  gen- 
eral use  until  the  recipients  of  the  trial 
material  have  been  monitored  for  at 
least  six  months  with  no  clinical  or 
laboratory  evidence  of  hepatitis. 

Clinical  trials 

The  nuclear  medicine  department  of 
Harrisburg  Hospital  is  one  of  many 
nuclear  medicine  facilities  involved  in 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cardilate'  (erythrltyl  tetranitrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions. 

SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

FfOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1,000. 

Also  available  Cardilate®-P  (Erythrityl  Tetramtrate  with  Phenobarbital)*  Tablets 
(Scored) 

(‘Warning — may  be  habit-forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


TABLE  1 

Abnormal  Laboratory  Results 

Laboratory  Determinations 

Duration 

Serum 

Alkaline 

of  follow-up 

Age 

Sex 

(months) 

HBAg  HBAb 

bilirubin 

phosphatase 

SGPT 

LDH 

1. 

38 

M 

6 

0 

0 

0 

0 

6th  month 

4th  month 

2. 

50 

M 

6 

0 

0 

0 

pre-inject. 

5th  & 6th 

pre-inject., 

months 

2nd,  3rd, 
5th  & 6th 
months 

3. 

74 

M 

>6 

0 

0 

0 

pre-inject. 

4th  month 

0 

4. 

37 

M 

>6 

0 

0 

0 

pre-inject. 

5th  month 

1st,  2nd, 

3rd,  5th 
& 6th  months 

5. 

63 

F 

6 

0 

0 

0 

0 

0 

1st,  2nd, 

3rd,  4th 
& 6th  months 

6. 

56 

F 

6 

0 

0 

0 

0 

0 

3rd  & 6th 
months 

7. 

61 

F 

6 

0 

0 

0 

0 

0 

4th,  5th 
& 6th  months 

8. 

78 

F 

>6 

0 

0 

0 

0 

0 

2nd,  5th 
& 6th  months 

9. 

69 

F 

1 

0 

0 

0 

pre-inject. 

0 

0 

10. 

28 

F 

5 

0 

0 

0 

0 

0 

4th  month 

11. 

38 

M 

3 

0 

0 

0 

0 

1st  month 

1st  & 3rd 
months 

12. 

31 

M 

2 

0 

0 

0 

0 

pre-inject. 

1st  month 

13. 

29 

M 

3 

0 

0 

0 

0 

pre-inject. 

1st  month 

testing  125I-fibrinogen  for  certification. 
This  study,  which  is  part  of  a larger 
multicenter  program  for  lot  testing, 
concerns  clinical  tests  with  two  lots  of 
125I-fibrinogen  prepared  by  E.R. 
Squibb  & Sons,  Inc.,  Princeton,  N.J., 
from  plasma  supplied  by  Sera-Tec 
Biologicals,  Inc.,  North  Brunswick, 
N.J. 

The  plasma  was  obtained  from  ped- 
igreed donors  meeting  the  preceding 
criteria.  Before  preparation  of  the 
labeled  fibrinogen  it  was  tested  for 
HBAg  by  radioimmunoassay  and 
found  negative. 

The  test  material  was  used  in  pa- 
tients having  a clinical  need  for  the 
fibrinogen  uptake  test  who  consented 
to  use  of  the  uncertified  I25I-fibrino- 
gen.  To  be  accepted  as  a study  subject, 
patients  had  to  be  free  of  present  or 
past  hepatitis  as  determined  by  clini- 
cal evaluation,  laboratory  testing,  and 
measurement  of  HBAg  and  HBAb.  A 
sufficient  number  of  patients  were  en- 
tered into  the  study  to  ensure  ade- 
quate follow-up  in  at  least  five  cases. 

Follow-up  consisted  of  monthly  ex- 
aminations over  a six  month  period 


during  which  the  patient  was  checked 
for  signs  of  clinical  hepatitis  and  was 
subjected  to  laboratory  tests  of  liver 
function  (i.e.,  serum  bilirubin,  SGPT, 
LDH,  and  alkaline  phosphatase)  and 
HBAg  and  HBAb  determinations. 

Of  13  patients  admitted  to  the  study, 
eight  completed  the  required  six 
months  of  follow-up.'  The  remaining 
five  were  followed  for  one  to  five 
months  after  administration  of  125I- 
fibrinogen.  As  Table  1 shows,  tests  for 
HBAg  and  HBAb  were  consistently 
negative.  All  serum  bilirubin  deter- 
minations were  within  normal  limits. 
Serum  alkaline  phosphatase  levels, 
while  occasionally  elevated  before  in- 
jection of  l25I-fibrinogen,  were  normal 
in  all  instances  throughout  the 
follow-up  period.  The  only  post  injec- 
tion abnormalities  occurred  in  LDH 
and  SGPT  levels.  From  a detailed 
analysis  provided  by  our  biochemist,  it 
was  determined  that  deviations  were 
significant  in  five  patients:  2,  4,  5,  8, 
and  11. 

Patient  2,  the  only  one  with  a persis- 
tent elevation  of  SGPT,  was  in  the 
hospital  because  of  adenocarcinoma  of 


the  cecum.  Postoperatively,  a right 
subhepatic  abscess  occurred  associ- 
ated with  anaerobic  septicemia.  A 
pulmonary  embolus  was  suspected  as 
well. 

Patient  4 had  a history  of  suspicious 
findings  on  liver  scan.  During  the 
present  hospitalization,  he  had  a pul- 
monary embolus  with  infarction  and 
pneumonia. 

Patient  5 entered  the  study  with  a 
diagnosis  of  pulmonary  embolus,  car- 
pal tunnel  syndrome,  and  hyperten- 
sive cardiovascular  disease. 

Patient  8 had  a diagnosis  of  pulmo- 
nary embolus,  arteriosclerotic  car- 
diovascular disease,  and  diabetes  mel- 
litus. 

Patient  11  had  thrombophlebitis. 

Elevations  of  LDH  and  SGPT  are 
nonspecific.  In  the  present  context, 
these  elevations  cannot  be  regarded  as 
evidence  of  liver  cell  damage  due  to 
administration  of  fibrinogen.  We  con- 
clude that  the  material  from  which 
these  two  lots  of  l25I-fibrinogen  were 
prepared  is  safe  for  general  use  with- 
out risk  of  transmitting  viral  hep- 
atitis. 
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Discussion 

The  key  to  the  controversy  about 
safety  of  fibrinogen  for  diagnostic 
studies  is  the  issue  of  pooled  plasma 
versus  plasma  from  pedigreed  donors. 
Those  who  oppose  the  use  of  fibrinogen 
appear  to  be  concerned  about  the  risk 
of  hepatitis  from  pooled  plasma.12-13 
The  fibrinogen  in  the  series  of  Boeveet 
a/.2  was  obtained  from  pooled  plasma; 
the  source  of  the  fibrinogen  incrimi- 
nated in  the  report  of  Laiwah  et  al.v  is 
unidentified. 

As  far  as  we  can  ascertain,  there 
have  been  no  instances  of  acquired 
viral  hepatitis  when  fibrinogen  from 
pedigreed  donors  is  used.  Several 
large  series  have  been  reported  from 
Great  Britain3-5-6-8  totaling  more  than 
2,000  patients  without  an  occurrence 
of  viral  hepatitis.  In  the  United  States, 
Humect  a/.7  followed  ten  recipients  of 
125I-fibrinogen  for  six  months  and 
found  no  evidence  of  hepatitis. 

Although  the  risk  of  hepatitis 
transmission  can’t  be  eliminated  com- 
pletely, with  careful  selection  of 
donors  for  plasmapheresis,  and  the 
additional  safeguards  imposed  by  the 
Food  and  Drug  Administration,  we 
can  see  no  block  to  further  application 
of  the  125I-fibrinogen  uptake  test  in  the 
United  States.  □ 
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Training  Program 
For 

Emergency  Physicians 

Sponsored  by:  College  of  Physicians  of 
Philadelphia 

Hahnemann  Medical  College 
Jefferson  Medical  College 
Medical  College  of  Pennsylvania 
Philadelphia  College  of 
Osteopathic  Medicine 
Temple  University  School  of 
Medicine 

University  of  Pennsylvania 
School  of  Medicine 

A three-week  course  for  physicians  already 
engaged  in  the  delivery  of  emergency  care. 
The  course  content  is  divided  into  the  fol- 
lowing: 

First  Week  April  23-27,  1979:  Medical 
Emergencies 

Second  Week  April  30-May  4,  1979:  Life 
Support 

Third  Week  May  7-1  1,  1979;  Surgical 
Emergency  & Trauma 

CPR  Provider  Courses  for  Physicians  Only 

April  27-28,  1979:  Basic  CPR 

May  4-5,  1979:  Advanced  Cardiac  Life  Support 

Enrollment  is  for  one,  or  two,  or  all  three  weeks. 
Learning  experiences  occupy  the  whole  day,  9 
a.m.  to  5 p.m.,  Monday  through  Friday,  and  are  a 
combination  of  didactic  and  practical  sessions.  All 
didactic  sessions  will  be  held  at  the  College  of 
Physicians  of  Philadelphia.  The  practical  sessions 
will  be  held  at  the  various  hospitals  of  the  spon- 
soring institutions. 

Enrollment  will  be  limited  to  35  participants  per 
week. 

Approved  for  AMA  Category  I Credit 

For  further  information  contact: 

Office  of  Continuing  Education  Programs 
College  of  Physicians  of  Philadelphia 
19  South  22nd  Street 
Philadelphia,  Pa.  19103 
(215)  561-6050,  Ext.  31 
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DESCRIPTION:  Methyltestosterone  is  170-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3.  Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  tor  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  ANO  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
reguirements  Daily  reguirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency.  10  to  40  mg  , 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R B 
Greenblatt,  M.D.  R.  Witherington,  M.D.;  I.  B Sipahioglu, 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept  1976 
SUPPLIED:  5,  10,  25  mg  in  bottles  of  60,  250  Rx  only 


When  - 

impotence 

is  due  tolandrogenic  deficiency. 

Android  5 K)  25 

Methyltestosterone  U.S.R  Tablets 

A well  absorbed  oral  androgen. 

Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric /eunuchoidism,  eunuchism /post- puberal  cryptorchidism. 


editorials 


Vital  statistics 


Vital  statistics  in  the  United  States  are  collected  and 
distributed  through  a decentralized  system.  Prior  to  1900, 
national  vital  statistics  were  not  available.  While  state  and 
local  reporting  did  occur  in  some  areas,  it  was  not  until  the 
1930s  that  consistent  national  reporting  was  achieved. 
Pennsylvania  received  official  recognition  of  birth  regis- 
tration reporting  in  1915.  All  50  states  as  well  as  territories 
participate  in  this  decentralized  system. 

One  of  the  problems  encountered  when  organizing  the 
system  was  standardization.  The  ability  to  incorporate  and 
compare  data  on  a national  scale  required  uniformity  of 
questions  and  their  wording.  United  States  standard  certif- 
icates, first  developed  in  1900  by  the  Census  Bureau,  serve 
as  models  for  state  certificates.  These  standard  certificates 
are  reviewed  and  revised  every  ten  years,  the  most  recent 
revision  occurring  in  1978. 

In  order  to  assess  the  value  and  design  of  the  certificates, 
opinions  are  solicited  from  such  organizations  as  state  and 
national  medical  associations,  state  and  national  hospital 
associations,  medical  record  librarian  associations,  state 
and  national  bar  associations,  registrars,  health  officers, 
researchers,  and  government  agencies.  Based  on  the  re- 
sponse, technical  consultants  recommend  revisions  in  the 
standard  certificate. 

In  Pennsylvania,  the  privacy  and  confidentiality  of  vital 
statistics  are  protected  by  law.  Records  are  available  only 
to  those  with  a personal  or  tangible  interest  in  the  certifi- 
cate, and  are  not  available  for  public  inspection.  When 
information  is  released  from  a birth  certificate,  only  that 


portion  pertaining  directly  to  the  actual  birth  is  issued.  The 
certification  of  birth  contains  the  name,  place  of  birth,  date 
of  birth,  file  number  and  the  date  issued.  Parents’  names 
may  be  requested  but  this  information  is  not  routinely 
included.  Medical  and  health  information  is  released  only 
by  court  order.  Files  may  be  used  for  research  purposes  but 
only  under  written  assurance  that  confidentiality  will  be 
preserved. 

Vital  statistics  can  provide  a valuable  source  of  informa- 
tion to  health  planners.  While  we  are  familiar  with  use  of 
birth  certificates  to  obtain  passports,  and  for  proof  of  age, 
we  do  not  give  much  thought  to  using  vital  statistics  for 
population  projections  to  determine  future  educational 
needs,  or  for  evaluation  of  prenatal  care  programs.  Statis- 
tics on  handicaps  and  birth  defects,  when  properly  entered 
on  the  birth  record,  can  be  used  to  anticipate  future  special 
needs  in  health  and  education.  Date  of  last  birth  may  pro- 
vide information  on  the  value  of  planned  parenthood  ac- 
tivities. High  risk  factors  may  be  identified  and  programs 
for  their  correction  evaluated  or  initiated. 

For  these  reasons  it  is  extremely  important  to  complete 
all  parts  of  the  birth  record  accurately.  Usefulness  of  vital 
statistics  depends  upon  the  quality  of  the  information. 
Planners  have  attempted  to  compile  a useful  form  and,  at 
the  same  time,  to  protect  confidentiality.  Our  responsi- 
bility is  to  carefully  record  the  pertinent  facts. 

David  A.  Smith,  MD 
Medical  Editor 


1978  Pennsylvania  Revised  Birth  Certifi- 
cate. Shaded  areas  represent  addition  or 
expansion  of  information  from  the  previ- 
ous certificate. 
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SUDDEN  CARDIAC 
DEATH 

A Symposium  for  the  Practicing 
Physician 
May  23,  1979 
Sheraton  Berkshire  Inn 
Reading,  PA 

Sponsor:  Berks-Schuylkill  Chapter, 

American  Heart  Association 
Cosponsor:  American  Heart  Association's 
Council  on  Clinical  Cardiology 

Speakers: 

Lawrence  S.  Cohen,  MD 
Professor  of  medicine 
Yale  University 

William  C.  Roberts,  MD 
Chief  Pathology  Branch 
National  Heart,  Lung,  and  Blood  Institute 

Lawrence  E.  Hinkle,  Jr.,  MD 
Director,  Div.  of  Human  Ecology 
Cornell  University 

Steven  G.  Meister,  MD 
Professor  of  medicine 
Medical  College  of  Pennsylvania 

Alan  J.  Schwartz,  MD 
Assistant  Professor  of  Anesthesia 
University  of  Pennsylvania 

Course  director:  Lawrence  K.  Harris,  MD 
Chief  of  Cardiology 
Community  General  Hospital 
Reading 


APPLICATION 

NAME  (print) 

ADDRESS  


Mail  to:  Berks-Schuylkill  PA  Chapter 
AHA 

525  Elm  St. 

Reading,  PA  19601 
Tuition  (includes  lunch): 

Medical,  nursing  students  and  interns — $5 
Nurses,  residents,  paramedics — $20 
Physician  (not  member  of  Berks-Schuylkill 
Chapter  AHA) — $50 

For  more  information,  call  (215)  376-8001 
This  course  offering  satisfies  5 credit  hours  in 
Category  I of  Physician’s  Recognition  Award  of 
AMA 


Section  of  Emergency  Medicine 
The  Medical  College  of  Pennsylvania 
3300  Henry  Avenue 
Philadelphia,  Pennsylvania  19129 

ADVANCED  CARDIAC  LIFE  SUPPORT 
COURSE  FOR  PROVIDERS 

WHEN:  June  2-3,  1979 

WHERE:  The  Medical  College  of  Pennsylvania 

PURPOSE:To  instruct  medical  practitioners  in  all  as- 
pects of  emergency  cardiac  care  to  enable 
them  to  become  certified  as  providers  of 
advanced  cardiac  life  support  as  defined  by 
the  American  Heart  Association. 

FORMAT:  Lectures  followed  by  practice  at  perform- 
ance stations. 

TUITION:  $150  - includes  luncheons  and  syllabus 

CREDIT:  AMA  Category  I Credit  - 12  hours 

American  College  of  Emergency  Physi- 
cians - 12  hours  in  Category  I 

For  application,  write  Office  of  Continuing  Medi- 
cal Education,  Medical  College  of  Pennsylvania, 

3300  Henry  Ave.,  Philadelphia  PA  19129,  or  call 

(215)  842-7118. 


HEALTH  CENTRAL  NEEDS 
FAMILY  PRACTITIONERS 
INTERNISTS 
OB/GYN  SPECIALISTS 
PEDIATRICIANS 

A federally-qualified,  staff  model  health 
maintenance  organization  opened  January  1979. 
in  Nebraska’s  capital  city  of  200,000,  home  of  the 
University  of  Nebraska. 

This  represents  a ground  floor  opportunity  to 
practice  under  ideal  conditions  in  a modern  new 
facility  and  three  excellent  hospitals  in  the 
community. 

Salary  commensurate  with  experience.  Liberal 
fringe  benefit  package.  Malpractice  insurance 
paid.  Relocation  expenses  paid. 

Send  curriculum  vitae,  including  salary 
requirements  to:  JOHN  L.  LUCAS,  M.D. 

Medical  Director 
HEALTH  CENTRAL 
17th  & N Street 
Lincoln,  NE  68508 
For  immediate  attention,  call: 

(402)  475-7000  
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Adopt  collection  system;  stick  to  it 


Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D. 

Despite  an  efficient  and  effective  "at 
the  source”  collection  procedure,  a 
high  percentage  of  patients  undoubt- 
edly will  insist  on  mailed  billings. 
Furthermore,  few  doctors  are  willing 
or  able  to  practice  on  a purely  cash- 
in-advance  basis.  The  development  of 
a monthly  billing  system  thus  be- 
comes essential,  and  a specific  proce- 
dure for  following  up  on  those  patients 
who  can  but  do  not  honor  their 
monthly  bills  is  equally  important. 

Outside  collection  agencies  rarely 
would  handle  medical  bills  if  an  office 
followed  a strict  schedule  for  contact 
with  overdue  accounts.  The  earlier  the 
patient  is  contacted  through  this  sys- 
tem, the  more  likely  payment  will  be 
received.  As  a result,  we  recommend 
establishing  a specific  collection  pro- 
cedure to  be  administered  by  a desig- 
nated assistant  or  department  on  a 
definite  schedule.  This  paper  presents 
an  example  of  such  a program. 

The  procedure  first  requires  assign- 
ing one  specific  employe  to  the  duty 
and  insisting  on  adherence  to  the 
schedule.  While  some  doctors  protest 
that  the  routine  will  take  too  much 


The  authors  are  the  principal 
consultants  of  Management  Con- 
sulting for  Professionals,  Inc.,  Bala 
Cynwyd. 


time,  success  on  just  a few  question- 
able accounts  each  week  may  econom- 
ically justify  spending  one  day  a week 
on  the  duty.  It  is  essential  that  the 
person  expected  to  handle  this  fol- 
low-up work  have  the  time  and  the 
privacy  to  do  it  properly. 

Second,  the  procedure  requires  a 
handy  "recall  system”  to  keep  track  of 
those  accounts  which  must  be  con- 
tacted. The  simplest  is  a 3"  x 5"  file 
card  box  with  dividers  for  the  days  of 
the  present  and  succeeding  month. 
When  a patient  is  first  contacted  about 
an  overdue  account,  his  name  and 
other  information  can  be  placed  on  a 
card  and  filed  for  follow-up  on  the  ap- 
propriate day.  Each  reply  the  patient 
gives  can  be  pencilled  onto  the  file 
card,  keeping  a record  of  the  re- 
sponses. 

Suggested  program 

The  following  basic  working  plan  for 
a collection  system  has  been  useful 
in  many  of  our  clients’  offices.  We 
suggest  tailoring  this  model  to  suit 
your  office.  Most  importantly,  demand 
strict  enforcement  of  whatever  system 
you  establish. 

Our  suggested  program  requires 
preprinted  letters  and  telephone  calls. 
Experience  consistently  has  shown 
that  sticker  notices,  handwritten 
warnings,  and  special  colors  on  nor- 
mal billings  are  the  least  effective  col- 
lection devices.  Personalized  letters 


are  far  more  likely  to  succeed  in  en- 
couraging payment;  direct  telephone 
contact  is  most  successful  since  it  pro- 
vides personal  discussion  and  efforts 
toward  cooperation. 

Calling  all  patients  with  slightly 
overdue  bills  is  too  time-consuming  to 
be  economical.  Also,  many  patients 
whose  slight  delays  may  involve  no 
lack  of  intent  to  pay  may  feel  insulted. 
But,  telephoning  loses  its  effect  when 
it  is  so  late  that  the  patient’s  intention 
not  to  pay  has  become  developed. 
Proper  timing  is  the  key  to  telephone 
effectiveness. 

Before  reaching  the  telephoning 
stage,  a friendly  but  increasingly  firm 
series  of  letters  can  best  "reach”  the 
patient.  A secretary  would  be  too  busy 
to  type  each  such  letter,  and  thus  we 
suggest  having  preprinted  letters  pre- 
pared in  the  following  manner.  The 
doctor’s  secretary  should  type  each 
form  collection  letter  using  the  cus- 
tomary typewriter  and  the  office’s  let- 
terhead stationery,  leaving  only  the 
patient’s  name,  address  and  special 
items  blank.  Each  form  letter  should 
then  be  reproduced  by  a "photo  offset” 
method  so  the  result  appears  to  be  a 
separately  typed  letter.  This  inexpen- 
sive preprinting  process  costs  only 
perhaps  ten  dollars  per  few  hundred 
copies. 

When  needed,  the  secretary  merely 
types  in  the  delinquent  patient’s  spe- 
cifics with  a resulting  appearance  of 
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Suggested  Collection  Letters 

LETTER  #1 

Dear 

We  have  not  heard  from  you  in  response  to  our  previous  statements  for  medical 
services.  If  you  have  any  question  about  your  account,  please  give  us  a call  and  we  II 
be  happy  to  check  it  for  you.  May  we  hear  from  you  soon? 

Sincerely, 

Office  Manager 

LETTER  #2 

Dear 

Your  account  continues  to  show  no  recent  payment  despite  our  statements,  letter 
and  telephone  call  to  you.  Please  tell  us  before  the  25th  of  this  month  when  you  will  be 
able  to  take  care  of  your  account. 

Sincerely, 

Office  Manager 

LETTER  #3 

(This  letter  should  be  sent  registered  mail,  return  receipt  requested,  in  a plain 
envelope). 

Dear 

Your  account  for  our  medical  services  is  now  more  than  three  months  overdue. 
Much  as  we  regret  it,  we  must  send  it  to  the  collectors  if  payment  is  not  received  ten 
days  from  this  date. 

Sincerely, 

Office  Manager 

LETTER  #4 

Dear 

In  our  recent  telephone  conversation,  you  promised  payment  of  your  account  on 
an  agreed  date.  We  marked  our  records  to  that  effect,  but  unfortunately  we  have  not 
yet  received  that  payment.  Please  let  us  hear  from  you  promptly. 

Sincerely, 

Office  Manager 


an  entirely  personalized  letter.  The 
personalized  look  is  extremely  impor- 
tant; it  conveys  an  office’s  specific  at- 
tention to  and  concern  over  the  pa- 
tient’s delinquency. 

With  the  "recall  box,”  file  cards  and 
preprinted  letters,  the  staff  can  begin 
using  the  program.  At  this  point,  we 
suggest  a special  set  of  written  in- 
structions for  the  secretary  responsi- 
ble for  collections.  The  secretary  who 
conscientiously  follows  these  rules 
will  obtain  better  results.  The  balance 
of  this  article  offers  a sample  form  of 
such  written  instructions  which  doc- 
tors may  wish  to  reproduce  (after  ap- 
propriate modifications)  for  their  own 
offices. 

Collection  schedule 

1.  45  days  after  first  bill  — letter#].. 

2.  60  days  (or  perhaps  three  days 
after  the  patient  should  have  re- 
ceived the  60  day  bill)  — tele- 
phone call. 

3.  90  days  — letter  #2. 

4.  120  days  — letter  #3. 

5.  125  days  — telephone  call  (very 
firm,  to  remind  that  it’s  going  to 
collection  if  not  paid  immedi- 
ately). 

6.  135  days  — send  to  collection 
agency  or  other  "last  resort”  ac- 
tion. Remove  the  account  from 
the  current  file  and  place  it  in  a 
separate  file  marked  "at  collec- 
tion.” 

Procedure  when  calling 

Remind  the  patient  of  his  outstand- 
ing account  and  its  date.  Ask  if  there  is 
any  problem  regarding  the  bill  or  the 
services.  Ask  when  to  expect  payment, 
adding  that  payment  must  be  prompt 
to  meet  your  costs.  When  a patient 
promises  to  pay  on  a specific  date  (try 
to  get  such  a promise),  repeat  the  date 
and  tell  him  you  will  note  that  on  the 
record  and  look  for  payment  then. 
Thank  the  patient  for  his  cooperation. 
Record  the  patient’s  responses  on  the 
file  card  and  place  the  card  in  the  re- 
call box  at  the  promised  payment  date. 

Telephone  promises 

If  the  payment  promised  by  tele- 
phone fails  to  arrive,  follow  this 
schedule: 

1 .  Three  days  after  promised  — tele- 
phone call  to  remind  the  patient 
of  promise. 


2.  10  days  — letter  #4. 

3.  30  days  — letter  #3. 

4.  35  days  — telephone  call  (very 
firm). 

5.  45  days  — send  to  collection 
agency. 

If  the  patient  promises  payment  on  a 
specific  date  a second  time,  again 
mark  this  on  your  records  and  follow 
the  above  procedure.  Do  not  continue 
this  process  for  further  promises;  in- 
stead tell  the  patient  to  expect  a phone 
call  soon  to  remind  him  of  his  promise. 
After  that,  proceed  down  the  above 
schedule. 

General  points 

1.  Introduce  yourself  as  the  doctor’s 
bookkeeper  or  office  manager.  Never 
say  the  doctor  asked  you  to  call. 

2.  If  the  patient  wants  to  consult  the 
doctor,  make  it  clear  that  you  handle 
the  bills  and  the  physician  has  no  di- 
rect knowledge  of  the  matter.  This  in- 
sulates the  doctor  and  keeps  doctor- 


patient  relationships  professional  and 
not  business-like. 

3.  When  the  patient  questions  the 
services  rendered,  note  his  queries  and 
assure  the  patient  you  will  check  into 
it  and  call  back. 

4.  Determine  in  advance  what 
schedule  of  professional  courtesy  the 
doctor  maintains. 

Conclusion 

A physician  deserves  to  be  paid  for 
his  work  and  when  his  patient  can  pay, 
it  is  far  better  that  the  collection  ef- 
forts occur  within  his  office  by  people 
under  his  supervision.  His  staff  can 
best  determine  the  patient’s  special 
circumstances,  monitor  any  special 
payment  problems  and  generally  work 
with  the  patient  for  a satisfactory  reso- 
lution. Such  accomplishments  require 
deliberate  attention  and  a strictly  en- 
forced system  that  does  not  permit  any 
problem  to  hide  in  the  files  until  re- 
ferred to  a collector.  □ 
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In  Edema  or  Hypertension*  when 
potassium  balance  is  a concern... 

Potassium-Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense 

In  Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  K+  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 


Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K+  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
T riamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  'Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 


Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 


SK&F  CO. 

a SmithKIine  company 


SK&F  CO. 

Carolina,  P.R.  00630 


Psychiatry  in  general  practice 


Guide  to  practical  clinical  psychopharmacology 


Bradley  D.  Evans,  MD 

Anxiety,  depression,  psychosis,  and 
chronic  organic  brain  syndrome 
are  encountered  frequently  in  a gen- 
eral medical  practice.  In  considering 
practical  psychopharmacological 
management,  the  surest  route  to  ther- 
apeutic simplicity  is  by  thorough 
evaluation  of  a patient’s  psychiatric 
history  and  mental  status  followed  by 
the  systematic  formulation  of  a 
differential  diagnosis.  Errors  in 
psychopharmacologic  management 
occur  most  commonly  when  the 
"target  symptom”  approach  is  used. 
Such  an  approach  considers  each 
symptom  independently  of  others  and 
mistakenly  assumes  that  symptoms 
are  essentially  identical  both  qual- 
itatively and  quantitatively  from  pa- 
tient to  patient.  Presently,  a well 
stocked  arsenal  of  psychotropic  medi- 
cations is  available  to  the  general 
practitioner.  For  the  most  part  there 
is  a tendency  to  try  out  many  different 
old  and  new  medications.  The  phy- 
sician should  instead  become  ac- 
quainted with  the  relatively  few,  most 
useful  medications  and  become  very 
comfortable  prescribing  them.  Poly- 
pharmacy, the  result  of  treating  tar- 
get symptoms  with  multiple  medi- 
cations, must  be  strictly  avoided, 
though  co-pharmacy,  the  rational  use 
of  multiple  medications  is  at  times 
useful  and  will  be  described. 

Anxiety 

Anxiety  occurs  as  a result  of  antici- 
pation of  danger.  Specifically,  internal 
danger,  of  which  the  patient  is  un- 
aware, results  from  the  fear  of  release 
of  unconscious,  repressed  wishes.  In 
clinical  practice,  a variety  of  anxiety 
states  are  encountered.  Anxiety  may 
occur  alone,  associated  with  depres- 
sion, associated  with  particular  situ- 
ations (phobic)  or  associated  with 
acute  psychotic  decompensation. 
Symptoms  of  anxiety  include  a sense 
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of  apprehension,  hypervigilance,  au- 
tonomic hyperactivity  and  muscular 
tension.  The  use  of  medication  to  treat 
anxiety  should  be  considered  no  more 
than  symptomatic  treatment.  Many 
patients  manage  to  overcome  anxiety 
states  without  medications.  Tranquil- 
izers should  not  be  used  as  placebos 
merely  to  do  something  for  the  patient. 
The  physician  must  decide  when  reas- 
surance and  support,  or  medications, 
or  both  are  indicated.  Generally,  pa- 
tients do  better  on  medications  if  they 
have  faith  in  their  doctor,  if  there  has 
been  previous  successful  treatment, 
if  there  is  a supportive  environment 
of  family  and  friends,  and  when 
symptoms  are  recent  in  onset  and 
acute.  Those  patients  who  do  poorly 
are  those  with  significant  secondary 
gain  from  their  symptoms,  when 
hypochondriasis  exists,  and  when 
symptoms  are  chronic. 

Reactive  anxiety  requires  no  medi- 
cation unless  there  is  significant  func- 
tional impairment.  Presently,  seven 
benzodiazepine  anxiolytic  medi- 
cations are  available  (Table  1).  In  gen- 
eral, the  higher  potency  medications 
should  be  used.  Especially  useful  are 
those  with  short  half-lives  (approxi- 
mately ten  hours)  such  as  Serax 
and  Ativan.  These  medications  are 
metabolized  in  one  step  in  the  liver 
and  have  no  problems  associated  with 
the  accumulation  of  active  metabo- 
lites.6 Ativan  is  most  potent.  Patients 
should  be  started  initially  on  small 
doses  divided  in  BID  and  TID  sched- 
ules such  as  Valium  5mg  TID,  Serax 
15mg  TID  or  Ativan  lmg  BID  or  TID. 
The  patient  should  be  informed  of  the 
average  dose  that  provides  relief  for 
most  patients  and  be  given  an  upper 
limit  that  should  not  be  passed.  They 
should  be  instructed  to  add  additional 
medication  as  needed  to  titrate  the 
medication  against  their  anxiety,  al- 
lowing at  least  one  hour  for  a particu- 
lar dose  to  take  effect.  Such  titration 
often  gives  the  patient  a sense  of  con- 
trol. Generally,  patients  tend  to  take 
what  they  honestly  need.  If  anything, 
they  tend  to  undermedicate  them- 
selves. After  stabilization  on  TID 


schedules,  the  long  half-lives  of  the 
benzodiazepines  allow  switching  to  a 
BID  schedule,  with  most  of  the  daily 
dose  given  at  bed  time.  This  procedure 
is  especially  useful  when  patients 
complain  of  excessive  daytime  seda- 
tion or  when  insomnia  is  a significant 
problem.  If  anxious  patients  present 
with  insomnia  primarily,  Dalmane 
may  be  prescribed  at  bedtime.  Healthy 
adults  can  tolerate  30mg.  This  dose 
may  be  repeated  once  if  the  patient  is 
not  asleep  in  1 or  2 hours.  In  adoles- 
cent and  geriatric  patients,  15mg  is 
usually  adequate.  It  is  not  necessary  to 
prescribe  one  anxiolytic  during  the 
day  and  a different  one  at  bedtime. 

If  patients  are  significantly  anxious 
and  agitated  after  reasonable  upper 
limits  are  reached  such  as  Valium  60 
mg,  Serax  120  mg  and  Ativan  10  mg 
per  day,  they  should  be  re-evaluated. 
Some  patients  present  only  with  anxi- 
ety, but  often  it  masks  an  underlying 
depression.  Anxiolytics  will  worsen 
depression,  and  anxiety  might  ac- 
tually increase.  Patients  who  remain 
agitated  on  high  doses  of  anxiolytics 
should  be  referred  for  neuropsychiat- 
ric evaluation.  They  often  do  better  on 
low  doses  of  neuroleptics  (Table  4). 
Serentil  is  very  useful.  Patients  can  be 
started  on  lOmg  BID  or  TID.  Ex- 
tremely agitated,  non-psychotic  pa- 
tients will  sometimes  require  150mg/ 
day. 

Side  effects  of  the  benzodiazepines 
include  initial  drowsiness  and  occa- 
sional confusion.  Paradoxical  excite- 
ment has  been  reported.  The  sedative 
effect  definitely  is  potentiated  by  al- 
cohol. There  is  little  evidence  to 
suggest  that  these  medications  induce 
liver  enzymes,  though  they  are 
metabolized  in  the  liver  and  must  be 
given  at  lower  doses  initially  in  pa- 
tients with  liver  disease.  Psychiatric 
referral  is  indicated  in  patients  with 
situational  anxiety  with  panic  (pho- 
bic) and  with  anxiety  associated 
with  acute  psychotic  decompensation. 

Depression 

Acute,  mild  depressions  are  essen- 
tially grief  reactions  that  are  gen- 
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Generic 

TABLE  1 
Anxiolytics 

Trade  Name 

Daily  Dose  Range  (mg) 

chlordiazepoxide 

Librium®,  Roche 

10-100 

oxazepam 

Serax®,  Wyeth 

30-120 

chlorazepate 

Tranxene®,  Abbott 

15-  60 

diazepam 

Valium®,  Roche 

5-  60 

flurazepam 

Dalmane®,  Roche 

15-  60 

lorazepam 

Ativan®,  Wyeth 

2-  10 

prazepam 

Verstran®,  Warner/Chilcott 

20-  60 

Generic 

TABLE  2 

Tricylic  Antidepressants 

Trade  Name 

Daily 

Dose  Range  (mg) 

iminodibenzyls: 

imipramine 

Tofranil  ®,  Geigy 

75-300 

desipramine 

Pertofrane®, 

USV  Pharmaceutical 

100-300 

dibenzocyclohexyll* 

amitriptyline 

nortriptyline 

Norpramin®, 

Merrell-National 

aptenes: 

Elavil®,  Merck, 
Sharp  and  Dohme 
Endep®,  Roche 
Aventyl®,  Lilly 

75-300 

50-150 

protriptyline 

dibenzoxepines: 

doxepin 

Pamelor®,  Sandoz 
Vivactil®,  Merck, 
Sharp  and  Dohme 

Sinequan®,  Pfizer 

10-  60 
75-300 

Adapin®,  Pennwalt 

erally  self-limited.  If  this  depression  is 
accompanied  by  significant  anxiety, 
the  symptomatic  use  of  anxiolytics  is 
appropriate.  More  significant  depres- 
sions are  often  mistaken  for  anxiety 
since  patients  may  present  initially 
with  tremulousness,  fatigue,  difficulty 
concentrating,  and  insomnia.  In  addi- 
tion, elderly  patients  may  be  consid- 
ered demented  when  their  depression 
presents  only  with  confusion  and  ir- 
ritability. 

When  a patient’s  sadness  interferes 
with  normal  function,  medical  inter- 
vention is  required.  Patients  present- 
ing with  biological  signs  of  depression 
appear  to  have  depressed  mood  and 
decreased  self  esteem,  with  feelings  of 
worthlessness  and  guilt.  Pessimism  is 
common.  Activities  which  in  the  past 
gave  pleasure  now  do  not.  Libido  is 
decreased.  Appetite  is  decreased  or  en- 
tirely gone.  There  may  be  significant 
weight  loss.  Sleep  disturbance  is  char- 
acterized by  early  morning  awaken- 
ing. The  patient  will  report  that  he  can 
fall  asleep  but  wakes  up  in  2 or  3 
hours.  The  patient  will  be  withdrawn, 
having  lost  interest  in  family,  friends, 
and  work.  There  may  be  psychomotor 
retardation  or  agitation  where  there  is 
an  increase  in  non-productive  activity, 
such  as  pacing  and  hand-wringing. 
Depression  reaches  psychotic  pro- 
portions when  withdrawal  is  pro- 
found. There  may  then  be  delusions 
and  hallucinations,  with  or  without 
suicidal  thoughts.  Psychiatric  referral 
is  needed  immediately. 

Approximately  70  percent  of  pa- 
tients with  biological  signs  of  depres- 
sion respond  to  tricyclic  antidepres- 
sants (Table  2)  which  are  believed  to 
exert  their  therapeutic  effect  by  pre- 
venting the  deactivation  of  biogenic 
amines  such  as  norepinephrine  and 
serotonin  by  blocking  pre-synaptic 
uptake.  Patients  treated  with  these 
antidepressants  can  usually  be  man- 
aged outside  the  hospital.  Many  pa- 
tients who  fail  to  respond  do  so  be- 
cause of  undermedication.8-9  Chronic 
characterologic  depressions  are  least 
likely  to  respond  to  tricyclic  anti- 
depressants. 


Before  starting  antidepressants,  the 
patient’s  medical  status  must  be  care- 
fully considered  with  particular  refer- 
ence to  cardiovascular  status.  These 
medications  are  contraindicated  in 
acute  myocardial  infarction.  Caution 
must  be  used  in  patients  with  a history 
of  cardiac  disease,  especially  conduc- 
tion defects,  although  patients  can  be 
managed  with  the  antidepressants  if 
careful  attention  is  paid  to  any  pre- 
existing cardiac  problems.  Serial 
electrocardiograms  are  most  useful. 

Whether  depressed  patients  are  agi- 
tated and  anxious  or  withdrawn  and 
psychomotor  retarded  will  determine 
the  type  of  tricyclic  that  should  be  cho- 
sen. For  example,  patients  who  are 


more  psychomotor  retarded  should  be 
started  on  less  sedating  medications 
such  as  Tofranil  or  Norpramin.  Pa- 
tients who  are  depressed  and  anxious 
should  be  started  on  Elavil  or  Sine- 
quan.  Elavil,  Sinequan,  or  Tofranil 
can  usually  be  started  at  25mg  TID 
and  if  well  tolerated  may  be  increased 
rapidly  over  2 or  3 days.  If  the  sleep 
disturbance  is  particularly  disturbing 
and  the  patient  complains  of  excessive 
daytime  sedation,  switch  the  entire 
daily  dose  to  bedtime,  adding  25  mg/ 
night  until  effective  sleep  is  obtained. 
Most  patients  will  do  well  with  150- 
200mg/day.  At  that  dose,  appetite  will 
improve  usually  in  about  one  week. 
Patients  should  be  informed  that  mood 
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will  improve  in  2 or  3 weeks.  Some 
patients  will  do  well  with  lower  doses 
such  as  75-100mg/day,  while  others 
may  require  up  to  300mg/day.  If  more 
than  200mg/day  is  required,  give  most 
of  the  dose  at  bedtime  and  the  remain- 
der each  morning.  An  adequate  trial 
requires  that  the  patient  be  taking  at 
least  150mg  for  at  least  3 weeks  before 
switching  to  another  class  of  tricyclic. 
Vivactil  and  Aventyl  require  slightly 
lower  starting  doses.  Vivactil  is  most 
potent  and  can  be  used  with  hospi- 
talized patients  who  are  markedly 
withdrawn  and  psychomotor  retarded. 
A critical  dosage  exists  and  must  be 
found  for  every  patient. 

After  mood  improves,  and  the  pa- 
tient is  doing  well  for  at  least  one 
month,  the  antidepressant  may  be  de- 
creased gradully  in  25mg/day  incre- 
ments until  the  lowest  possible 
maintenance  dose  is  found  that  pro- 
vides effective  sleep.  The  maintenance 
dose  then  can  be  given  entirely  at  bed- 
time, thereby  removing  the  need  for 
additional  bedtime  sedation.  Such 
maintenance  treatment  may  be  neces- 
sary for  up  to  one  year,  and  certainly  is 
indicated  when  there  is  a history  of 
recurrent  episodes  of  depression. 

In  some  patients,  agitation  is  so  in- 
tense that  the  sedating  tricyclics  are 
not  adequate.  For  these  patients, 
neuroleptics  may  be  added  until  relief 
is  obtained.  Generally  low  dose,  high 
potency  neuroleptics  should  be  added 
since  they  are  least  anticholinergic 
and  will  not  add  significantly  to  the 
anticholinergic  effects  of  the  tricyclics. 
Mellaril  should  be  strictly  avoided. 
Haldol,  Stelazine,  or  Prolixin,  2-4mg 
TID,  can  be  given.  Fixed  combinations 
such  as  Elavil  and  Trilafon  should  be 
avoided.  The  combination  of  Elavil 
and  Librium  (Limbitrol®)  is  useful 
only  in  increasing  compliance  in  anx- 
ious depressives  in  the  first  2-3  weeks 
of  treatment.  Thereafter  it  is  no  better 
than  tricyclic-neuroleptic  combi- 
nations in  terms  of  efficacy.  In  addi- 
tion, when  adding  neuroleptics,  keep 
the  tricyclic  dosage  constant  until 
symptomatic  relief  is  obtained.  Pa- 
tients who  present  initially  with  agi- 
tation and  psychotic  depression  with 
delusions  and  hallucinations  are  best 
treated  initially  with  neuroleptics  and 
are  best  managed  as  inpatients  in  a 
psychiatric  setting. 

The  most  common  side  effects  of  the 


tricyclic  antidepressants  are  related  to 
their  anticholinergic  actions.  Nor- 
pramin is  least  and  Elavil  is  most 
strongly  anticholinergic.  Dry  mouth  is 
the  most  common  problem,  though  pa- 
tients often  complain  of  blurred  vision, 
palpitations,  tachycardia,  postural 
hypotension,  dizziness  and  constipa- 
tion. Rarely,  urinary  retention,  espe- 
cially in  prostatic  hypertrophy,  ret- 
rograde ejaculation  and  ileus  may 
occur.  Cardiovascular  changes  include 
sinus  tachycardia  and  premature 
ventricular  contractions.  Electro- 
cardiographic changes  include  flat- 
ted T waves,  prolonged  QT  interval 
and  depressed  ST  segments. 

Some  patients  will  not  respond  at  all 
to  tricyclic  antidepressants  even  after 
an  adequate  trial.  These  patients 
should  be  re-evaluated.  In  many  pa- 
tients reserpine  and  alpha-methyltry- 
rosine  (Aldomet®)  will  produce  bio- 
logical depressions  that  respond  poor- 
ly to  tricyclics.  These  medications 
must  be  stopped  and,  if  vital,  should  be 
replaced  by  another  medication  that 
will  be  therapeutic  without  being  de- 
pressogenic.  Occasionally,  hypo- 
thyroidism may  be  discovered  and 
should  be  corrected.  If  no  apparent 
organic  cause  for  treatment  failure 
can  be  found,  refer  the  patient  for 
psychopharmacological  evaluation. 
These  patients  will  sometimes  re- 
spond to  monoamine  oxidase  inhib- 
itors (MAOI’s)  (Table  3),  especially  if 
there  is  a family  history  of  response  to 
these  medications.  Both  hydrazine 
and  non-hydrazine  MAOI’s  potentiate 
the  action  of  the  biogenic  amines  by 
blocking  their  metabolism  by  oxida- 
tive deamination.  Two  factors  limit 
their  use.  They  are,  in  general,  some- 
what less  effective  than  the  tricyclic 
antidepressants  and  have  an  in- 
creased risk  of  hypertensive  crisis. 
Dietary  restrictions  are  necessary. 
Tricyclic  antidepressants  and  MAOI’s 
can  be  combined  in  some  extremely 
refractory  depressions.213  The  MAOI’s 
are  felt  by  some  to  be  useful  in  the 
treatment  of  "atypical”  depres- 
sions.11,12 

A thorough  psychiatric  history  must 
be  obtained  from  a depressed  patient 
to  rule  out  the  possibility  of  manic- 
depressive  illness.  This  possibility  is 
especially  important  since  tricyclic 
antidepressants  and  monoamine 
oxidase  inhibitors  can  precipitate  a 


manic  psychosis  in  a manic-depres- 
sive. Patients  should  routinely 
be  questioned  about  possible  past 
episodes  consisting  of  periods  of  racing 
thoughts,  elevated  mood,  decreased 
need  for  sleep  associated  with 
hyperactivity  unrelated  to  use  of 
drugs  such  as  amphetamine  or 
marijuana.  These  patients  are  best 
started  on  lithium  carbonate.  Prelim- 
inary medical  screening  includes 
evaluation  of  cardiac,  thyroid,  and 
renal  function.  Lithium  carbonate  has 
proven  effectiveness  as  well  as 
prophylactic  value  in  the  treatment  of 
manic-depressive  illness.15  Some  pa- 
tients with  a history  of  recurrent  de- 
pressions also  do  well.10  Patients  may 
be  started  with  300mg  TID  of  lithium 
carbonate  with  300  mg  added  daily  up 
to  1800mg/day  to  achieve  a blood 
lithium  level  in  the  range  of  .7-1.5 
meq/1  or  until  uncomfortable  side  ef- 
fects occur.  These  include  nausea 
and  vomiting,  fatigue,  tremor, 
polydipsia/polyuria  and  diarrhea. 
With  increasing  toxicity  there  is 
coarse  tremor,  ataxia,  slurred  speech, 
confusion,  stupor  and  finally  coma. 
Lithium  levels  should  be  taken 
twice/week  initially,  before  the  morn- 
ing dose  and  10-12  hours  after  the  last 
dose.  Once  at  therapeutic  lithium 
levels,  patients  may  be  started  on 
tricyclic  antidepressants.  Lithium 
levels  may  then  be  taken  every  three 
months.  Salt  free  diet  is  relatively 
contraindicated  since  lithium  re- 
places sodium  leading  to  lithium  tox- 
icity. Since  lithium  is  primarily  me- 
tabolized by  renal  excretion,  it  is  con- 
traindicated in  patients  with  renal 
disease  with  decreased  creatinine 
clearance. 

Psychosis 

Acute  psychotic  decompensation  is 
seen  in  hospitalized  medical  patients 
and  fairly  regularly  in  large,  inner 
city  emergency  rooms.  Patients  may 
appear  angry,  hostile,  agitated,  and 
occasionally  violent.  There  may  be 
looseness  of  associations,  delusions 
and  active  hallucinations.  In  patients 
who  are  entirely  unknown,  and  no  his- 
tory is  available,  restraints  and  rapid 
tranquilization  is  vital.  Blood  can  then 
be  drawn  for  electrolytes,  BUN,  and 
glucose  followed  by  50ml  of  50%  glu- 
cose given  intravenously.  Physical 
and  neurological  evaluation  can  fol- 


36 


Pennsylvania  Medicine,  April  1979 


Generic 

TABLE  3 

Monoamine  Oxidase  Inhibitors 

Trade  Name  Daily  Dose  Range  (mg) 

hydrazine 

phenylzine 

Nardil®,  Warner/Chilcott 

45-75 

non-hydrazine 

tranylcypramine 

Parnate®, 

Smith,  Kline  and-French 

20-30 

Generic 

TABLE  4 
Neuroleptics 

Trade  Name 

Daily 

Dose  Range  (mg) 

phenothiazines 

alkylamino: 

chlorpromazine 

Thorazine®, 

Smith  Kline  and  French 

100-1000 

piperidine: 

thioridazine 

Mellaril®,  Sandoz 

75-  800 

mesoridazine 

Serentil®, 

Boehringer  Ingelheim 

30-  400 

piperazine: 

fluphenazine 

Prolixin®,  Squibb 

5-  30 

trifluoperazine 

Permitil®,  Schering 
Stelazine®, 

Smith,  Kline  and  French 

5-  30 

perphenazine 

Trilafon®,  Schering 

10-  60 

thioxanthenes 

thiothixene 

Navane®,  Roerig 

5-  30 

dibenzoxazepines 

loxapine 

Loxitane®,  Lederle 

50-  150 

dihydroindolones 

molindone 

Daxolin®,  Dome 
Moban®,  Endo 

15-  225 

butyrophenones 

haloperidol 

Lidone®,  Abbott 
Haldol®,  McNeil 

5-  30 

low.  Patients  must  not  be  restrained 
when  agitated  without  tranquiliza- 
tion  since  exhaustion,  dehydration, 
and  even  rhabdomyolysis  and  renal 
failure  may  occur.  Rapid  tranquiliza- 
tion  can  be  accomplished  with  high  po- 
tency, low  dose  neuroleptics  (Table 
4)  3.18  with  medications  such  as  Hal- 
dol, Prolixin,  or  Stelazine,  patients 
can  be  tranquilized  without  the  over- 
sedation and  hypotension  often  seen 
when  Thorazine  is  used.  They  are  rela- 
tively free  of  the  anticholinergic  side 
effects  seen  with  Mellaril  and 
Thorazine,  and  are  far  less  cardiac, 
bone  marrow,  and  liver  toxic.  In  acute 
psychosis,  Haldol  is  essentially  the 
drug  of  choice.  Begin  with  5mg  in- 
tramuscularly, then  5mg  every  half 
hour  until  tranquilization  is  achieved. 
Most  patients  are  tranquilized  with 
15mg.  Others  may  require  up  to  30mg. 
Following  rapid  tranquilization,  pa- 
tients may  be  started  on  oral  Haldol 
with  at  least  5mg  TID.  Geriatric  and 
physically  debilitated  patients  may  be 
treated  with  V2  - 2mg  intramuscularly 
every  hour  until  tranquilized,  fol- 
lowed by  l-2mg  BID  or  TID  orally.  The 
neuroleptics  are  believed  to  ac- 
complish their  therapeutic  effect 
through  blockade  of  dopaminergic  re- 
ceptors in  the  central  nervous  sys- 
tem.14 Extrapyramidal  side  effects  are, 
therefore,  quite  common,  especially 
with  the  high  potency  neuroleptics. 
Akathesia,  motor  restlessness  with  a 
desire  to  keep  moving,  must  not  be 
confused  with  anxiety.  Akinesia,  with 
masked  facies  and  slow,  robot-like, 
movement,  must  not  be  confused  with 
depression.  Parkinsonian  rigidity, 
akathesia,  and  akinesia  can  be  treated 
effectively  with  anticholinergic  medi- 
cations. As  a diagnostic  test  and  for 
immediate  relief  of  acute  dystonia, 
Benedryl  50mg  or  Cogentin  (benztro- 
pin)  2mg  may  be  given  intramuscu- 
larly. Cogentin  2mg  or  Artane 
(trihexiphenidyl)  5mg  may  then  be 
started  orally  BID  or  TID.  After  3 
weeks  of  effective  antiparkinson 
treatment,  these  medications  may  be 
stopped,  and  restarted  only  if  ex- 
trapyramidal side  effects  reoccur.  The 
duration  of  action  of  these  medications 
is  shorter  than  that  of  the  neurolep- 
tics. Therefore,  if  the  neuroleptics  are 
stopped,  continue  the  antiparkinson 
medications  for  an  additional  week. 
Serentil  (mesoridazine)  is  intermedi- 


ate in  potency  between  the  high  po- 
tency medications  (such  as  Haldol, 
Stelazine  and  Prolixin)  and  the  low 
potency  medications  (such  as 
Thorazine  and  Mellaril).  It  has  few  of 
the  extra-pyramidal  side  effects  of 
high  potency  medications  and  is  rela- 
tively free  of  the  anticholinergic  side 
effects  of  the  low  potency  medications. 
Unlike  Mellaril,  it  can  be  given  par- 
enterally.  Often,  25mg  given  in- 
tramuscularly is  effective,  but 
hypotension  should  be  expected.  It  is  a 
logical  choice  when  potency  is  re- 
quired, and  side  effects  make  com- 
pliance a problem.7 

Organic  brain  syndrome 

Chronic  organic  brain  syndrome  is 
frequently  encountered  in  general 


medical  practice.  Patients  who  are 
confused  and  disoriented,  with  mem- 
ory loss,  often  become  agitated,  irrita- 
ble and  even  assaultive.  The  decision 
to  medicate  is  related  to  the  severity  of 
symptoms.  Extremely  agitated  pa- 
tients require  treatment.  Considera- 
ble debate  exists  about  the  choice  of 
medication  to  be  used.  For  example, 
Haldol  has  been  studied,16  and  Haldol 
and  Mellaril  have  been  compared  in 
acutely  agitated  geriatric  patients.17 
Both  medications  decreased  halluci- 
nations, grandiosity,  hostility,  and  agi- 
tation. They  did  not  influence  memory 
loss  and  confusion.  Extra-pyramidal 
side  effects  occurred  only  in  those 
treated  with  Haldol,  but  depression 
and  tachycardia  occurred  only  in  those 
treated  with  Mellaril.  In  several 


Pennsylvania  Medicine,  April  1979 


37 


ALDOMET 


studies  of  the  neuroleptic  treatment  of 
the  elderly,  investigators  found  that 
there  seemed  to  be  a fairly  rapid  clini- 
cal improvement  in  many  patients 
during  the  wash-out  period  following 
discontinuation  of  previous  mainte- 
nance psychotropic  medications.1,4 
This  finding  suggests  what  most 
consultation-liaison  psychiatrists  al- 
ready know:  that  many  cases  of  or- 
ganic brain  syndrome  in  the  geriatric 
patients  are  essentially  iatrogenic.  In 
many  situations,  patients  may  al- 
ready be  taking  anxiolytics  and 
sedative-hypnotics  that  may  precipi- 
tate an  acute  organic  brain  syndrome, 
or  worsen  an  existing  one.  The  best 
approach  in  this  situation  is  to  stop  all 
non-vital  medications  and  observe  for 
improvement,  waiting  48-72  hours  be- 
fore starting  any  new  psychotropic 
medication.  In  general,  adequate 
doses  of  neuroleptics  are  probably  efi 
fective  for  symptomatic  relief  in  agi- 
tated geriatric  patients  with  organic 
brain  syndrome,  especially  for  those 
acutely  disturbed.  Sometimes  patients 
treated  with  a neuroleptic  such  as 
Mellaril  may  actually  develop  more 
confusion  and  agitation,  related  to 
central  anticholinergic  toxicity.5  This 
phenomenon  is  especially  common  in 
geriatric  patients  who  already  have 
some  element  of  chronic  organic  brain 
syndrome.  Thus,  patients  may  be 
started  on  Haldol  V2-I  mg  intramuscu- 
larly then  l-2mg  BID  orally.  If  the  pa- 
tient goes  on  to  develop  significant  ex- 
trapyramidal  side  effects,  rather  than 
adding  an  anticholinergic,  anti- 
parkinson  medication,  switch  to  a 
medication  such  as  Serentil.  Usually 
lOmg  BID  is  adequate  to  start,  but 
some  patients  may  require  25mg  BID 
or  TID.  If  necessary,  10-15mg  may  be 
given  intramuscularly  up  to  every 
hour  with  hypotension  the  limiting 
factor.  Patients  who  frequently  be- 
come agitated  in  the  evening  can  have 
most  or  all  of  the  daily  dose  given  at 
that  time. 

Summary 

The  physician  is  faced  with  an  ever 
increasing  arsenal  of  psychotropic 
medications  used  to  treat  a variety  of 
psychiatric  conditions.  Common 
problems  in  clinical  psychophar- 
macology are  related  to  the  prescrip- 
tion of  multiple  medications  to  treat 
target  symptoms  (polypharmacy). 


Without  adequate  follow-up,  under 
and  over-medication  easily  occur.  The 
rational  use  of  psychotropic  medi- 
cations, then,  is  based  on  taking  a 
thorough  medical  and  psychiatric  his- 
tory and  performing  the  mental  status 
examination,  followed  by  the  system- 
atic formulation  of  the  differential 
diagnosis.  The  physician  should  be- 
come comfortable  prescribing  a few  of 
the  most  useful  psychotropic  medi- 
cations. An  understanding  of  their 
basic  pharmacology,  pharmacoki- 
netics, potency,  and  side  effects  is 
vital. 
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Case  report 

Primary  lymphosarcoma  of  the  breast 


Steven  M.  Wenner,  MD 
Charles  Fineberg,  MD 


Primary  lymphosarcoma  of  the 
breast  is  a rare  lesion;  there  are 
fewer  than  100  case  reports  in  world 
literature.  Such  a lesion  present  in  a 
man  is  an  even  more  uncommon  oc- 
currence; in  fact,  the  authors  believe 
this  to  be  only  the  second  such  case 
report  in  surgical  and  medical  litera- 
ture. 

Review  of  the  literature  reveals  that 
previous  case  reports  do  not  differ- 
entiate between  primary  lymphosar- 
coma of  the  breast  and  systemic  lym- 
phosarcoma. That  the  results  of 
treatment  and  survival  figures  are  of 
little  value  is  apparent. 

Case  report 

A 54-year-old  white  male  was  ad- 
mitted to  the  Thomas  Jefferson  Uni- 
versity Hospital  on  September  28, 
1975  because  of  a mass  in  his  left 
breast.  He  had  presented  at  his  sur- 
geon’s office  six  weeks  prior  to  admis- 
sion after  noticing  a lump  in  his  left 
breast.  The  patient  was  being  treated 
for  hypertension  with  spironolactone 
and  furosemide;  these  medications 
were  stopped,  but  the  mass  continued 
to  enlarge  and  became  tender  during 
the  subsequent  six  weeks. 

The  remainder  of  the  patient’s  med- 
ical history  was  unremarkable.  He 
denied  any  recent  weight  loss,  weak- 
ness, or  ease  of  fatigue.  He  denied  no- 
ticing other  masses.  He  had  no  known 
history  of  liver  disease  or  previous 
serious  illness. 

Physical  examination  at  the  time  of 
admission  revealed  a healthy  white 
male.  He  had  no  palpable  cervical, 
supraclavicular,  or  axillary  ade- 
nopathy. His  left  breast  had  a 4 x 4 


Dr.  Wenner  is  a surgical  resident  at 
New  York  Orthopaedic  Hospital  in  New 
York  City.  Dr.  Fineberg  is  professor  of 
surgery  at  Thomas  Jefferson  Universi- 
ty’s Jefferson  Medical  College. 


cm,  firm,  freely  movable  mass  in  the 
subareolar  location.  No  other  breast 
masses  were  palpable.  The  skin  of  the 
breast  and  the  nipple  were  similarly 
unremarkable.  He  had  no  hepatomeg- 
aly or  splenomegaly.  The  testicles 
were  of  normal  size  and  no  tumifac- 
tions  were  noted. 

Admission  laboratory  studies  re- 
vealed a hemoglobin  of  14.7  gm  percent 
and  a hematocrit  of  41.2  percent.  The 
white  blood  cell  count  was  6500  with 
65  percent  segmented  forms  and  22 
percent  lymphocytes;  no  atypical  cells 
were  seen.  His  serum  electrolytes 
were  normal,  as  were  his  prothrombin 
time  and  partial  thromboplastin  time. 
Blood  chemistry  showed  a 4.5  gm  per- 
cent albumin,  0.8  mgm  percent  biliru- 
bin, 56  units  percent  alkaline  phos- 
phatase (normal  less  than  85),  215 
units  percent  lactate  dehydrogenase 
(225),  and  18  units  percent  glutamic 
oxalacetic  transaminase  (40).  X-ray  of 
the  chest  was  normal;  no  hilar  or 
mediastinal  masses  were  noted. 

The  patient  was  taken  to  the  operat- 
ing room  on  September  29,  1975  at 
which  time  a left  circumareolar  inci- 
sion was  made.  A tan-gray  4x4  cm 
mass  was  identified  within  the  sub- 
stance of  the  breast  tissue.  The  mass 
was  not  encapsulated.  It  had  a spongy 
consistency.  The  mass  was  removed 
and  sent  for  frozen  section  histologic 
diagnosis;  this  was  interpreted  as 
malignant  lymphoma.  Paraffin  sec- 
tions were  read  as  mixed  histiocytic 
and  lymphocytic  type  of  malignant 
lymphoma. 

Postoperatively  the  patient  under- 
went a staging  evaluation.  A bone 
scan  demonstrated  an  area  of  in- 
creased uptake  in  the  lumbar  spine; 
skeletal  survey  showed  no  evidence  of 
osteolytic  or  osteoblastic  disease,  but 
confirmed  the  presence  of  degenera- 
tive joint  disease  of  the  lumbar  spine. 

An  intravenous  urogram  showed 
calculous  disease,  but  there  were  no 


changes  suggestive  of  retroperitoneal 
adenopathy.  Lever/spleen  scan  was 
normal  and  percutaneous  liver  biopsy 
showed  no  malignant  cells.  A total 
body  scan  with  gallium  citrate  re- 
vealed an  isolated  area  of  increased 
uptake  in  the  left  lateral  lower  chest  in 
the  region  of  the  original  mass  lesion. 
Interpretation  of  a lymphangiogram 
suggested  questionable  involvement 
of  the  external  iliac  nodes. 

On  October  11,  an  open  rib  biopsy 
was  performed.  No  tumor  was  seen  in 
the  bone  marrow.  The  patient  under- 
went radiation  therapy  by  the  five 
field  technique  during  a five-week 
period;  total  tumor  dose  was  4500 
rads.  His  chemotherapy  regimen  has 
included  Vincristine  (1  mg,  I.V.)  every 
three  weeks  and  Cytoxan  (1200  mg) 
over  a 6-  to  8-day  period  every  three 
weeks. 

Literature  review 

Harrington  and  Miller  report  on  two 
cases  of  lymphosarcoma  of  the  breast, 
one  of  which  was  in  a 28-year-old 
woman  who  presented  with  involve- 
ment of  both  breasts  and  the  medias- 
tinum. Because  of  her  mediastinal 
disease,  she  should  not  be  regarded  as 
having  a primary  lymphosarcoma  of 
the  breast.  Their  second  case  report 
concerns  a 38-year-old  woman  with  an 
isolated  mass  of  the  left  breast.  She 
was  treated  with  radical  mastectomy 
and  postoperative  irradiation  and  was 
doing  well  six  years  postoperatively. 

Adair  and  Hermann2  report  on  five 
women  with  primary  lymphosarcoma 
of  the  breast.  Four  patients  had  lesions 
of  the  right  breast  in  a single  focus  in 
the  upper  outer  quadrant.  The  size  of 
the  lesions  varied  from  1 to  4 cm. 
Treatment  consisted  of  radical  mas- 
tectomy in  three  patients  while  one 
had  extended  simple  mastectomy  and 
one  had  local  excision  with  postopera- 
tive irradiation.  All  five  woman  were 
alive  and  well  at  three  months  to 
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TABLE  1 

Survival  Statistics  of  14  Cases  of 
Primary  Lymphosarcoma  of  the  Breast5 


5 

Years 

10  Years 

15  Years 

Small  cell 

2/2 

100% 

2/2 

100% 

1/2 

50% 

Intermediate  cell 

4/5 

80% 

3/5 

60% 

1/4 

25% 

Large  cell 

3/7 

43% 

2/6 

33% 

2/5 

40% 

Total 

9/14 

64% 

7/13 

54% 

4/11 

36% 

Method  of  Treatment 

Radical  mastectomy 

5 

years 

6/9 

67% 

Local  excision/x-ray 

5 

years 

2/3 

67% 

Simple  mastectomy 

5 

years 

1/2 

50% 

seven  years  postoperatively.  Adair 
and  Hermann  suggest  that  in  the  pa- 
tient who  presents  with  a primary 
lymphosarcoma  of  the  breast  (which 
they  defined  as  disease  limited  to  one 
breast  occurring  in  a single  focus  or  in 
multiple  foci),  the  definitive  treat- 
ment is  radical  mastectomy.  In  all 
other  situations  of  lymphosarcoma  in- 
volving the  breast,  they  recommend 
that  it  be  treated  as  one  manifestation 
of  a systemic  malignancy. 

Stringer3  reports  on  the  case  of  a 
53-year-old  woman  who  presented 
with  a seven-month  history  of  a mass 
in  the  right  breast.  She  had  undergone 
a left  radical  mastectomy  for  car- 
cinoma six  years  prior  to  admission. 
Excision  of  the  right  breast  mass  re- 
vealed sclerosis  and  lymphocytic  in- 
filtration without  malignancy.  Re- 
view of  the  radical  mastectomy  speci- 
men demonstrated  pathology  similar 
to  the  present  mass.  Subsequently 
there  was  recurrence  of  the  lesion  in 
the  right  breast.  A simple  mastectomy 
was  undertaken  and  the  pathology 
was  reticulum  cell  sarcoma. 

DuRoy  and  Sawyer4  report  a case  of 
a 55-year-old  woman  who  presented 
with  two  lesions  in  the  right  breast. 
Biopsy  showed  the  lesions  to  be  re- 
ticulum cell  sarcoma.  A radical  mas- 
tectomy was  performed;  however,  the 
patient  was  found  to  have  spleno- 
megaly and,  despite  irradiation  to  the 
splenic  portal,  she  died  11  months 
postoperatively  of  disseminated  lym- 
phosarcoma. 

DeCosse  et  al.5  report  on  their  series 
of  14  cases  of  primary  lymphosarcoma 
of  the  breast.  All  patients  were 
women.  All  presented  with  an  initial 
complaint  of  a mass  in  the  breast;  six 
had  associated  discomfort,  one  had  a 
watery  discharge  from  the  nipple,  and 
one  had  a 15-pound  weight  loss. 

Eight  patients  had  lesions  in  the 
upper  outer  quadrant,  while  four  oth- 
ers had  subareolar  lesions.  The  aver- 
age size  of  the  masses  was  3 cm.  Four 
women  were  found  to  have  a second 
mass  in  the  breast.  In  three  women, 
the  mass  was  adherent  to  the  overly- 
ing skin.  None  of  the  masses  was 
adherent  to  the  chest  wall. 

In  eight  patients  there  were  palpa- 
ble axillary  lymph  nodes;  seven  were 
positive  for  tumor  on  final  histologic 
study. 

Histopathology  showed  7 of  the  14 


lesions  to  be  reticulum  cell  (large  cell) 
sarcoma.  Five  of  the  lesions  were  lym- 
phoblastic lymphoma  (intermediate 
size),  of  which  four  were  diffuse  and 
one  follicular.  The  last  two  masses 
were  lymphocytic  lymphoma — both 
follicular. 

Treatment  included  radical  mastec- 
tomy in  nine  of  the  women,  extended 
simple  mastectomy  in  two,  and  local 
excision  in  three.  Eight  of  the  14  pa- 
tients had  postoperative  irradiation 
therapy. 

Survival  statistics,  according  to  his- 
topathology and  method  of  treatment, 
are  found  in  Table  1.  The  authors  con- 
cluded that  small  cell  lesions  tend  to 
be  less  infiltrative  than  larger  lesions 
and  therefore  carry  a better  prognosis. 
They  also  concluded  that  the  size  of  the 
primary  lesion  and  the  presence  or  ab- 
sence of  axillary  metastases  do  not  in- 
fluence the  prognosis. 

Jemstrom  and  Sether6  in  1967  re- 
ported on  their  series  of  three  cases  of 
primary  lymphosarcoma  of  the  breast. 
A 61-year-old  woman  had  an  isolated 
lesion  which  was  treated  by  simple 
mastectomy  and  irradiation.  Pathol- 
ogy revealed  mixed  small  and  large 
cell  type  lymphosarcoma.  She  was 
doing  well  two  years  postoperatively. 
A 77-year-old  woman  with  a 6-cm 
mass  in  her  breast  was  treated  in  a 
similar  fashion;  her  histopathology 
revealed  lymphocytic  lymphoma.  She 
died  34  months  postoperatively.  Fi- 
nally an  81 -year-old  woman  with  a 
1.5-cm  lesion  was  treated  with  a mod- 
ified radical  mastectomy  followed  by 
irradiation.  She  was  doing  well  22 
months  later.  The  authors  feel  that  the 
origin  of  these  tumors  is  from  the 
periductal  and  intralobular  lymphoid 
tissue  in  the  breast.  Their  therapeutic 
recommendation  in  a primary  lym- 
phosarcoma of  the  breast  is  radical 


surgery  with  postoperative  irradia- 
tion therapy. 

Wiseman  and  Liao7  reported  their 
experience  with  16  cases  of  primary 
lymphosarcoma  of  the  breast.  Nine  pa- 
tients had  a histiocytic  type  while 
seven  had  lymphocytic  (five  poorly  dif- 
ferentiated and  two  well  differ- 
entiated). Treatment  consisted  of  rad- 
ical mastectomy  in  seven,  local  exci- 
sion in  four,  and  biopsy  followed  by 
irradiation  in  four.  Of  the  16  patients, 
only  three  survived  five  years.  The  au- 
thors conclude  that  primary  lym- 
phosarcoma of  the  breast  has  a poor 
prognosis. 

In  1973  Talvalkar8  reported  on  10 
cases  of  primary  lymphosarcoma  of 
the  breast  which  were  diagnosed  at 
the  Tata  Memorial  Hospital  in  Bom- 
bay. He  included  only  those  cases  in 
which  the  lesion  was  found  in  the 
breast  and  the  patient  had  ipsilateral 
axillary  lymph  nodes  involved.  The 
average  age  of  the  patients  was  35 
years.  Nine  were  women  and  one  was  a 
man.  The  most  common  presenting 
complaint  was  a lump  in  the  breast. 
The  duration  of  this  varied  from  two  to 
four  months.  In  four  patients  there 
were  palpable  axillary  lymph  nodes. 
The  histopathology  in  six  was  lym- 
phoblastic, while  three  were  lym- 
phocytic and  one  was  reticulum  cell. 
Adequate  follow-up  was  obtained  in 
just  four  instances — with  a 50  percent 
five-year  survival  rate.  Of  particular 
interest  to  us  is  case  No.  3 — a 32- 
year-old  man  with  a lymphocytic  le- 
sion who  was  initially  treated  by  sim- 
ple mastectomy.  A recurrence  at  4% 
years  was  treated  by  excision  and  ir- 
radiation. Nine  years  after  recurrence 
he  was  alive  without  evidence  of  dis- 
ease. 

Conclusion 

We  have  presented  a case  report  of  a 
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primary  lymphosarcoma  of  the  breast 
presenting  in  a man.  It  is  our  belief 
that  this  is  the  second  such  case  re- 
ported. 

It  is  apparent,  in  reviewing  the  case 
reports  of  primary  lymphosarcoma  of 
the  breast,  that  there  is  great  dispar- 
ity in  the  stated  survival  statistics. 
DeCosse  et  al.  give  a relatively  op- 
timistic prognosis  for  this  lesion,  while 
other  writers  (Wiseman  and  Liao)  are 
far  more  pessimistic  in  their  evalua- 
tion. The  reason  for  this  difference  in 
opinion  is  that  not  everyone  is  discuss- 
ing the  same  lesion.  A rather  strict 
definition  of  what  constitutes  primary 
lymphosarcoma  of  the  breast  has  been 
stated  by  Adair  and  Hermann;  how- 
ever, under  the  same  diagnostic  cate- 
gory, several  writers9-11  have  reported 
on  systemic  lymphosarcoma  with  in- 
volvement of  the  breast.  Hence,  the 
reason  for  the  difference  in  prognosis. 

It  is  agreed  that  in  similar  cases, 
thorough  and  complete  staging  as  per- 
formed in  our  patient  should  be  under- 
taken before  therapy  is  administered. 

What  is  needed,  then,  is  that  all  sub- 
sequent case  reports  of  primary  lym- 
phosarcoma of  the  breast  be  just  that, 
rather  than  reports  of  two  different  le- 
sions (isolated  and  disseminated  lym- 
phosarcoma) under  one  diagnostic 
heading. 

Addendum — The  patients’  che- 
motherapy regime  was  concluded  in 
December  1976  after  one  year  of 
therapy.  Follow-up  in  February  1979, 
including  total  body  scan  x-rays  and 
laboratory  studies,  failed  to  reveal  ev- 
idence of  recurrent  disease.  □ 
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PHYSICIAN  WANTED 
Civil  Service  GS-14 

$40,000  per  year  to  operate 
the  physical  examination  section 
at  Walson  Army  Hospital, 

Fort  Dix,  New  Jersey 

• 40-hour  work  week 

• No  nights,  weekends 

• Covered  for  malpractice 

• Liberal  vacation  benefits 

Excellent  opportunity 
for  continuing  medical  education 

CALL  (609)  562-6350 

The  U S.  Army  is  an  Equal  Opportunity  Employer 


DFirstmark  Capital 

Firstmark  Capital  Corporation  announces  a new  personal 
lending  service  designed  to  meet  the  special  needs  of 
health  care  professionals 

Consider  the  advantages  . . . 

• Only  your  signature  is  required  to  borrow  from  $5,000  to  $25,000, 
terms  to  60  months 

• Quick  confidential  service,  entire  transaction  handled  by  mail 

• Credit  life  insurance  available  at  low  cost  ...  No  physical 
examination  required 

• Loan  is  interest  bearing  . . . You  may  pay  off  or  reduce  the  loan  at 
any  time  without  pre-payment  penalty 

Here's  how  to  apply  . . . 

For  complete  information  and  a simple  loan  application  call  Mr. 
Charles  toll  free  at  1-800-421-0355 

FIRSTMARK  CAPITAL 
7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 

Serving  the  Health  Care  Industry  for  over  50  years 
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For  years,  you’ve  developed  your  professional 
skills  and  your  practice.  Your  staff  consists  of 
top  professionals.  We  understand. 

We’ve  worked  with  the  Medical  Profession  in 
many  capacities.  With  this  experience,  we’ve 
developed  a complete  financial  and  patient  care 
computerized  accounting  system. 

We  both  know  there  are  many  similarities  in 
practices.  On  the  other  hand,  no  two  practices 
are  alike. 


Therefore,  our  programs  have  been  designed  to 
permit  tailoring  to  your  specific  needs. 

Sound  unbelievable?  Why  not  call  us  and  see  for 
yourself?  Then  check  our  references. 


Comprehensive  financial  data?  Yes!  Why  not  for 
quality  of  care  too? 


Electronic  Data  Associates,  Inc. 

65  NORTH  5TH  STREET 
LEMOYNE  PA.  17043 
717-761-6752 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  T ract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 


CORRECTIONAL  MEDICINE 

Challenging  opportunities  in  primary  health 
care  - available  in  a most  efficiently  designed 
prison  health  care  system  - excellent  climate  - 
competitive  salaries. 

Employment  available  in  the  Spring  of  1979 
(April  - June).  93  positions  available  for: 

Physicians 
Dentists 
Psychiatrists 
Physician’s  Assistants 
Nurses 

Armed  Forces  Trained  Paramedics 
Dental  Technicians 
Psychologists 
Health  Administrators 

Must  be  eligible  for  Oklahoma  Licensure. 
Contact: 

Armond  H.  Start,  M.D.,  M.P.H. 

Medical  Director 

Oklahoma  Department  of  Corrections 

3400  North  Eastern 

Oklahoma  City,  Oklahoma  73111 


MDs  in  the  news 


Lloyd  B.  Tepper,  MD,  Allentown, 
has  been  named  editor  of  the  Journal 
of  Occupational  Medicine,  published 
by  the  American  Occupational  Medi- 
cal Association.  Dr.  Tepper,  an  au- 
thority on  industrial  toxicology,  is 
corporate  medical  director  of  Air 
Products  and  Chemicals,  Inc.,  Allen- 
town, and  an  adjunct  professor  of  envi- 
ronmental medicine  at  the  University 
of  Pennsylvania. 

Vincent  J.  DiStefano,  MD,  or- 
thopedic surgeon  at  Graduate  Hospi- 
tal, Philadelphia,  recently  served  as 
U.S.  team  physician  at  the  19th  an- 
nual World  Gymnastic  Championship 
held  in  conjunction  with  the  World 
Games  in  Strasbourg,  France.  Dr. 
DiStefano  previously  has  served  as 
team  physician  for  the  Philadelphia 
Eagles. 

Ross  H.  Musgrave,  MD,  a plastic 
surgeon  from  Allegheny  County,  was 
recognized  at  the  AMA  Leadership 
Conference  for  exemplary  spokes- 
manship  while  representing  his  spe- 
cialty. He  received  an  award  for  his 
address  to  the  1978  graduating  class  of 
the  University  of  Pittsburgh  School  of 
Medicine. 


Michael  P.  Levis,  MD,  a surgeon 
from  Pittsburgh,  won  first  place  in  the 
American  Medical  Association’s  Na- 
tional Speakers  Bureau  competition. 
Dr.  Levis  won  the  award  for  his  June 
1978  radio  interview  about  national 
health  insurance,  malpractice,  and 
health  care  cost  containment. 

Two  Philadelphia  physicians  were 
honored  recently  by  the  American 
Cancer  Society  at  its  volunteer  awards 
dinner.  Drs.  Katherine  B.  Sturgis 
and  William  Weiss  were  joint  recipi- 
ents of  the  society’s  scientific  award 
for  their  work  of  more  than  25  years  on 
the  Philadelphia  Lung  Cancer  Project. 
The  project  was  a pioneer  study  of  the 
relationship  between  cigarette  smok- 
ing and  lung  cancer.  Dr.  Sturgis,  who 
served  as  the  first  woman  president  of 
the  Philadelphia  County  Medical  So- 
ciety, is  a consultant  on  chest  diseases. 
Dr.  Weiss  is  an  occupational  health 
medicine  specialist. 

Medical  service  awards  were  pre- 
sented to  two  members  of  the  Tioga 
County  Medical  Society  for  50  years  of 
service.  Honored  were  Drs.  Harry 
Williams  and  Archibald  Laird. 


Two  physicians  of  Philadelphia  State  Hospital  were  honored  recently  for  outstanding 
performance  in  1978.  Franklyn  R.  Clarke,  MD,  left,  superintendent,  presents  awards  to 
George  Given,  MD,  Somerton,  a physician  at  the  west  unit,  and  Eugene  Novosad,  MD, 
Feasterville,  staff  psychiatrist  at  the  west  unit. 


Donald  R.  Cooper,  MD,  Gladwyne, 
professor  and  chairman  of  the  depart- 
ment of  surgery  at  Medical  College  of 
Pennsylvania,  has  been  re-elected  as 
president  of  the  Philadelphia  Acad- 
emy of  Surgery  for  1979.  Dr.  Cooper  is 
chairman  of  the  State  Society’s  pub- 
lication committee. 


DR.  COOPER  DR.  MILLER 


Earl  R.  Miller,  MD,  Williamsport, 
has  been  named  vice  president  and 
medical  director  of  the  Williamsport 
Hospital.  He  was  the  unanimous 
choice  of  the  search  committee. 

An  unusual  case  history  written  by 
Milton  J.  Freiwald,  MD,  Philadel- 
phia, was  published  recently  in  Rip- 
ley’s "Believe  It  or  Not.”  The  case,  as 
described  by  Dr.  Freiwald  in  the  Oc- 
tober 1977  British  Journal  of  Oph- 
thalmology, concerned  an  accident 
suffered  by  a young  recruit  at  Fort 
Dix,  NJ,  in  1947.  The  recruit  incor- 
rectly assembled  a Browning  auto- 
matic rifle;  a 12-inch  driving  spring 
and  rod  penetrated  his  face  through 
the  floor  of  the  right  eye  socket.  Dr. 
Freiwald  was  chief  surgeon  during  the 
subsequent  operation.  Today,  the  pa- 
tient’s vision  is  20/20  in  both  eyes. 

George  L.  Popky,  MD,  Chestnut 
Hill,  recently  participated  in  a 
uroradiology  meeting  and  scientific 
session  at  New  York  University  Medi- 
cal School.  Dr.  Popky  is  professor  and 
chairman  of  radiology  at  Medical  Col- 
lege of  Pennsylvania.  He  was  a guest 
lecturer  for  the  quarterly  meeting  of 
the  Northeast  Pennsylvania  Area 
Radiologists,  (NEPAR)  in  Wilkes- 
Barre. 
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Herman  C.  Mosch,  MD,  Couders- 
port,  has  retired  from  the  anesthesia 
service  of  Charles  Cole  Memorial  Hos- 
pital, a post  he  has  held  since  1969.  A 
past  president  of  the  county  medical 
society,  he  was  chief  of  the  hospital 
medical  staff  for  ten  years. 

J.  Scott  Hommer,  MD,  has  been 
elected  chief  of  staff  at  Altoona  Hospi- 
tal. Dr.  Hommer  specializes  in  family 


practice.  He  succeeds  James 
D’luzansky,  MD,  in  the  post. 


James  C.  Pierce,  MD,  Danville,  is 
the  new  chairman  of  the  division  of 
surgical  services  in  the  department  of 
general  surgery  at  Geisinger  Medical 
Center.  Robert  E.  Albertini,  MD,  is 
the  new  director  of  the  department  of 
thoracic  medicine  at  the  center. 


Ralph  J.  Touch,  MD,  Carbondale, 
was  elected  a fellow  of  the  Interna- 
tional College  of  Surgeons  at  a recent 
meeting.  Dr.  Touch  has  been  practic- 
ing medicine  in  Carbondale  since 
1931. 

The  20th  annual  symposium  on  "Nu- 
trition in  Health  and  Disease”  was  held 
recently  in  Scranton.  Some  partici- 
pants included:  Charles  J.  Bannon, 
MD,  president  of  the  Lackawanna 
County  Medical  Society;  August  F. 
Frattali,  MD,  symposium  chairman; 
and  E.  Donald  Kotchick,  MD,  presi- 
dent of  the  Lackawanna  Chapter  of 
the  American  Academy  of  Family 
Practice. 

Burton  A.  Fleming,  MD,  president 
and  medical  director  of  Horsham 
Clinic,  Ambler,  was  elected  to  the 
board  of  trustees  of  the  National  Asso- 
ciation of  Private  Psychiatric  Hospi- 
tals and  was  appointed  to  the  editorial 
board  of  the  group’s  journal.  Dr.  Flem- 
ing also  was  recently  elected  vice  pres- 
ident of  the  Philadelphia  Psychiatric 
Society. 


County  societies  install  officers 

Donald  H.  Smith,  MD,  was  sworn  in  as 
president  of  the  Northampton  County 
Medical  Society.  Other  officers  are  Drs. 
Theodore  P.  Burger,  president  elect; 
Kenneth  H.  Wildrick,  vice  president; 
John  H.  Hobart,  secretary;  and  Walter 
K.  Peters,  treasurer. 

Installed  as  the  100th  president  of  the 
Berks  County  Medical  Society  was  Ar- 
nold V.  Davis,  MD.  Honored  by  the 
county  society  for  50  years  of  service 
were  Drs.  John  H.  Bisbing,  Thaddeus  J. 
Manuszak,  John  J.  Penta,  and  Leon 
Reidenberg. 

Officers  of  the  Washington  County 
Medical  Society  are  Drs.  Richard  K. 
Harkcom,  president;  Jon  S.  Adler, 


president  elect ; Malcolm  E.  Ruben,  vice 
president;  and  Erin  A.  McKinley, 
secretary-treasurer. 

Joseph  A.  Knepper,  MD,  is  president  of 
the  Lancaster  City  and  County  Medical 
Society.  Other  officers  are  Drs.  Charles 
L.  Deardorff,  president  elect;  Charles 
Heisterkamp  III,  vice  president;  and 
Roland  A.  Loeb,  secretary-treasurer. 

Installed  as  president  of  the  Bucks 
County  Medical  Society  was  Jerry  F. 
Naples,  MD.  Other  officers  are:  Drs. 
David  P.  Morrison,  Jr.,  president  elect; 
Douglas  P.  Harr,  vice  president;  Donald 
E.  Parlee,  secretary;  and  Carl  M. 
Shetzley,  treasurer. 
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Since  1899 


Professional  Protection  Exclusively  since  1899 


EASTERN  PENNSYLVANIA  OFFICE 

L.  R.  Wilson,  Jr.,  S.  B Elston,  Jr.,  E P.  Ziemba.  R.  J.  Nolan,  Jr„  and  W.  J.  Carey,  Representatives 
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WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  D.  C.  Hoffman  and  R G.  Stewart,  Representatives 
Anderson  Professional  Building,  1701  McFarland  Rood,  Pittsburgh  15216  Telephone  (412)  531-4226 
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Vinyl  Gloves  Sale! 


Get  brand  name  performance 
without  brand  name  price.  Buy 

good  vinyl  disposable  examination 
gloves  from  the  Pennsylvania 
Medical  Cooperative.  Call  toll  free 
1-800-382-1377. 


(TO. 2ft 

Pennsylvania  MEDICAL  Cooperative 


These  high  quality  vinyl  gloves  offer  sensitivity,  softness  and  comfort. 
Save  today.  Buy  from  the  Pennsylvania  Medical  Cooperative. 


Non-Sterile,  singles 


050260 

Small 

1 BOX  (100)/ea. 

$ 6.00 

050270 

050265 

Medium 

Large 

1 CASE  (10boxes)/ea. 

$57.00 

Sterile,  singles 

050275 

Medium 

1 BOX  (50)/ea. 

$ 7.68 

050280 

Large 

1 CASE  (1  2 boxes)/ea. 

$87.50 

Call  Toll  Free  1-800-382-1377 


Advertisers'  index 


American  Heart  Association  30 

Brown  Pharmaceutical  Co 28,  46,  47 
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Electronic  Data  Associates  34 

Eli  Lilly  & Co 4 

Emergency  Medicine  Practice  Tract  34 

Firstmark  Capital  Corp 42 

Geisinger  Medical  Center  11,  16 

Hahnemann  Medical  College  48 
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Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the 
supervision  of  ten  physiatrists.  Three  year  pro- 
gram and  integrated  internship  residency  with 
opportunity  for  research  and  pursuit  of  special 
interests  both  in  medical  school  and  private 
hospital  settings.  One  year’s  credit  for  four 
years  of  general  practice  experience  or  train- 
ing in  another  specialty.  Stipendsfrom  $13,300 
to  $15,200  depending  on  qualifications.  We 
will  pay  for  visits  in  selected  cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


.. 


Alert  and 
functioning 
in  the 
sunset 


Treat  the  symptoms  in 
the  geriatric  patient 


apathy 

irritability 

forgetfulness 

confusion 


years 


CAPSULES 

A gentle  cerebral  stimulant 
and  vasodilator  for  the 
geriatric  patient 


Each  CEREBRO-NICIN®  capsule 


contains: 

Pentylenetetrazole  100  mg. 

Nicotinic  Acid  100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCL  25  mg. 

I-Glutamic  Acid 50  mg 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine  HCL  3 mg 


AVAILABLE:  Bottles  100, 500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription 
Keep  out  of  reach  of  children. 


new  members 


ALLEGHENY  COUNTY: 

George  L Arnold.  MD,  Internal  Medicine.  535  S Trenton  Ave  , Pittsburgh  15221 
Charles  B Austin.  MD,  Family  Practice,  1100  Nineteen  N Dr , Pittsburgh  15237 
George  E Banks.  MD.  Obstetrics/Gynecology.  403  Allenberry  Dr , Pittsburgh  15237 
David  I Barras,  MD.  Otolaryngology.  3600  Forbes  Ave  , Pittsburgh  15213 
Richard  P Behrendt.  MD.  Obstetrics/Gynecology,  107  Monticello  Dr . Pittsburgh 
15146 

Joseph  B Bikowski,  MD,  Dermatology,  701  Broad  St.,  Sewickley  15143 
Joseph  V Bocchino,  MD,  Plastic  Surgery.  23  Maple  Ct.,  Pittsburgh  15237 
Frank  A Borgia.  MD.  General  Surgery.  1629  Union  Ave  , Natrona  Heights  15065 
Michael  F Boyek.  MD.  Family  Practice.  5500  Margaretta  St.,  Pittsburgh  15206 
Arnold  S Broudy.  MD,  Orthopedic  Surgery.  6333  Jackson  St  , Pittsburgh  15206 
Douglas  P Brozell,  MD.  Family  Practice.  5718  Woodmont  St.,  Pittsburgh  15217 
David  M Caruso.  MD.  Family  Practice,  1737  Chislett  St..  Pittsburgh  15206 
Dario  D Castelli.  MD,  Plastic  Surgery,  4115  Brownsville  Rd  . Library  15129 
Shin  H.  Choi,  MD.  Internal  Medicine.  2334  Surrey  Ln  , McKeesport  15135 
William  I Cohen.  MD.  Pediatrics.  5 Gateway  Ctr . Pittsburgh  15222 
Emil  R Constantinidi,  MD.  Psychiatry.  607  Washington  Rd  , Ste  304,  Pittsburgh 
15228 

Dominic  W Dileo,  MD,  Internal  Medicine.  Presbyterian  Umv  Hosp  , Pittsburgh 
15213 

Ellen  M Dillinger.  MD,  Internal  Medicine,  3471  5th  Ave  , Pittsburgh  15213 
Eduardo  M Figallo.  MD,  Anesthesiology.  1726  Denniston  St.,  Pittsburgh  15217 
Morris  Z Gardner,  MD.  Radiology,  1400  Centre  Ave  . Pittsburgh  15219 
Robert  E Gates,  MD,  Radiology.  W Penn  Hosp  . Rad  Dept , Pittsburgh  15224 
Vicki  L Hackman.  MD.  Family  Practice,  5720  Stanton  Ave  . Pittsburgh  15206 
James  T Hanlon,  MD,  General  Surgery.  3181  Shady  Ave  Ext , Pittsburgh  15217 
Jane  S.  Hughes.  MD,  Radiology,  1180  Sunset  Dr , Latrobe  15650 
Jacobus  B Hugo.  MD,  Plastic  Surgery,  3500  Fifth  Ave.,  Pittsburgh  15213 
Samuel  A Jacobs.  MD.  Internal  Medicine,  116  Greyfriar  Dr . Pittsburgh  15215 
Joseph  M Johnson,  MD,  General  Surgery,  W Penn  Hosp  . Pittsburgh  15224 
Richard  G Katz,  MD,  Plastic  Surgery,  5840  Elwood  St.,  Pittsburgh  15232 
Andrew  D Kranik.  MD,  Orthopedic  Surgery,  961  Scenery  Dr . Elizabeth  15037 
Madan  V Kulkarni,  MD.  Radiology,  23  Stancey  Rd  , Pittsburgh  15220 
Lewis  P Logan,  MD.  Family  Practice,  SMMH  265  46th  St.,  Pittsburgh  15201 
Jean-Michel  Loubeau.  MD,  General  Surgery.  VA  Hosp  , Univ  Dr  C . Pittsburgh 
15240 

Stanley  M Marks.  MD.  Internal  Medicine,  6421  Bartlett  St.,  Pittsburgh  15217 
Richard  D McHugh,  MD,  Anesthesiology,  Allegheny  Gen  Hosp  , Anesthesiology 
Dept  , Pittsburgh  15212 

S Robert  Mendelson.  MD,  Obstetrics/Gynecology.  W Penn  Hosp  , Pittsburgh  15224 
Donald  B Middleton,  MD,  Internal  Medicine,  St  Margaret  Mem  Hosp  . Pittsburgh 
15201 

John  M Mikulla,  MD,  Ophthalmology,  2400  Ardmore  Blvd  . #220,  Pittsburgh  15221 
Mohamed  A Nawar,  MD,  Radiology,  Mercy  Hosp  of  Pittsburgh.  Radiology  Dept . 
Pittsburgh  15219 

Michael  L Nieland,  MD,  Dermatology.  4401  Penn  Ave  . Pittsburgh  15224 
Tito  M Orig,  MD,  Anesthesiology.  409-B  Glen  Malcolm  Dr , Pittsburgh  15116 
Mohna  K Paranjpe,  MD.  Obstetrics/Gynecology,  3471  5th  Ave  . Pittsburgh  15213 
Howard  T Phillips,  MD,  Orthopedic  Surgery.  Mellon  Pavilion.  Ste  407,  Pittsburgh 
15224 

Robert  G Pickerill,  MD  Internal  Medicine,  4800  Friendship  Ave  , Pittsburgh  15224 
Gladie  V Porsche.  MD,  Internal  Medicine.  6340  Morrowfield  Ave  . Pittsburgh  15217 
Oscar  M Powell,  Jr . MD,  Radiology,  Allegheny  Gen  Hosp  . Pittsburgh  15212 
Rouhangiz  H Radfar,  MD,  Internal  Medicine,  1822  Tragone  Dr  , Pittsburgh  15241 
Alan  E Rauch,  MD,  Internal  Medicine,  Montefiore  Hosp  . Pittsburgh  15213 
Richard  L Ray,  MD.  Orthopedic  Surgery.  515  Coal  Valley  Rd  . Clairton  15025 
Claude  J Reis,  MD.  4123  Bigelow  Blvd  . Pittsburgh  15213 
David  H Rosenblum,  MD,  Family  Practice,  W Penn  Hosp  . Pittsburgh  15224 
Victor  M Rudkin,  MD,  Internal  Medicine,  7070  Forward  Ave  . #603,  Pittsburgh 
15217 

James  R Sahovey,  MD,  Internal  Medicine.  3471  5th  Ave  , Pittsburgh  15213 
M David  Schenck,  MD,  Family  Practice,  413  Eastern  Ave  . Pittsburgh  15215 
Robert  J Schmidt,  MD.  Family  Practice.  839  Sheridan  Ave  . Pittsburgh  15206 
John  W Schulhofl,  MD,  Urology,  450  Central  Med  Pavilion,  Pittsburgh  15219 
Abdelwahab  D Shalodi.  MD,  Obstetrics/Gynecology.  236-18  Chatham  Park  Dr , 
Pittsburgh  15220 

Ashok  K.  Shetty,  MD.  Internal  Medicine,  Shadyside  Hosp  . Pittsburgh  15232 
Cynthia  H Solofl,  MD.  Psychiatry,  729  Brafferton  Dr . Pittsburgh  15228 
Michael  A Stevens,  MD,  Internal  Medicine,  1501  Locust  St . Pittsburgh  15219 
Ronald  G Stoller.  MD,  Internal  Medicine,  3471  5th  Ave  . Kaufman  Bldg  , Pittsburgh 
15213 

John  B Talbott,  MD,  Family  Practice.  3471  5th  Ave  . Assoc  Neur . Pittsburgh  15213 
Sanford  Timen,  MD,  Internal  Medicine,  5619  Kentuky  Ave  . Pittsburgh  15232 
Deborah  A Trojanowski.  MD.  General  Surgery,  W Penn  Hosp  . Pittsburgh  15224 
Christopher  C Woodley.  MD.  Family  Practice.  SMMH  265  46th  St..  Pittsburgh  15201 
Howard  Yonas,  MD.  Neurological  Surgery.  3459  Fifth  Ave  . Pittsburgh  15213 
Albert  B Zajko,  MD,  Radiology.  212  Lingrove  PI , Pittsburgh  15208 


Write  for  literature  and  samples 

(broM5I  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  IW® 


HIGH  BLOOD  PRESSURE 
A Challenge  to  the  Community 

May  24,  1979 
The  Marriott  Inn 
Syracuse,  N.Y. 

Sponsored  by  the  Hypertension  Control  Program 
of  the  Upstate  Chapter,  American  Heart  Associa- 
tion and  Onondaga  County  Health  Department. 

A one  day  seminar  for  physicians  and  other  health 
professionals  with  emphasis  on  mobilizing  the 
community's  resources  to  identify  hypertensives 
and  to  assure  optimal  and  continuing  care. 

Subjects: 

Impact  of  hypertension  and  other  risk  factors 
Genes,  fat,  salt 
Practical  management 

Management  problems;  compliance,  drug  resistance, 
complications 

Design  of  community  hypertension  projects 
Work-site  and  school  programs 
The  cost  of  treating  (and  not  treating)  high  blood 
pressure 

Faculty: 

William  Kannel,  MD,  The  Framingham  Study  and 
Boston  University  School  of  Medicine 
Harriet  Dustan,  MD,  University  of  Alabama 
Mitchell  Perry,  MD,  Washington  University  School  of 
Medicine,  St.  Louis 

Marvin  Moser,  MD,  Chairman,  First  National  Committee 
on  Detection  and  Treatment  of  High  Blood  Pressure 
David  C.  Momrow,  Coordinator  Hypertension  Program, 
New  York  State  Department  of  Health 
David  H.P.  Streeten,  MD,  Director,  Division  of 
Endocrinology,  Upstate  Medical  Center 
Lionel  U.  Mailloux,  MD,  High  Blood  Pressure 
Committee,  New  York  State  Heart  Association 
Stephen  Redmond,  MD,  Health  Commissioner, 

Rockland  County  New  York 
Robert  L.  Scheer,  MD,  Clinical  Professor  of  Medicine, 
Upstate  Medical  Center 

For  further  information,  write: 
Hypertension  Control  Program 
Civic  Center 
421  Montgomery  Street 
Syracuse,  NY  13202 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 

DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B6) 10  mg. 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 


(BRcWJi'JfcTHE  BROWN  PHARMACEUTICAL  CO.,  INC. 
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FELLOWSHIP  IN 
VASCULAR  SURGERY 


Fellowship  position  available  July  1,  1979 
One-year  program  with  broad  clinical  experience 


Write  to: 

T.  Matsumoto,  M.D. 
Professor  and  Chairman 
Department  of  Surgery 


THE  HAHNEMANN  MEDICAL  COLLEGE 
230  North  Broad  Street 
Philadelphia,  PA  19102 
(215)  448-8183 


classifieds 


Camp  doctors  needed — Camp  Chen-A-Wanda.  Fine  Pennsylva- 
nia private  co-ed  camp.  Season  begins  June  29,  ends  August  25. 
Physicians  accepted  for  two  weeks  to  entire  season.  Excellent 
living  accommodations  for  doctor  and  family.  Write  Mr.  and  Mrs. 
Morey  Baldwin,  8 Claverton  Court,  Dix  Hills,  NY  11747,  or  call 
(516)  643-5878  in  the  evenings. 

Anesthesiologist— Board-certified  for  full  service  hospital, 
Southwest  Pennsylvania.  Top  Salary  and  benefits.  Send  com- 
plete CV  to  Box  813,  Pennsylvania  Medicine.  20  Erford  Rd., 
Lemoyne,  PA  17043. 


Pennsylvania:  Emergency  Physician — 200-bed  general  hospital 
in  university  community,  located  in  Western  Pennsylvania.  New 
construction  project  includes  emergency  department,  just  com- 
pleted. Salary  highly  competitive.  PA  license  required.  Contact: 
William  B.  Yeagley,  MD,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701. 

Emergency  Physician — 250-bed  community  hospital  in  Philadel- 
phia suburbs  needs  trained,  carrer-minded  physician  for  5-man 
group.  Volume  30,000  per  year.  Salary  and  benefits  are  competi- 
tive. Reply  in  confidence.  Write:  Department  811,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  appjicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 

Camp  physician  wanted — for  fine  northeast  Pennsylvania  co-ed 
camp.  July  and/or  August.  Excellent  hospital  nearby,  experi- 
enced RN  on  staff.  Write  Department  815,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Physician — During  July  and  August,  1979  for  children’s  camp 
located  at  Beach  Lake,  PA,  accommodates  350  campers,  ages 
6-16;  complete  modern  health  center;  two  R.N.s  in  attendance; 
will  accept  one  MD  for  each  month;  no  children  accepted  who  are 
of  camp  age.  Camp  opens  June  29  and  closes  August  23.  Private 
room  and  facilities.  Write  to  Trail's  End  Camp,  c/o  Beach  Lake, 
Inc.,  215  Adams  St.,  Brooklyn,  NY  11201 , and  include  your  phone 
number. 


House  Staff  Physician — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $35,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

Numerous  opportunities  available  throughout  Eastern  U S.  for 
physicians  in  all  specialties.  All  fees  employer  paid.  Send  c.v.  with 
geographic  preference  and  availability  date  along  with  objec- 
tives. Descriptive  brochure  available.  MediSearch  Unlimited, 
1509P  Four  Gateway  Center,  Pittsburgh,  PA  15222;  (412)  355- 
0215  (answers  24  hours). 

Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Psychiatrist — Board-certified  or  board-eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia, 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411;  (717)  586-2011. 

NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

Orthopedic  Surgeon  Wanted— Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 


Radiologist — Immediate  opening  for  diagnostic  radiologist  in 
completely  new  department.  Experience  in  special  procedures 
essential.  CV  to  Ralph  J.  Lowder,  Jr.,  MD,  East  Suburban  Health 
Center,  2570  Haymaker  Road,  Monroeville,  PA  15146. 

Resident  physician  and  resident  nurse  wanted — For  well- 
established  children  s sleepaway  camp  in  Wayne  County,  PA. 
Two,  four,  and  eight  week  positions  available.  Two  RNs  on  duty; 
families  accommodated;  wives  and  children  welcome  to  partici- 
pate in  all  activities.  Call  collect  (516)  466-8698,  evenings. 

Excellent  opportunities — Positions  available  in  small  to  large 
communities  in  Ohio  and  Pennsylvania  for  private,  group,  and 
hospital-associated  practices  in  emergency  medicine,  family 
practice,  general  surgery,  internal  medicine,  obstetrics/ 
gynecology,  orthopedic  surgery,  pediatrics,  ophthamology,  and 
psychiatry.  Competitive  guarantees  plus  benefits.  No  fees 
charged  to  you.  Confidential  and  professional  service  by  a 
licensed  placement  agency.  Send  CV  to  Doctors  Services,  Inc., 
Executive  Commons  East,  29525  Chagrin  Blvd.,  Cleveland,  Ohio 
44122. 


Anesthesia  resident  training  program  seeks  qualified  Pennsyl- 
vania applicants.  Experience  in  general  practice  or  primary  care 
preferred.  Enquire:  Lucien  E.  Morris,  MD,  Department  of  Anes- 
thesia, Medical  College  of  Ohio,  Caller  Service  #10008,  Toledo, 
Ohio  43699. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E.D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Obstetrician-Gynecologist  needed — Board-certified  or  qualified 
for  director  of  high  risk  prenatal  clinic-500  bed  community 
teaching  hospital.  Residencies  in  medicine,  surgery,  family  prac- 
tice, anesthesiology  and  medical  school  affiliations.  Opportunity 
to  develop  private  practice.  Contact  Conemaugh  Valley  Memorial 
Hospital,  Office  of  Professional  Affairs,  1086  Franklin  Street, 
Johnstown,  PA  15905  or  call  (814)  536-6671,  extension  415. 
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Family  practitioner  needed — Board-eligible  or  certified,  full-time 
position  for  a multispecialty  primary  care  center.  Located  in 
Northeastern  Pennsylvania,  20  minutes  from  Pocono  Mountain 
resorts  and  within  two  hours  of  New  York  City  and  Philadelphia. 
Position  available  on  or  before  July  1.  Competitive  salary  and 
fringe  benefits.  Contact  Alfonso  Gomar,  MD,  Medical  Director, 
959  Wyoming  Ave.,  Scranton,  PA  18509,  (717)  344-9684.  Scranton 
Primary  Health  Care  Center  is  an  Affirmative  Action,  Equal  Op- 
portunity Employer. 

Physicians — Medical  facility  located  20  miles  north  of  Pittsburgh 
desires  to  expand  medical  staff.  Would  like  to  employ  on  a full  or 
part-time  basis  one  general  practitioner  and  one  gynecologist. 
Write  Department  816,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121 M University  Place,  Pittsburgh,  PA  15213,  (412)  621- 
9975. 

Staff  physicians — State  geriatric  center,  South  Central  Pennsyl- 
vania. Easily  accessible  to  Washington,  D.C.,  Baltimore,  Phil- 
adelphia, Harrisburg.  Good  salary  with  exceptional  benefits, 
retirement  plan,  and  professional  liability,  37.5  hour  work  week. 
Pennsylvania  license  required.  Contact  Robert  T.  Gray,  MD, 
South  Mountain  Restoration  Center,  South  Mountain,  PA  17261; 
(717)  749-3121. 

Emergency  room  physician — For  private  physician  group  staff- 
ing ERs  in  Philadelphia  and  Delaware  County.  Must  be  Pennsyl- 
vania licensed.  Forty-hour  week,  competitive  salary,  paid  mal- 
practice, liberal  fringe  benefits,  profit  sharing.  Send  curriculum 
vitae  to  Emergency  Medical  Associates,  Ltd.,  15th  and  Upland 
Avenue,  Chester,  PA  19013,  or  call  (215)  874-8177. 

Radiologist — Board-certified  or  eligible.  Immediate  full-time  va- 
cancy in  107  bed  JCAH  accredited  community  general  hospital  in 
an  historic  setting.  Interested  parties  please  send  curriculum 
vitae  in  confidence  to  Dr.  Edward  J.  Baranski,  chairman  of  the 
medical  staff,  c/o  Annie  M.  Warner  Hospital,  South  Washington 
Street,  Gettysburg,  PA  17325,  (717)  334-2121,  extension  129. 

Allergist — Needed  for  unopposed  practice  in  a large  community 
with  excellent  facilities  and  immediate  staff  membership  in  500 
bed  community  teaching  hospital.  Residencies  in  medicine, 
surgery,  family  practice,  anesthesiology,  and  medical  school  af- 
filiations. The  successful  applicant  would  be  a key  member  of  the 
teaching  faculty  of  university  affiliated  residency  programs. 
Reply  with  CV  to  C.F.  Reeder,  MD,  Conemaugh  Valley  Memorial 
Hospital,  1086  Franklin  Street,  Johnstown,  PA  15905  or  call  (814) 
536-6671,  extension  160. 


CONTINUING  EDUCATION 

“Dermatology  Days” — June  21-23,  1979.  Sheraton  Fontainbleau 
Inn  and  Spa,  Ocean  City,  Maryland.  Sponsored  by  the  University 
of  Maryland  School  of  Medicine.  Featured  will  be  live  patients  and 
concurrent  sessions  for  dermatologists  and  practicing  gen- 
eralists. For  information  contact:  Program  of  Continuing  Educa- 
tion, University  of  Maryland  School  of  Medicine,  10  S.  Pine  Street, 
Baltimore,  Maryland  21201,  (301)  528-3956. 

Symposium  ’79  Series — Hypertension,  May  19,  1979.  Pain,  June 
2,  1979.  Allentown  and  Sacred  Heart  Hospital  Center.  For  more 
information  contact  Educational  Development,  Allentown  and 
Sacred  Heart  Hospital  Center,  Allentown,  PA  18105,  (215)  821- 
2026. 


Advances  In  Allergy — April  21 , 1 979,  Allentown  and  Sacred  Heart 
Hospital  Center,  4 hours  Category  I credit.  Guest  speaker  is  Rob- 
ert Reisman,  MD,  professor  of  medicine,  SUNY  at  Buffalo.  Fee  is 
$10.  For  more  information  contact  Educational  Development, 
Allentown  and  Sacred  Heart  Hospital  Center,  Allentown,  PA 
18105,  (215)  821-2026. 


Second  Annual  Buffalo  Conference  on  Pediatric/Adult  Allergy 

and  Clinical  Immunology  will  be  held  in  Niagara  Falls,  New  York, 
July  19-21,  1979.  Write  CME  Division,  Children's  Hospital,  Buf- 
falo, New  York  14222. 


Annual  Advances  in  Pediatrics  Course,  sponsored  by  the  De- 
partment of  Pediatrics  State  University  of  New  York  at  Buffalo, 
and  the  Children's  Hospital,  will  be  held  in  Niagara  Falls,  New 
York  on  June  21-23,  1979.  Write  CME  Division,  Children's  Hospi- 
tal, Buffalo,  New  York  14222. 

POSITIONS  WANTED 

Urologist,  30,  trained  at  Eastern  referral  center,  board-eligible, 
completing  fellowship  in  transplantation,  seeks  academic  and/or 
private  practice  opportunity  in  Pennsylvania  or  New  Jersey  Con- 
sider all  areas.  Respond,  Department  809,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Cardiologist-Internist — AOA,  ABIM,  CV  eligible  with  invasive  and 
non-invasive  skills  desires  middle  Pennsylvania  practice  oppor- 
tunity. Reply,  Department  818,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

Anesthesiologist — Board-eligible,  university  trained,  presently 
working  in  university  hospital  in  all  areas  of  anesthesiology  in- 
cluding heart  and  obstetrics.  Wishes  to  relocate  in  Pennsylvania 
for  group  or  fee  for  service.  Write:  Dr.  J.  Patel,  133-52  Avery  Ave., 
Flushing,  NY  11355;  call  (212)  430-2872  during  the  day,  (212) 
939-7979  evenings. 

FOR  RENT 

Office  space  for  rent — Excellent  location  near  Middletown,  PA. 
1150  square  feet.  Will  finish  to  suit.  Within  20  minutes  of  three 
hospitals.  Contact  Dr  Samuel  Selcher,  700  Spring  Garden  Dr., 
Middletown,  PA  17057,  (717)  944-0426  or  (717)  944-3051. 

FOR  SALE 

Fully  equipped  and  furnished  physician's  office  for  sale,  lease,  or 
rent.  Long  established  family  practice  in  semi-rural  area  of  West- 
ern Pennsylvania  approximately  50  miles  east  of  Pittsburgh.  Six 
miles  of  four-lane  highway  to  accredited  200-bed  hospital.  Ideal 
area  for  family  practitioner,  internist,  or  OB-GYN.  Write  Depart- 
ment 817,  Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Medical-Dental  Center  for  sale — Modern,  equipped  offices,  oper- 
atories.  Both  ongoing  practices.  Building  with  two  apartments, 
rented.  Excellent  opportunity.  High  volume,  lucrative.  Northeast 
Philadelphia.  Sale  by  doctors.  Principles  only.  Write:  Medical 
Center,  Box  2152,  Jenkintown,  PA  19046. 

MISCELLANEOUS 

Loans  to  professionals — Loans  now  available  to  physicians  and 
physicians  in  training.  Consolidate  debts  or  any  purpose  loans. 
Also  loans  to  executives.  Loans  to  $50,000  or  more — unse- 
cured— no  collateral  necessary.  Also  second  mortgages  avail- 
able to  $25,000  or  more.  For  information  call:  A.  Clayton  Rieder, 
Financial  Consultant,  80  Circle  Drive,  Syosset,  New  York  11791, 
(516)  935-1234. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim' DS& 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coii,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. “Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older. 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 Vz  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Her  next  attack  of  cystitis  may  require 

the  Bactrim 

3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 1 
trations,  thus  combating  migration  of  pathogens  into  i 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Enteni 
bacteriaceae  in  the  bowel  without  the  emergence  of  res 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  intro 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  trac 


Please  see  reverse  side  for  summary  of  product  information. 
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new 

600 mg  tablets 


I 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 


Duproreoupon 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U.S.A. 
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WSYLVANIA  MEDICINE 
JS  FIRST  PLACE  HONORS 


/ERNOR  THORNBURGH  SPEAKS 
OFFICERS'  CONFERENCE 


;:lear  accident  spurs 

:)ICAL  DEBRIEFING 


' LIC  SHAREHOLDERS  ELECT 
NEW  BOARD  MEMBERS 


I AIRED  PHYSICIAN  SEMINAR 
I TED  JUNE  8 AT  HERSHEY 


ENSYLVANIA  MEDICINE,  May 


A national  medical  journalism  contest  awarded  first 
place  honors  to  PENNSYLVANIA  MEDICINE  April  1.  The 
magazine  of  the  Pennsylvania  Medical  Society  was  cited 
for  "excellence  in  design  and  editorial  content"  in  a 
competition  sponsored  by  Sandoz  Pharmaceutical  Company. 
Recognized  authorities  in  the  field  of  journalism  and 
magazine  publication  served  as  judges  for  the  contest. 

A check  and  plaque  were  presented  to  the  editorial 
staff  at  the  Society's  Officers'  Conference,  April  25. 

Quality  health  care  for  all  Pennsylvanians  at  affordable 
cost  was  the  pledge  of  Governor  Dick  Thornburgh  when  he 
addressed  more  than  300  physicians  attending  the  Society' 
two-day  Officers'  Conference  held  April  25  and  26  at  the 
Penn  Harris  Motor  Inn,  Camp  Hill.  County  and  State 
Society  officers  and  committee  members  gathered  for  the 
annual  leadership  meeting  and  discussed  such  issues  as 
cost  containment,  risk  management,  and  national  health 
policy  for  the  elderly. 

Some  200  physicians,  veterinarians,  and  dentists  met 
April  22  to  discuss  the  medical  aspects  of  the  nuclear 
accident  at  the  Three  Mile  Island  nuclear  power  plant 
owned  by  Metropolitan  Edison  Company,  Reading.  Repre- 
sentatives of  the  Pennsylvania  Medical  Society  and  the 
Health  Resources  Planning  and  Development  Agency,  Inc., 
the  local  HSA,  planned  the  meeting.  The  accident  at 
the  installation  just  10  miles  from  Harrisburg  domi- 
nated worldwide  news  at  the  end  of  March. 

A.  John  Smither,  president  of  the  PMS  Liability 
Insurance  Company  (PMSLIC) , and  Sylvan  H.  Eisman,  MD, 
Philadelphia,  were  elected  to  the  PMSLIC  Board  of 
Directors  at  the  insurance  company's  annual  meeting 
April  18.  Dr.  Eisman  replaces  A.  Reynolds  Crane,  MD, 
Philadelphia,  who  vacated  his  seat  because  of  age 
limitations  in  the  company  bylaws.  Dr.  Crane,  a past 
president  of  PMS,  was  instrumental  in  establishing  the 
company.  Smither' s election  to  the  board  is  required 
by  the  Insurance  Department.  The  PMS-owned  company 
now  insures  5,500  physicians  and  has  a staff  of  12  at 
its  new  headquarters  at  426  South  Third  Street,  Lemoyne. 
The  new  mailing  address  is  Box  303,  Lemoyne,  PA  17043. 
The  telephone  number  is  (717)  774-4370. 

The  first  statewide  seminar  on  the  impaired  physician 
will  be  held  Friday,  June  8,  at  Hershey  Motor  Lodge. 
Abraham  J.  Twerski,  MD,  chairman  of  the  Society's  Com- 
mittee on  the  Impaired  Physician,  said  Category  1 credit 
will  be  given  to  physicians  who  attend.  For  more  infor- 
mation see  the  announcement  on  page  21. 
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NEW  MDs  MUST  BE  INSURED 
AFTER  FIRST  RESIDENCY  YEAR 


PMS  CREDIT  UNION  HOLDS 
ANNUAL  MEMBER  MEETING 


JUDGE  APPROVES  SETTLEMENT 
IN  CHIROPRACTORS'  SUIT 


PMS  LEADERS  PLAN 
WASHINGTON  VISIT 


BOARD  HOLDS  SPECIAL  MEETING 
ON  PMS  BUILDING  EXPANSION 


"Residents  who  have  completed  the  first  year  of  trainii, 
are  health  care  providers  within  the  meaning  of  the 
Health  Care  Services  Malpractice  Act  of  1975... Such 
individuals  must  acquire  basic  coverage  in  the  amounts 
of  $100,000  per  occurrence/$300 , 000  annual  aggregate." 
William  K.  Myrtetus , director  of  the  Catastrophe  Loss 
Fund,  issued  this  statement  April  9,  and  explained  thal 
these  residents  also  must  participate  in  the  Catastropl 
Loss  Fund  and  comply  with  all  other  provisions  of  Act 
111.  Later  in  April  Myrtetus  announced  his  resignatioi 
from  the  director's  post  effective  May  9.  He  will  joii' 
a New  York  City  risk  management  consulting  firm  as 
director  of  customer  services.  He  was  appointed  CAT 
Fund  director  June  1,  1976.  Governor  Dick  Thornburgh 
will  appoint  a successor. 

William  A.  Shaver,  MD,  Lebanon;  Mrs.  Raymond  C.  Grandoi* 
New  Cumberland;  and  L.  Riegel  Haas,  Harrisburg,  were 
elected  to  three-year  terms  on  the  Board  of  Trustees 
of  the  PMS  Credit  Union  at  its  first  annual  meeting 
March  15.  Also  elected  to  the  board  were  Donald  G. 
Crawford,  MD,  and  Carol  Dolack,  RN,  both  of  Harrisburg  j 
two-year  terms;  and  David  H.  Small,  Lemoyne,  one-year  \ 
term.  Some  600  members  have  joined  the  PMSCU  in  its 
first  year  of  operation.  Dr.  Shaver  was  elected 
president  when  the  new  board  reorganized. 

Judge  John  P.  Fullam,  of  the  US  District  Court  for 
Eastern  Pennsylvania,  approved  on  April  16  a settle- 
ment agreement  reached  by  PMS,  the  AMA,  and  six  other 
defendants  and  John  K.  Slavek,  DC,  and  the  Pennsylvani 
Chiropractic  Society.  All  defendants  except  the  Penn- 
sylvania Radiological  Society  agreed  to  the  terms. 

Judge  Fullam’ s approval  means  that  physicians  have  a 
choice  either  to  accept  or  reject  referrals  from  anyon 
including  chiropractors.  The  PMS  Board  of  Trustees 
and  House  of  Delegates  and  the  AMA  House  approved  the 
terms  at  1978  meetings. 

Members  of  the  PMS  Council  on  Legislation,  the  Board 
of  Directors  of  the  Pennsylvania  Medical  Political 
Action  Committee,  and  Society  officers  will  be  in  the 
nation's  capitol  May  23.  They  will  visit  the  two 
senators  and  25  members  of  the  House  of  Representative 
from  Pennsylvania  after  a briefing  by  AMA's  Washington 
staff  on  national  legislation. 

The  Board  of  Trustees  will  meet  May  15  to  hear  a 
report  from  its  Building  Committee  and  discuss 
expansion  of  the  present  PMS  Headquarters  to  cover 
needs  projected  for  the  next  15  years.  Expansion 
plans  would  double  existing  space  and  provide  working 
accommodations  for  108  people. 
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V-Cillin  K 

penicillin  V potassium 

is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


V-CiUin  K® 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  4620o 
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newsfronts 


PaMPAC  board  reorganizes,  elects  officers 


The  Board  of  the  Pennsylvania 
Medical  Political  Action  Commit- 
tee (PaMPAC)  met  March  13  to 
reorganize. 

PaMPAC  officers  for  1979  are:  J.  Preston 
Hoyle,  MD,  chairman,  Lewisburg;  Norman 
Goldstein,  MD,  vice  chairman,  Phoenix- 
ville;  Joseph  Silverman,  MD,  treasurer,  Al- 
toona; Mrs.  John  H.  Eves,  secretary, 
Doylestown;  Mrs.  Harry  E.  Serene,  assist- 
ant secretary,  Pittsburgh;  Michael  P. 
Levis,  MD,  executive  committee-at-large, 
Pittsburgh. 

Elected  to  the  1979  board  of  directors  are: 
First  Councilor  District,  Paul  S.  Friedman, 
MD,  Elkins  Park;  Second  Councilor  Dis- 
trict, Norman  Goldstein,  MD,  Phoenix- 
ville;  Third  Councilor  District,  Dominick 
A.  Cruciani,  Jr.,  MD,  Scranton;  Fourth 
Councilor  District,  Norman  L.  Ekberg, 

' MD,  Danville;  Fifth  Councilor  District,  W. 

' Minster  Kunkel,  Harrisburg;  Sixth  Coun- 
cilor District,  Joseph  Silverman,  MD,  Al- 
toona; Seventh  Councilor  District,  J.  Pres- 
ton Hoyle,  MD,  Lewisburg;  Eighth  Coun- 
cilor District,  William  D.  Lamberton,  MD, 
Erie;  Ninth  Councilor  District,  Philip 
LaVerde,  MD,  Oil  City;  Tenth  Councilor 
District,  Michael  P.  Levis,  MD,  Pittsburgh; 

NAIC  malpractice 

Fractures  and  other  trauma 
generate  more  malpractice  claims 
than  any  other  broad  category  of 
conditions,  according  to  a study 
conducted  by  the  National  Associ- 
ation of  Insurance  Commissioners 
(NAIC).  This  three-year  na- 
tionwide study  also  reveals  that 
the  most  expensive  suits,  on  the 
average,  resulted  from  mishaps 
associated  with  neurosurgery, 
anesthesia,  and  obstetrics. 

Data  collected  from  16,592  suits 
settled  from  July  1976  through 
June  1978  suggest  that  contracep- 
tive services,  radiological  exami- 
nations, and  therapy  for  in-situ 
breast  cancer  are  medical  services 
which  should  top  a physician’s 
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Eleventh  Councilor  District,  John  F.  Wel- 
don, MD,  Charleroi;  and  Twelfth  Councilor 
District,  Stanley  C.  Ushinski,  MD,  Kings- 
ton. 

PaMPAC  board  members-at-large  are: 
Joseph  V.  Caliguiri,  MD,  Coraopolis;  Alan 
L.  Dorian,  MD,  Norristown;  Conrad  A. 


Etzel,  MD,  Brookhaven;  H.  Keith  Fischer, 
MD,  Philadelphia;  Charles  D.  Saunders, 
MD,  Bethlehem,  Mrs.  John  H.  Eves, 
Doylestown,  eastern  region;  Mrs.  Robert  E. 
Brown,  Lancaster,  central  region;  and  Mrs. 
Harry  E.  Serene,  Pittsburgh,  western  re- 
gion. 


Pacemakers  are  subject  of  AC  CP  course 


A discussion  of  cardiac  pace- 
makers and  patients  with  pace- 
makers will  take  place  at  the 
postgraduate  course,  "Pacemak- 
ers in  1979  and  Beyond.”  This  two 
and  one-half  day  program,  spon- 
sored by  the  American  College  of 
Chest  Physicians,  will  be  held 
June  28-30  at  the  Pocono  Hershey 
Resort  in  White  Haven,  PA. 

This  course  has  been  designed 
for  cardiologists,  surgeons  and 
others  involved  in  the  clinical  use 
of  cardiac  pacemakers.  It  will  em- 
phasize practical  problem  solving, 
small  group  workshops  and  par- 


ticipatory "hands-on”  experience. 

The  program  has  been  accred- 
ited for  11  hours  in  Category  1 of 
the  Physician’s  Recognition 
Award  of  the  American  Medical 
Association. 

Tuition  fees  for  this  post- 
graduate course  are:  ACCP  mem- 
bers, $150.00;  non-member  physi- 
cians, $175.00;  residents,  nurses 
and  therapists,  $125.00.  For  more 
information  contact:  Dale  E. 
Braddy,  Director  of  Education, 
American  College  of  Chest  Physi- 
cians, 911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 


study  shows  who  gets  sued 


"worry”  list.  This  rating  combines 
the  frequency  with  which  the  ser- 
vice is  given,  the  number  of  inju- 
ries arising  from  it,  the  severity  of 
the  injuries,  and  the  amount  paid. 

The  following  trends  in  mal- 
practice were  indicated  in  the  re- 
port: 

Diagnostic  radiologists  and  in- 
ternists are  sued  twice  as  often  as 
other  nonsurgical  specialists. 

Physicians  over  65  are  respon- 
sible for  the  highest  settlements 
paid  for  claimed  injuries  and 
deaths.  But  more  than  half  of  all 
settlements  are  against  doctors 
between  36  and  55. 

Suits  for  misdiagnosis  most 
commonly  involve  fracture-dis- 


locations. Misdiagnosis  suits  are 
most  expensive  when  infectious 
diseases  are  involved. 

Injuries  by  hormones  and  anti- 
biotics lead  drug-treatment  suits, 
both  in  prevalence  and  expense. 

Factors  other  than  the  proce- 
dure often  make  a huge  difference. 
For  instance,  the  average  settle- 
ment for  22  suits  after  simple  ap- 
pendectomy was  $18,721,  but  for 
18  suits  after  appendectomy  with 
peritoneal  abscess  it  was 
$161,204. 

The  386  page  report  is  available 
from  NAIC  in  Milwaukee  for  $100. 
This  price  includes  a second  vol- 
ume to  be  released  in  December 
1979. 


House  passes  CON 


Legislature  to  mull  health  related  bills 


Several  health-related  bills 
currently  abound  in  the  Legis- 
lature. 

After  some  debate  and  amend- 
ing, on  March  28  the  House  passed 
H.B.  308,  the  proposal  to  bring 
health  care  planning  and  certifi- 
cate of  need  (CON)  to  Pennsylva- 
nia. The  bill,  drafted  by  the  Hospi- 
tal Association  of  Pennsylvania 
(HAP)  passed  177-11. 

Several  amendments  to  the  bill 
were  agreed  upon  by  the  major- 
ity and  minority  leaders.  One 
amendment  will  expand  the 
Health  Care  Policy  Board  from  11 
to  13  and  establish  the  board  as 
the  single  state  agency  to  adminis- 
ter the  certificate  of  need  provi- 
sions of  the  act.  Originally,  the 
Department  of  Health,  Education 
and  Welfare  (HEW)  claimed  the 
bill  set  up  no  single  administra- 
tive agency.  An  amendment  to  in- 
clude home  health  care  agencies  in 
the  bill  was  rejected. 

The  Senate  officially  began  to 
consider  this  bill  April  23,  after  a 
three-week  recess.  The  state  must 
have  CON  legislation  by  July  1 to 
avoid  losing  federal  health  plan- 
ning funds. 


By  a unanimous  vote,  the  House 
passed  bill  215,  which  requires  the 
Bureau  of  Professional  and  Occu- 
pational Affairs  to  accept  personal 
checks  for  license  fee  renewals. 
The  bill  was  returned  to  the  Sen- 
ate Committee  on  Professional 
Licensure  for  approval. 

Senate  Bill  443,  to  permit  Blue 
Shield  to  sell  coverage  for  services 
of  chiropractors,  was  reported  to 
the  floor  the  week  of  March  26. 
This  bill  does  not  mandate  cover- 
age of  chiropractic  services; 
rather,  it  would  be  a decision  of  the 
Board  of  Directors  to  offer  cover- 
age to  subscribers. 

The  Senate  Public  Health  and 
Welfare  Committee  met  April  10 
to  review  the  following  bills:  S.B. 
184,  which  would  amend  the  Con- 
trolled Substance,  Drug,  Device 
and  Cosmetic  Act  to  limit  the  pre- 
scribing of  amphetamines  to  the 
treatment  of  narcolepsy,  hyper- 
kinesis, drug-induced  brain  dys- 
function, and  epilepsy,  or  in  clini- 
cal investigation  of  depression; 
S.B.  283  would  amend  the  Abor- 
tion Control  Act  to  require  physi- 
cians and  clinics  to  report  compli- 
cations resulting  from  abortion; 


S.B.  502  would  amend  the  Public 
Welfare  Code  to  change  the  defini- 
tion of  the  commissioner  of  mental 
health  by  eliminating  the  re- 
quirement that  the  psychiatrist 
have  seven  years  of  clinical  expe- 
rience. 

Other  Senate  bills  awaiting  ac- 
tion include  489,  to  require  licens- 
ing boards  to  retain  qualified  and 
approved  testing  organizations  to 
handle  examinations;  509,  to  es- 
tablish a Medicolegal  Investiga- 
tion Commission  and  a state  office 
of  medical  examiner;  512,  to  re- 
duce fees  paid  by  other  health  care 
organizations  under  the  Health 
Care  Services  Malpractice  Act; 
330,  to  provide  that  this  act  be  in- 
applicable to  actions  arising  be- 
fore the  effective  date;  and  524,  to 
set  up  a separate  loan  fund  in  the 
Pennsylvania  Higher  Education 
Assistance  Agency  for  medical 
students,  (similar  to  House  Bill 
788). 

Other  legislation  pending  Sen- 
ate action  includes  S.B.  301,  to 
license  speech  pathologists  and 
audiologists;  320  to  permit  the 
manufacture  and  prescription  of 
laetrile;  292  granting  civil  immu- 
nity to  qualified  persons  conduct- 
ing health  screening  tests;  445  to 
regulate  the  licensing  and  inspec- 
tion of  ambulance  services  and 
personnel;  337  to  amend  the  Child 
Labor  Law  to  permit  nurse  prac- 
titioners to  perform  physical  ex- 
aminations for  work  permits. 

In  the  House,  H.B.  657  was  in- 
troduced to  extend  the  Emergency 
Medical  Services  Systems  Act 
which  expires  automatically  in 
June.  The  Senate  Public  Health 
and  Welfare  Committee  heard  tes- 
timony on  this  subject  from 
William  E.  DeMuth,  Jr.,  MD,  a 
member  of  the  Society’s  Council  on 
Education  and  Science  and  its  ad- 
visor on  emergency  medical  ser- 
vices. 


William  E.  DeMuth,  Jr.,  MD,  of  Carlisle,  presented  PMS  testimony  at  Senate  Health  and 
Welfare  Committee  hearings  March  23.  He  urged  extension  of  Act  265  of  1976,  the 
Emergency  Medical  Services  Systems  Act.  His  editorial  on  the  subject  is  on  page  21  of 
this  issue. 
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Allegheny,  Chester  countians  win 


Environmental  awards  made  at  dinner 


The  Society’s  Council  on 
Member  Services  recommended  to 
the  Board  of  Trustees  on  March  21 
that  Ralph  D.  Heister,  Ph.D.,  and 
the  Group  Against  Smog  and 
Pollution,  (G.A.S.P.)  be  named  re- 
cipients of  the  1979  Environ- 
mental Improvement  Recognition 
Awards. 

Dr.  Heister,  Chester  County,  is 
the  council’s  candidate  for  the  in- 
dividual award.  He  is  chairman  of 
the  biology  department  at  Cones- 
toga High  School  in  Berwyn.  Each 
year  since  1971,  Dr.  Heister  and 
his  students  have  volunteered  to 
work  on  some  environmental  proj- 
ect in  the  community. 

G.A.S.P.,  a voluntary  agency  es- 
tablished in  Allegheny  County 
nine  years  ago,  is  composed  of 
teachers,  homemakers,  scientists, 

Psychiatrists  meeting 
uses  feature  movies 

Feature  films  in  psychiatry 
were  presented  at  the  annual 
meeting  of  the  Pennsylvania 
Psychiatric  Society,  held  April 
20-22  in  Valley  Forge. 

Topics  of  special  interest  in 
psychiatry  were  presented  in 
selected  feature  films,  and  dis- 
cussed by  colleagues  experienced 
in  the  areas. 

Film  presentations  included 
"Play  Misty  For  Me,”  "Young  Dr. 
Freud,”  "Dr.  Carl  Gustave  Jung,” 
and  "I  Never  Sang  For  My  Fa- 
ther.” Discussion  leaders  were 
Drs.  Robert  L.  Sadoff,  lecturer  in 
law  at  Villanova  University 
School  of  Law;  Newell  Fischer, 
clinical  director  of  the  Institute  of 
Pennsylvania  Hospital;  John  H. 
Valentine,  clinical  associate  in 
psychiatry  at  the  University  of 
Pennsylvania;  and  Martin  Gold- 
berg, senior  attending  psychia- 
trist at  the  Institute  of  Pennsylva- 
nia Hospital. 


and  engineers.  G.A.S.P.  has  eval- 
uated energy  resources,  needs, 
and  conservation  measures,  and 
has  alerted  the  public  to  the  health 


danger  of  environmental  pollu- 
tion. 

The  awards  were  presented  at 
Officers’  Conference. 


Physician-artists  display  work  in  November 


Physicians  who  also  are  artists 
will  have  an  opportunity  to  dis- 
play their  work  during  a national 
art  exhibit  in  November. 

The  American  Physician’s  Art 
Association  (APAA)  will  present 
its  yearly  exhibit  November  4-7  in 
Las  Vegas,  Nevada,  in  conjunction 
with  a meeting  of  the  Southern 
Medical  Association.  All  physi- 


cians who  work  with  oil,  acrylic, 
and  water  color  paint,  sculpture, 
photography,  graphic  arts,  design, 
and  creative  crafts  are  eligible  to 
join  the  APAA  and  submit  entries 
for  the  exhibition.  Several  prizes 
will  be  awarded  in  each  category, 
contact  Milton  S.  Good,  MD,  Trea- 
surer, APAA,  610  Highlawn  Ave- 
nue, Elizabethtown,  PA  17022. 


HFirstmark  Capital 

Firstmark  Capital  Corporation  announces  a new  personal 
lending  service  designed  to  meet  the  special  needs  of 
health  care  professionals 

Consider  the  advantages  . . . 

• Only  your  signature  is  required  to  borrow  from  $5,000  to  $25,000, 
terms  to  60  months 

• Quick  confidential  service,  entire  transaction  handled  by  mail 

• Credit  life  insurance  available  at  low  cost  ...  No  physical 
examination  required 

• Loan  is  interest  bearing  . . . You  may  pay  off  or  reduce  the  loan  at 
any  time  without  pre-payment  penalty 

Here's  how  to  apply  . . . 

For  complete  information  and  a simple  loan  application  call  Mr. 
Charles  toll  free  at  1-800-421-0355 

FIRSTMARK  CAPITAL 
7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 

Serving  the  Health  Care  Industry  for  over  50  years 
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PAVE  efforts  holding  line  on  costs 


Attempts  to  contain  costs  in 
Pennsylvania’s  hospitals  are  on 
target  halfway  through  the  first 
year  of  Pennsylvania’s  Voluntary 
Effort,  (PAVE)  according  to  the 
chairman  of  the  committee  direct- 
ing the  program. 

Eugene  J.  O’Meara,  president  of 
Sharon  General  Hospital,  Sharon, 
said  that,  based  on  figures  submit- 


Allegheny  County  Medical  So- 
ciety has  formed  a nonprofit  corpo- 
ration to  carry  out  society  busi- 
ness functions  and  develop  new 
services  for  interested  members. 

The  Allegheny  Physicians  Ser- 
vice Corporation  (APSC)  was  es- 
tablished January  1,  1979.  Ac- 
cording to  the  county  medical  soci- 
ety, revenues  may  be  generated 
using  group  purchasing  power  to 
produce  savings  for  physicians. 
Goals  of  the  corporation  are  to 
offset  future  dues  increases,  de- 
velop better  public  understanding 


ted  by  90  percent  of  the  227  hospi- 
tals participating  in  the  voluntary 
program,  hospitals  actually  spent 
less  during  the  six-month  period 
ending  December  31,  1978  than 
they  had  budgeted.  He  said  if  that 
trend  continues,  Pennsylvania 
hospitals  will  finish  fiscal  year 
1978-79  with  an  11.7  percent  rate 
of  increase — significantly  lower 


of  the  private  practice  of  medicine, 
and  expand  its  role  in  advancing 
public  health. 

Services  which  the  corporation 
may  offer  to  physician-members 
include  providing  insurance,  in- 
vestment, legal,  and  accounting 
information,  medical  equipment, 
supplies,  and  office  furnishings, 
practice  management  aids,  infor- 
mation for  dealing  with  third  par- 
ties, auto  leasing,  and  group  travel 
services. 

Joseph  V.  Caliguiri,  MD,  will 
serve  as  APSC  president. 


than  the  14.4  percent  rate  esti- 
mated for  fiscal  1977-78.  A 10.4 
percent  rate  of  increase  is  the  goal 
by  June  30,  1980. 

New  law  provides 
pregnancy  coverage 

Sex  discrimination  on  the  basis 
of  pregnancy  now  is  illegal,  follow- 
ing an  amendment  to  the  Civil 
Rights  Act.  The  intent  of  the  law  is 
that  pregnancy  and  pregnancy- 
related  conditions  should  be 
treated  as  any  other  disability  or 
medical  condition  for  all  em- 
ployment-related purposes,  ac- 
cording to  a report  in  the  February 
1979  issue  of  American  College  of 
Obstetrics  and  Gynecology 
(ACOG)  newsletter. 

However,  employers  are  not  re- 
quired to  pay  medical  and  hospital 
expenses  for  abortions  except 
where  the  life  of  the  woman  would 
be  endangered  if  the  fetus  were 
carried  to  term.  Sick  leave  or  dis- 
ability coverage  may  not  be  de- 
nied; also,  where  complications 
arise  from  an  abortion,  coverage 
for  the  medical  care  or  disability 
must  be  provided  if  it  is  otherwise 
offered  by  the  employer. 

Other  provisions  of  the  law  in- 
clude the  following: 

Employers  who  currently  pro- 
vide health  and  disability  plans 
must  include  pregnancy  and 
pregnancy-related  disabilities  in 
the  coverage  provided  by  those 
plans. 

Employers  cannot  fire  or  refuse 
to  hire  pregnant  women  on  the 
basis  of  their  pregnancy. 

Women  permanently  disabled 
by  pregnancy  or  childbirth  have 
the  right  to  retire  on  a disability 
pension  or  to  receive  the  same 
long-term  disability  benefits  pro- 
vided for  other  conditions. 

For  further  information  contact 
ACOG,  1 E.  Wacker  Drive, 
Chicago,  IL  60601. 


DIRECTOR  OF 
EMERGENCY  UNIT 

A major  Philadelphia  based  Medical  Center  with 
teaching  affiliation  has  a position  for  a Physician 
oriented  towards  emergency  unit  medicine.  Previous 
experience  in  emergency  unit  administration  is 
desirable.  Responsibilities  include  providing  staffing 
with  salaried  MDs,  evaluating/supervising  house  staff 
and  evaluating  admissions.  Complete  salary  and 
benefits.  Write  or  send  resume  in  complete  confidence 
to: 

JOANN  DE  PALANTINO 

ALBERT  EINSTEIN 

MEDICAL  CENTER 
NORTHERN  DIVISION 
YORK  AND  TABOR  ROADS 
PHILADELPHIA,  PA  19141 

Equal  Opportunity  Employer 


ACMS  forms  new  service  corporation 
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Legal  counsel  reports 


License  at  risk  if  insurance  claims  false 


Fred  Speaker,  Esq. 

Filing  claims  with  Pennsylva- 
nia Blue  Shield  which  state 
that  certain  procedures  were  done, 
when  in  fact  they  were  not  done, 
can  cost  a professional  his  license. 
In  a case  decided  at  the  beginning 
of  this  year,  a panel  of  the  Com- 
monwealth Court  upheld  the  State 
Dental  Council  and  Examining 
Board’s  suspension  of  the  licenses 
of  three  oral  surgeons.1  It  is  a deci- 
sion that  could  have  parallel  ap- 
plication to  physicians. 

The  dental  law  allows  suspen- 
sion or  revocation  of  a license  for 
"fraudulent  or  unlawful  practices, 
or  fraudulent,  misleading  or  de- 
ceptive representations.”2  The 
Medical  Practice  Act  contains  sim- 
ilar authority  to  suspend  or  revoke 
licenses  for  "making  misleading, 
deceptive,  untrue  or  fraudulent 
representations . ”3 

In  the  Miller  case,  four  oral  sur- 
geons practiced  oral  surgery  in  a 
clinic  owned,  operated,  and  super- 
vised by  one  of  them.  When  a pa- 
tient was  referred  to  the  clinic,  he 
was  examined  by  a surgeon  who 
determined  what  work  was  to  be 
done.  A record  of  the  exact  opera- 
tive procedure  was  made  on  the 
patient’s  chart  by  that  surgeon.  At 
the  end  of  each  day,  the  informa- 
tion on  the  patient’s  chart  was 
transferred  to  a Blue  Shield  claim 
form  by  a secretary;  the  surgeon’s 
signature  was  stamped  on  the 
form.  Each  of  the  surgeons  had 
signed  an  agreement  to  accept  re- 
sponsibility for  all  statements, 
representations,  and  certifications 


on  the  claim  forms. 

Three  of  the  four  surgeons  were 
cited  before  the  board  for  submit- 
ting 12  claims  for  the  extraction  of 
impacted  teeth.  The  extraction  of 
teeth  which  are  not  impacted  is 
not  covered  by  Blue  Shield;  x-rays 
and  other  documents  showed  that 
the  teeth  were  not  impacted. 
Countering  the  argument  that 
there  was  insufficient  evidence  to 
prove  that  the  claims  were  in  fact 
incorrect,  the  Court  stated  that: 

. . . the  Council  is  composed 
of  professional  people  judging 
their  peers  and  we  are  satis- 
fied that  their  findings  were 
based  upon  credible  testi- 
mony by  competent  witness- 
es and  that  that  testimony, 
together  with  the  numerous 
exhibits  received,  was  suffi- 
cient to  convince  a reasonable 
mind  to  a reasonable  degree  of 
certainty  that  claims  were 
submitted  by  the  Clinic  to 
Blue  Shield  for  the  extraction 
of  teeth  which  were  not  im- 
pacted.4 

The  Court  then  disposed  of  the  ar- 
gument that  the  false  claims  were 
the  responsibility  of  clerical  help, 
saying  that  . . the  evidence  is 
that  the  clerical  help  simply  trans- 
ferred to  claim  forms  the  informa- 
tion given  to  them  by  the  sur- 
geons.”5 

After  holding  that  the  suspen- 
sion of  the  three  surgeons  was 
valid,  the  Court  turned  to  the 
fourth  surgeon  who  had  been  cited 
solely  because  of  his  ownership, 


supervision,  and  administration  of 
the  clinic.  Noting  that  the  Dental 
Council  was  unconvinced  by  the 
owner’s  testimony,  the  Court  still 
said  that: 

Although  it  is  a very  close 
case,  we  have  considerable 
difficulty  in  finding  sufficient 
evidence  in  the  record  that 
Miller  knew  or  should  have 
known  that  false  claims  were 
being  submitted  to  Blue 
Shield  or  that  he  participated 
in  any  way  in  the  fraudulent 
conduct.  While  he  may  have 
benefited  from  the  fruits  of 
the  fraud,  unless  he  knew  of  it 
and  participated  in  it,  he  can- 
not be  guilty  of  fraudulent  or 
unlawful  practices  or  fraudu- 
lent, misleading  or  deceptive 
representations . 6 
Because  of  the  suspension  of 
three  surgeons  and  the  finding 
that  it  was  "a  very  close  case”  in- 
volving the  fourth,  all  physicians 
should  be  sure  that  false  claims 
are  not  filed  in  an  effort  to  help 
their  patients,  and  also,  they 
should  be  sure  paperwork  done  in 
their  behalf  is  correct.  □ 


1 ./Miller,  et  al.  v.  Commonwealth,  State 
Dental  Council  & Exam.  Board,  396  A. 2d 
83  (Pa.  Commw.  Ct.  1979). 

2. /63  P.S.  §122(i). 

3. /63  P.S.  §421. 15(a)  (2). 

4. / Miller , et  al.  v.  Commonwealth,  State 
Dental  Council  & Exam.  Board,  supra  at 
87. 

5 ./Ibid. 

6./Id.  at  89. 
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HSAs  effective  says  planning  group  survey 


A survey  of  the  country’s  health 
planning  system  concludes  that 
$1.5  billion  per  year  in  hospital 
and  nursing  home  capital  expen- 
ditures is  being  saved  by  health 
planning  agencies. 

The  American  Health  Planning 


Association  (AHPA)  surveyed  203 
health  systems  agencies  across  the 
nation,  with  responses  based  on 
the  first  130  completed  question- 
naires. The  preliminary  results, 
which  covered  a two-year  period 
ending  August  31,  1978,  showed 


that  5,717  proposed  short-term 
hospital  beds  were  disapproved, 
converted  to  other  uses,  or  elimi- 
nated by  the  local  agencies. 
This  resulted  in  capital  cost  sav- 
ings of  $553,055,000.  Also,  the 
survey  indicated  that  another 
$456,971,000  was  prevented  from 
being  invested  in  unnecessary  ren- 
ovation projects. 


Health  department  issues  home  health  directory 


To  improve  the  quality  of  health 
care  for  those  who  must  receive 
nursing  and  medical  services  in 
the  home,  the  state  health  de- 
partment has  released  a directory 
of  qualified  home  health  agencies 
in  Pennsylvania. 

The  six  professional  services 
listed  in  the  directory  which  can  be 
certified  for  payment  under  the 
Medicare  program  on  a per  visit 
basis  are  skilled  nursing,  physical 
therapy,  speech  pathology,  occu- 
pational therapy,  medical  social 
services,  and  home  health  aide 
services. 

Among  the  "program”  services 
listed  for  some  agencies  are  expec- 
tant parent  classes,  homemaker 
and  chore  services,  laboratory  and 
pharmacy  equipment  and  sup- 

PMS  field  contacts  change 

There  have  been  several  recent 
changes  in  staff  contacts  for  each 
councilor  district.  The  revised  list 
follows.  Call  PMS  at  (717)  763- 
7151  with  any  questions  or 
problems,  and  ask  for  the  staff  rep- 
resentative from  your  district. 

PMS  Field  Contact  Staff 


Councilor 

Staff 

district 

person 

First 

L.  Riegel  Haas 

Second 

L.  Riegel  Haas 

Third 

Stephen  R.  Keys 

Fourth 

Donna  F.  Wenger 

Fifth 

Charles  G.  Appleby 

Sixth 

Barbara  M.  Starr 

Seventh 

James  E.  Paxton 

Eighth 

Barbara  M.  Starr 

Ninth 

James  E.  Paxton 

Tenth 

Donald  N.  McCoy 

Eleventh 

Dale  E.  Yates 

Twelfth 

J.  Brad  Langdon 

plies,  inhalation  therapy,  mater- 
nal and  child  health  services, 
and  disease  control. 

The  directory  has  been  distrib- 
uted to  hospitals,  nursing  homes, 
and  county  medical  societies. 

Surgical  society 
to  hold  meeting 

The  Pennsylvania  Society  of 
Colon  and  Rectal  Surgery  will 
meet  at  Union  League,  South 
Broad  Street,  Philadelphia,  on 
May  11. 

Discussion  topics  at  the  meeting 
will  include  unusual  pigmented 
lesions  of  the  perineum,  transsa- 
cral  sling  fixation  for  rectal  pro- 
lapse, the  use  of  the  CAT  scan  in 
rectal  cancer,  and  the  differential 
diagnosis  in  the  surgery  of  in- 
flammatory bowel  disease  and  its 
practical  implications. 

The  society’s  executive  council 
will  meet  at  4:30  p.m.;  society  fel- 
lows will  meet  at  5:30. 


Hospital  hosts 
ethics  seminar 

"Ethical  Issues  in  Substance 
Abuse  Treatment”  is  the  topic  of 
the  12th  annual  Eagleville  confer- 
ence, to  be  held  Friday,  May  1 1 at 
the  Holiday  Inn,  King  of  Prussia, 
PA.  Sponsored  by  Eagleville  Hos- 
pital and  Rehabilitation  Center, 
the  conference  will  examine  such 
issues  as  a client’s  right  to  review 
his  treatment  plan  versus  treat- 
ment effectiveness,  and  the  ethical 
conflicts  between  the  client’s  need 
for  treatment  and  an  agency’s  re- 
quirements to  meet  government 
regulations. 

Congresswoman  Shirley  Chis- 
holm (D-NY),  as  keynote  speaker, 
will  deliver  the  Jack  Donovan 
Memorial  Lecture.  Experts  in  law, 
government,  education,  and  medi- 
cine will  join  those  who  work  in 
the  drug,  alcohol,  and  mental 
health  fields  at  the  conference. 


PMS  Credit  Union 
20  Erford  Road 
Lemoyne,  PA  17043 
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Are  tax-exempt  bonds 
right  or  wrong 
for  you  just  now? 


As  a result  of  the  recent  tax  law’s 
reduction  in  capital  gain  taxes, 
serious  investors  are  finding  it  a 
good  idea  to  take  a fresh  look  at  their 
portfolios. 

This  may  be  the  time  to  consider 
the  merits  of  tax-exempt  bonds. 
Many  issues  offer  appealing  yields. 
However,  the  variations  in  quality  de- 
mand careful  study  since  they  run 
the  gamut  from  quite  safe  to  very 
risky. 

To  help  investors  determine  the 
correct  strategy  and  investment 
media  to  meet  their  individual  re- 
quirements effectively  and  on  a con- 


tinuing basis,  Pittsburgh  National 
has  developed  a dynamic,  highly 
flexible  technique  for  professional 
investment  management.  We  call  it 
"Disciplined  Response.” 

Many  men  and  women  have 
found  that  our  "Disciplined  Re- 
sponse” approach  offers  results  they 
could  not  obtain  on  their  own  or  from 
other  sources.  If  you’d  like  to  know 
more,  we’ll  be  glad  to  send  you  a 
copy  of  our  booklet,  “The  Pittsburgh 
National  Approach  to  Modern  In- 
vesting.” There’s  no  obligation,  of 
course. 


Mr.  Burton  S.  Holmes 
Trust  Division 
Pittsburgh  National  Bank 
Fifth  Avenue  & Wood  Street 
Pittsburgh,  Pa  15222 

Please  send  me  a copy  of  your  free  booklet,  “The 
Pittsburgh  National  Approach  to  Modern  Investing." 

Name 


-State. 


-Zip- 


PITTSBURGH  NATIONAL  BANK 


PITTSBURGH’S  OLDEST  TRUST  COMPANY 


The ‘Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-t\rpe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a feu- 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  yoi 
know-,  there  is  substantia 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery  - 
thromycin. The  record  oi 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  th 
generics.  Drug  nomen-  i f 
clature  is  not  the  impor-  - 
tant  point;  it’s  the  compe 
tence  of  the  manufac- 
turer and  the  integrity  oi 
the  product  that  count. 


'Matters, 


TYTH:  Generic  options  al- 
lost  always  exist. 

ACT:  About  55  percent 
f prescription  drug  ex- 
enditure  is  for  single- 
jurce  drugs.  This 
leans,  of  course,  that  for 
illy  45  percent  of  such 
icpenditure,  is  a generic 
rescribing  option  avail- 
ble. 


IYTH:  Generic 
yescriptions  are  filled  with 
^expensive generics,  thus 
iving  consumers  large 
urns  of  money. 


ACT:  Market  data  show 
latyou  invariably 
rescribe — and  pharma- 
cists dispense — both 
rand  and  generically 
iibeled  products  from 
Inown  and  trusted 
iiurces,  in  the  best  inter- 
est of  patients.  In  most 
ases  the  patient  receives 
. proven  brand  product, 
avings  from  voluntary 
er  mandated  generic 
rescribing  are  grossly 
xaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired . 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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Psychiatry  in  general  practice 


Psychiatric  symptom 
in  a patient  facing  death 

Howard  L.  Field,  MD 


Medical  attitudes  toward  the  ter- 
minally ill  patient  have 
changed  several  times  in  this  century. 
During  the  first  third  of  the  century, 
as  in  earlier  times,  giving  comfort  was 
an  important  part  of  the  physician’s 
art.  However,  this  function  was 
crowded  out  of  the  medical  school 
curricula  as  more  exciting  biomedical 
discoveries  appeared.  In  teaching  cen- 
ters, death  was  studied  from  an  exclu- 
sively biological  point  of  view;  psycho- 
logical aspects  of  dying  were  ignored 
or  left  to  chance.1 

About  1960,  for  reasons  that  are  not 
entirely  clear,  investigators  began, 
once  again,  to  focus  upon  the  emo- 
tional needs  of  the  terminal  patient. 
This  trend  was  led  by  psychiatrists 
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and  behavioral  scientists  who  applied 
methods  for  treatment  and  observa- 
tion of  psychiatric  patients  to  the 
study  of  the  fatally  ill.  Early  workers 
became  interested  in  thanatology 
through  a variety  of  routes:  the  study 
of  suicide,  the  investigation  of  cultural 
attitudes  toward  death,  contact  with 
dying  patients  during  general  hospital 
psychiatric  consultations.  No  matter 
how  their  interest  originated,  how- 
ever, most  of  the  pioneers  in  the  field 
based  their  work  upon  direct  patient 
observation. 

Eissler,  an  early  writer,  was  led  to 
consider  death  through  the  coinci- 
dence of  fatal  illness  in  three  patients 
he  was  treating.  In  his  book  he  offered 
a review  of  psychoanalytic  theory  on 
the  subject  with  painstaking  descrip- 
tions and  analyses  of  his  patients’  and 
his  own  therapeutic  interventions.2 

Kubler-Ross  related  interviews 
with  several  hundred  dying  persons, 
using  excerpts  from  the  conversations. 
Her  now  famous  formulation  of  the 
five  stages  of  dying  was  qualified  with 
the  caveat  that  one  must  learn  from 
the  patients  and  not  impose  precon- 
ceptions upon  them.3 

As  the  literature  of  thanatology 


grew,  attention  shifted  from  clinical  to 
pedagogic  and  theoretical  concerns. 
Schemes  to  classify  the  psychological 
stages  of  dying  became  particularly 
prominent.  Even  such  an  astute  clini- 
cian as  Weisman,  who  first  warned 
against  rigid  systems  of  classification, 
listed  his  ideas  on  stages  of  dying,  to 
which  he  added  a classification  of  the 
degrees  of  denial.4 

Unfortunately,  systems  of  classifi- 
cation sometimes  appear  ironclad,  and 
there  is  real  danger  that  the  naive 
physician  may  apply  them  in  an  in- 
sensitive fashion  in  patient  care.  In 
addition,  as  the  focus  of  study  has 
shifted  from  the  bedside,  one  hears 
contentious,  overgeneralized  state- 
ments about  the  terminally  ill.  The 
question  of  informing  a patient  of  his 
diagnosis  and  prognosis  is  just  such  a 
dispute.5 

In  view  of  these  recent  develop- 
ments, it  seems  desirable  to  conduct 
further  clinical  observations  and  more 
careful  research.  The  following  case 
report  and  comment  will  illustrate 
that  patients’  responses  to  fatal  illness 
are  consistent  with  rules  of  human  be- 
havior; that  debate  about  informing 
the  patient  of  his  diagnosis  is  mean- 
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ingless  unless  patient  reaction  is  con- 
sidered; and  that  the  goals  of  psycho- 
logical management  of  the  terminally 
ill  must  be  set  with  sensitivity  to  pa- 
tients’ needs. 

Case  report 

A 36-year-old  businessman,  hospi- 
talized with  wide-spread  abdominal 
cancer,  was  referred  for  psychiatric 
consultation  because  of  his  severe,  in- 
tractable insomnia.  Prior  to  making 
the  referral,  the  attending  surgeon 
had  eliminated,  through  neurologic 
evaluation,  intoxication  and  focal 
brain  disease  as  causes  of  the  problem. 

Upon  initial  examination,  the  pa- 
tient was  oriented.  His  memory  and 
intellectual  functions  were  intact. 
Most  striking  during  the  initial  inter- 
view was  the  patient’s  lack  of  aware- 
ness of  his  physical  condition.  Pale, 
weak,  and  drawn,  with  a draining 
wound  and  unmistakable  fecal  odor, 
he  gave  no  indication  that  he  knew  his 
diagnosis  or  the  gravity  of  his  illness. 
He  said  he  was  confident  of  a quick 
recovery  from  his  "infection.”  Al- 
though it  appeared  the  patient  had  not 
been  told  that  he  had  cancer,  both  his 
wife  and  surgeon  made  it  clear  that 


they  had  informed  him  repeatedly  for 
several  years. 

The  patient  did  not  respond  to  con- 
siderable doses  of  tranquilizers  and 
hypnotics  and  was  becoming  more  dis- 
organized by  terror  which  he  could  not 
permit  himself  to  understand.  It 
seemed  urgent  to  explore  his  situation 
with  him.  I began  by  explaining  to  the 
patient  that  it  might  be  useful  to  dis- 
cuss things  which  worried  him,  adding 
that  he  certainly  appeared  worried  de- 
spite his  stated  optimism.  He  re- 
sponded with  an  account  of  his  current 
business  and  family  problems. 

The  patient  had  a large  and  suc- 
cessful business  which  depended  a 
great  deal  upon  his  special  talents. 
Prior  to  entering  the  hospital,  he  un- 
accountably had  expanded  his  busi- 
ness commitments.  Certain  problems 
required  his  immediate  attention; 
since  he  was  not  available,  his  firm 
was  in  jeopardy. 

There  also  were  troubles  at  home. 
The  patient’s  marriage  was  organized 
along  traditional  lines — his  wife  had 
little  understanding  of  his  compli- 
cated financial  affairs.  She  was  un- 
prepared to  assume  responsibility  for 
business  and  household  management. 


In  addition,  she  was  having  difficulty 
handling  the  children  who  had  become 
increasingly  upset  by  the  illness. 

After  several  interviews  where  he 
recounted  his  immediate  conscious 
concerns,  the  patient’s  insomnia  and 
anxiety  abated.  He  then  gave  a bit 
more  information  about  his  past  life 
and  present  circumstances. 

He  was  the  younger  of  two  sons  bom 
to  a shopkeeper  of  limited  means. 
From  childhood  he  was  noted  for  his 
competitive  and  aggressive  nature. 
Despire  his  small  stature,  he  excelled 
at  sports  and  was  a natural  leader. 
After  returning  from  war  with  an  out- 
standing record,  he  built  the  family 
business  into  a spectacular  success. 
From  studying  his  record  and  talking 
to  the  attending  surgeon,  I learned 
something  the  patient  did  not  reveal: 
his  bladder  tumor  had  become  appar- 
ent seven  years  previously  and  was 
treated  by  simple  excision.  When  it 
recurred  several  years  later,  there  was 
considerable  dispute  between  the  pa- 
tient and  his  surgeon.  The  surgeon 
wished  to  perform  radical  surgery  but 
the  patient  had  refused  on  the  grounds 
that  his  sexual  capacity  might  di- 
minish. 
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While  treating  the  patient,  I was 
able  to  speak  to  his  wife  on  several 
occasions.  She,  too,  was  initially  un- 
able to  consider  the  possibility  and 
consequences  of  her  husband’s  death, 
but  given  sufficient  opportunity  later, 
talked  of  her  fears  and  grief. 

As  he  came  closer  to  contact  with  his 
underlying  fear,  the  patient’s  emo- 
tional state  did  not  become  worse; 
rather,  he  was  less  constricted  and 
displayed  a warm,  engaging  per- 
sonality. The  patient  approached  the 
idea  of  his  death  obliquely,  as  if  he  had 
to  satisfy  himself  that  there  were 
worse  alternatives.  He  began  by  first 
considering  the  consequences  of  a long 
illness,  then  permanent  incapacita- 
tion. During  the  second  week  of  treat- 
ment he  spoke  openly  of  death.  How- 
ever, after  this  the  patient  returned  to 
his  position  of  denial.  In  the  sessions 
that  followed  there  was  wide  variation 
in  the  amount  of  denial  present. 

One  could  also  observe  a correspond- 
ing fluctuation  in  his  attitude  toward 
his  surgeon  and  me.  At  the  times  when 
he  was  least  realistic,  he  expressed 
admiration  and  trust  based,  perhaps, 
on  the  feeling  that  the  surgeon  would 
somehow  cure  him.  By  contrast,  when 
he  faced  the  reality  of  his  illness  more 
completely,  a cold,  aloof,  and  critical 
manner  revealed  his  underlying  anger 
and  disappointment. 


After  several  weeks  the  patient  had, 
as  he  predicted,  recovered  from  his 
secondary  infection  and  was  to  return 
home.  At  the  time  of  discharge,  I told 
him  I would  be  available  to  see  him  if 
he  wished. 

He  called  on  one  occasion  two 
months  later  to  tell  me  that  he  had  a 
great  deal  of  pain  and  fever  and  was 
sleeping  poorly.  He  had  not  gone  back 
to  work.  He  complained  of  being 
frightened  and  although  he  could  not 
make  the  trip  to  my  office,  he  wished  to 
see  me.  During  my  visit,  he  took  great 
pains  to  show  me  his  beautiful  home 
and  pictures  of  his  children;  he  talked 
at  length  of  his  physical  symptoms  and 
only  briefly  and  indirectly  of  his  im- 
pending death. 

Shortly  thereafter,  the  patient  was 
readmitted  to  the  hospital.  He  was 
septic,  febrile,  and  delirious  for  a long 
period  of  time  prior  to  his  death.  He 
usually  was  unable  to  recognize  me, 
and  had  few  intelligible  comments.  He 
suffered  intensely  and  yielded  his  life 
only  after  great  struggle. 

Comment 

As  the  patient  had  no  evidence  of 
organic  brain  impairment,  I initially 
concluded  that  he  was  emotionally 
unable  to  confront  his  illness  and  used 
the  defense  mechanisms  of  repression 
and  denial  to  evade  the  truth  about  his 
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illness.  The  patient’s  insomnia  is  an 
example  of  a familiar  theory  of  neu- 
rotic symptom  formation — an  unac- 
ceptable idea  is  thrust  away  from 
awareness  only  to  return  in  the  form  of 
a symptom  which  both  disguises  and 
reveals,  in  symbol,  its  origin.6  In  this 
instance,  the  unacceptable  idea  was 
death,  and  sleep  was  the  representa- 
tive symbol.  Thus,  the  process  of  psy- 
chiatric symptom  formation  occurred 
in  this  fatally  ill  patient  the  same 
as  it  would  under  more  ordinary  cir- 
cumstances. This  man’s  need  to  win, 
master,  and  succeed,  his  intolerance  of 
the  loss  of  sexual  function,  his  youth, 
his  love  of  wife  and  children,  and  his 
regret  about  previous  bad  decisions  all 
are  essential  to  understand  the  denial 
which  led  to  his  insomnia.  This  man, 
who  had  been  so  thoroughly  in  charge 
of  his  life,  could  not  tolerate,  or  let 
come  to  consciousness  knowledge  of 
his  loss  of  control  and  impending  de- 
feat. 

Under  extreme  stress,  (created  by 
the  threat  of  death  for  this  man)  de- 
fenses are  fluid  and  shifting.  Because 
the  amount  of  denial  changed  from 
day  to  day,  the  patient  hardly  would  fit 
a fixed  schema  of  classification  involv- 
ing progression  from  one  stage  to  an- 
other. An  attempt  to  classify  could 
have  distracted  the  physician  from 
what  the  patient  was  saying.  I con- 
ducted this  man’s  psychotherapy  with 
respect  for  his  defenses,  avoiding  chal- 
lenge and  confrontation  as  one  would 
with  any  victim  of  catastrophe.  Ther- 
apeutic measures  were  made  from  a 
position  of  therapist  empathy,  using 
rational  principle,  based  on  an  under- 
standing of  the  patient’s  emotional 
needs. 

This  case  shows  quite  clearly  that 
the  issue  of  whether  to  inform  the  pa- 
tient of  fatal  illness  has  no  meaning 
when  considered  apart  from  the  pa- 
tient’s capacity  to  receive  such  infor- 
mation. □ 
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pregnancy  has  not  been  established  Therefore, 
use  of  Bronkodyl  during  lactation  or  in  women  of 
childbearing  potential  requires  that  possible  bene- 
fits of  the  drug  be  weighed  against  possible  hazards 
to  fetus  or  child 

Precautions  Bronkodyl  should  be  used  with  cau- 
tion in  patients  with  cardiac  or  circulatory  disease 

Adverse  Reactions  Gastrointestinal : epigas- 
tric distress,  nausea,  vomiting  Cardiovascular:  pal- 
pitations CNS:  insomnia,  restlessness,  irritability, 
convulsion 

Dosage  and  Administration:  Adults:  Usual  dosage 
of  Bronkodyl  is  200  mg.  every  6 hours  (four  doses 
in  each  24  hours)  This  dosage  may  be  adjusted  to 


reflect  individual  clinical  response  as  an  indication 
of  slow  or  rapid  metabolism  of  the  drug  If  adverse 
reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be 
lengthened,  or  both  If  clinical  response  is  not  satis- 
factory, indicating  possible  rapid  inactivation  of  the 
drug,  dosage  may  be  gradually  increased  to 
achieve  the  desired  response.  In  some  instances 
of  either  too  slow  or  toe  rapid  metabolism,  plasma 
levels  of  theophylline  should  be  determined  and 
dosage  adjusted  accordingly  toachieve  levels 
above  10  meg. /ml  . but  not  to  exceed  20  meg  /ml 

Dosage  in  Children:  Usual  dosage  should  be  based 
on  administration  of  10  mg  per  kg  per  24  hours, 
divided  in  4 doses  per  day,  given  every  6 hours  As 
this  may  not  be  possible  with  use  of  the  capsules, 
Bronkodyl  elixir  may  be  used.  Theophylline  saliva 
levels  (approximately  60%  of  simultaneous  blood 
levels),  may  facilitate  dosage  adjustments,  espe- 
cially in  children,  to  obtain  appropriate  response 


How  Supplied: 

Bronkodyl*  100  mg  , 

brown  and  white  capsules  in  100s  Code  #1831 
Bronkodyl"  200  mg., 

green  and  white  capsules  in  100  s Code  #1833 
Bronkodyl"  Elixir. 

80  mg  per  15  ml,  in  pints  Code#1835 


editorials 


Government,  not  medicine  to  blame  for  inflation 


Medicine  has  been  singled  out  to  bear  the  weight  of  the 
administration’s  special  inflation  fighting  strategy  of  wage 
and  price  guidelines.  These  guides  will  apply  to  physicians 
as  employers,  receivers  of  third  party  payments,  and  as 
fee-for-service  providers. 

In  an  unprecedented  move,  hospitals  voluntarily  have 
agreed  to  an  11.5%  cap  on  spending  for  1979.  While  the 
president  continues  to  seek  mandatory  federal  ceilings  for 
hospital  costs,  Barry  Bosworth,  director  of  the  White  House 
Council  on  Wage  and  Price  Stability,  noted  that  the  volun- 
tary effort  supported  by  the  AHA,  AMA,  and  the  Federa- 
tion of  American  Hospitals  was  the  only  successful  pro- 
gram of  restraint  in  any  part  of  the  economy. 

On  March  6,  1979,  President  Carter  introduced  legisla- 
tion into  Congress,  providing  for  a federal  cap  at  an  esti- 
mated 9.7%  if  hospitals  cannot  control  rising  costs  by  1980. 
The  president  has  slated  this  legislation  as  top  priority  in 
his  anti-inflation  drive.  Carter  stated  that  the  bill  can 
"reduce  inflation,  cut  the  federal  budget,  and  save  billions 
of  dollars  of  unnecessary  public  and  private  spending.”  The 
president  of  the  Federation  of  American  Hospitals,  Michael 
Bromberg,  said,  "We  will  urge  Congress  to  reject  this  legis- 
lation because  it  singles  out  the  only  industry  which  has 
demonstrated  significant  voluntary  cost  containment.  . . .” 

Are  physician’s  fees  really  to  blame  for  rising  health  care 
costs?  A basic  law  of  economics  is  that  the  more  there  is  of 
something,  the  less  worth  it  has.  The  more  money  spent  in 
an  economic  area,  the  cheaper  the  money  becomes,  and  the 
higher  the  prices  will  go.  The  increase  in  the  money  supply 
is  linked  directly  to  inflation.  Keeping  this  concept  in 
mind,  physicians’  fees  increased  about  69.7%  from  1970  - 
1977  while  HEW  expenditures  increased  about  200%  in  the 
same  time. 

Are  hospitals  really  to  blame  for  rising  hospitalization 
costs?  Government  and  V.A.  hospitals,  presumably,  should 
be  examples  of  what  government  regulation  and  controls 
can  accomplish  to  reduce  inflation  in  the  health  care  field. 
Some  skepticism  recently  surfaced  about  the  government’s 
effectiveness.  It  was  reported  that  Billy  Carter  had  con- 
sented to  medical  treatment  at  a naval  hospital  in  Califor- 
nia at  a cost  of  $274.00  per  day.  That  figure  is  at  least  as 
high,  if  not  higher  than  at  privately  owned  hospitals. 

Who  is  really  responsible  for  the  medical  cost  explosion? 
Harry  Schwartz,  an  editorial  writer  for  the  New  York 
Times,  said,  "Today,  when  we  hear  about  the  American 
medical  system,  the  bulk  of  public  discussion  is  almost 
always  about  its  deficiencies — real  or  often  imagined.  . . 
Yet,  despite  the  epidemic  of  criticism,  the  truth  is  that  more 
and  better  medical  care  is  available  for  the  sick  in  the 
United  States  than  anywhere  else  in  the  world.  . . The  nub 
of  the  argument  is  the  cost  of  medical  care.  . . But  to  the 
extent  that  the  medical  cost  explosion  is  greater  than  the 
general  inflation,  the  U.S.  government  and  its  policies — and 
not  the  medical  establishment — are  largely  responsible.” 


(Readers  Digest,  October  1978,  italics  inserted). 

Further,  pollster  George  Gallup,  in  the  American  Insti- 
tute of  Public  Opinion,  October  1978,  noted,  "Both  Repub- 
licans and  Democrats  blame  government  for  many  of  the 
nation’s  ills.  . . Government,  not  business  or  labor,  is  held 
most  reponsible  for  inflation;  'Big  government’  rather  than 
business  or  labor  poses  the  greatest  threat  to  the  nation’s 
future.  . .’’Columnist  Jack  Anderson  commented  inParade 
Magazine,  February  1979,  "The  cost  of  government — 
national,  state  and  local — now  equals  40  percent  of  the 
Gross  National  Product  each  year.  That’s  a 400  percent 
increase  in  the  last  40  years.” 

Inflation  really  is  caused  by  deficit  spending  and  too 
much  money  in  circulation.  This  means  that  the  govern- 
ment is  spending  far  more  money  than  it  takes  in  through 
taxes  (about  $766  billion  more),  and  to  cover  these  debts,  it 
prints  more  money.  Inflation  of  currency  inevitably  causes 
prices  to  skyrocket.  Thus  it  can  be  seen  that  higher  wages 
and  prices  do  not  cause  inflation  and  that  controls  on  the 
economy  will  not  reduce  inflation.  Only  prudent  fiscal 
policies  practiced  by  a concerned  government  will  stem  the 
tide  of  inflation. 

The  government,  unwilling  to  face  reality,  answers  the 
rising  costs  for  which  it  is  largely  responsible  with  controls, 
caps,  and  stronger  regulations.  Concomitantly,  it  shows  no 
inclination  to  reduce  spending.  PSROs,  NHI,  and  HSAs 
will  not  solve  the  problem;  they  will  only  serve  to  magnify 
it.  Controls  require  an  expensive  bureaucracy  to  adminis- 
ter them.  Controls  sacrifice  quality.  James  H.  Sammons, 
MD,  AMA  executive  vice  president,  noted  that  not  one  of 
the  government  supporters  of  the  hospital  cost  control  leg- 
islation "said  a word  about  quality.” 

The  government  has  been  and  continues  to  be  critical  of 
physicians  and  hospitals,  blaming  them  for  medical  care 
cost  inflation.  That  criticism  has  been  used  as  a wedge  for 
regulation,  and  a stage  for  the  introduction  of  National 
Health  Insurance.  We  are  supposed  to  believe  that  controls 
will  end  rising  costs. 

Americans  are  finding  out  that  government  control  of 
medicine  is  not  the  bargain  they  once  thought.  While  HEW 
Secretary  Joseph  Califano  calls  for  competence,  efficiency, 
and  austerity  with  good  management,  we  see  little  evi- 
dence that  these  principles  are  practiced  by  the  govern- 
ment in  general  or  HEW  in  particular. 

How  serious  is  the  situation  for  the  government  and 
especially  for  Americans?  States  are  petitioning  for  a con- 
stitutional convention  to  stop  deficit  spending.  At  least 
someone  has  recognized  the  cause  of  inflation  and  has  initi- 
ated a move  toward  corrective  action.  Constitutional 
amendment  may  not  be  the  best  answer  to  the  problem,  but 
it  is  an  indication  of  just  how  bad  the  situation  has  become, 
and  the  lengths  to  which  people  are  willing  to  go. 

David  A.  Smith,  MD 
Medical  Editor 
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Emergency  medical  services 

Recently,  William  E.  DeMuth,  Jr.,  MD,  professor  of 
surgery  at  the  Milton  S.  Hershey  Medical  Center, 
testified  before  the  Senate  Public  Health  and  Wel- 
fare Committee.  As  a member  of  the  Society’s  Coun- 
cil on  Education  and  Science  where  he  serves  as 
advisor  on  emergency  medical  services,  Dr.  DeMuth 
urged  the  Senate  to  re-enact  Act  265,  The 
Emergency  Medical  Services  Act,  which  expires 
June  30.  The  following  is  an  editorial  by  Dr.  DeMuth, 
based  on  his  testimony. 

The  area  of  emergency  medical  services  has  become  the 
most  significant  component  of  medical  care  in  the  past 
decade.  The  success  of  the  Society’s- efforts  in  this  area  has 
allowed  us  to  dissolve  the  Commission  on  Emergency  Med- 
ical Services,  under  the  Council  on  Education  and  Science. 
The  commission  had  realized  its  goal — to  begin  to  coordi- 
nate emergency  medical  services  throughout  the  state. 
However,  much  remains  to  be  done. 

After  much  study,  the  commission  published  a review  of 
emergency  medical  and  health  services  in  Pennsylvania 
and  offered  34  recommendations.  One  such  proposal  called 
for  organizing  and  financing  regional  emergency  health 
service  councils.  The  success  of  these  councils  is  at  the  heart 
of  Pennsylvania’s  emergency  medical  services  network. 
Through  Act  265,  these  steps  have  been  taken.  Through 
re-enactment  of  Act  265,  regionalization  can  progress.  In 
the  future,  we  look  for  the  establishment  of  an  EMS  com- 

Continuing  Medical  Education  Programs 
The  Milton  S.  Hershey  Medical  Center 
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June  8,  1979 
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For  Further  Details  Contact: 
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must  continue 

mittee  at  county  medical  society  levels.  County  societies 
are  in  the  best  position  to  know  the  capabilities  and  inter- 
ests of  members;  they  must  have  input  into  regionalization 
of  emergency  care.  Continuation  of  this  act  will  give  county 
societies  the  opportunity. 

The  commission’s  review  also  called  for  the  establish- 
ment of  a statewide  council  on  emergency  health  services. 
In  Pennsylvania,  there  now  is  a professionally  staffed,  in- 
dependent state  council  which  advises  the  Department  of 
Health  on  matters  pertaining  to  emergency  medical  care. 
This  council  develops  standards  and  protocols  for  use 
through  the  state.  The  successful  response  to  the  council 
indicated  to  PMS  that  its  active  role  in  fostering  the  devel- 
opment of  emergency  services  was  no  longer  necessary. 
Re-enactment  of  Act  265  will  enable  the  council  to  continue 
its  vital  work. 

With  the  continued  support  of  the  act,  work  can  be  done 
to  establish  a uniform  statewide  reporting  system  for 
emergency  department  visits;  standardize  an  ambulance 
form  to  identify  the  patient,  problem,  condition,  care,  and 
transportation;  standardize  legislation  which  will  license 
all  ambulance  services  and  provide  for  training  require- 
ments for  ambulance  attendants;  and  categorize 
emergency  facilities  within  regional  councils  in  the  state. 

We  urge  the  Senate  to  re-enact  Act  265  to  prevent  any 
break  in  the  gains  made  thus  far  and  to  continue  the  prog- 
ress in  emergency  medical  services  in  the  state. 

William  E.  DeMuth,  Jr.,  MD 


We  are  proud  to 
announce  that  Bettye 
Matthews  is  our  new 
sales  representative  for 
Maryland,  District  of 
Columbia,  Virginia,  S’ 
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supply  you  with  books 
and  journals  from 
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It  makes  $en$e  to  use 
the  PMS  Credit  Union. 

Start  saving  today  at  your  PMS  Credit  Union  with  easy  payroll 
deductions. 


Plan  now  for  summer  travel 
and  winter  retreats. 


Your  savings  are  protected  a 

the  PMS  Credit  Union 
Deposits  are  insured  up  tc 
$40,000  per  account  by  th( 
National  Credit  Union  Adminis 
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PMS  Credit  Union  membership 
is  open  to  all  PMS  members, 
their  families,  employes,  and 
employes’  families. 


Fill  out  coupon  and  mail  today! 


PENNSYLVANIA  MEDICAL  SOCIETY  CREDIT  UNION 

20  Erford  Rd.,  Lemoyne,  PA  17043  Phone  (717)  763-7151 


Yes,  I am  interested  in  PMS  Credit  Union  membership.  Send  me  more  information  today. 

I am  interested  in  saving  with  easy  payroll  deductions. 

(check)  I also  want  more  information  on  unsecured  loans  up  to  $2,500  and  secured  loans 


for  larger  amounts. 

I know other  person(s)  who  also  want  information  about  the  PMS  Credit  Union. 

NAME:  PHONE:  ( ) 

ADDRESS:  areacode 

CITY:  STATE:  ZIP:  _ 


TABLETS,  1 mg 

Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0 333  mg. 
dihydroergocristine  mesylate  0 333  mg,  and  dihydroergocryptine  (dihydro-alpha- 
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an  improvement  that’s 
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compliance- less  need  for  supervision 


• human  bioavailability  demonstrated 
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reported  Hydergine  tablets  and  sublingual  tablets  do  not  possess  the 
vasoconstrictor  properties  of  natural  ergot  alkaloids 
Dosage  and  Administration:  1 mg  three  times  daily  Alleviation  of  symp- 
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dihydroergocristine  mesylate  0.167  mg,  and  dihydroergocryptine 
(dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the 
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packages  of  100  and  1000 

Before  prescribing,  see  package  insert  for  full  product  information 
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in  my  opinion 

Twentieth  Century  shoot-out 


Remember  the  story?  You’ve  read  it  and  seen  it  on  the 
screen  many  times.  It  was  2:30  p.m.  of  October  27, 1881,  in 
Tombstone,  Arizona.  Bad  blood  had  been  building  for  some 
time  between  the  town  marshal,  Virgil  Earp,  and  the  Clan- 
ton outlaws.  Various  threats  had  been  exchanged  when 
Virgil  saw  the  Clantons  plus  the  McLowery  brothers  stand- 
ing on  Freemont  Street,  just  in  front  of  the  OK  corral. 
Virgil,  surmising  that  they  were  laying  plans  to  do  him  in, 
called  his  brothers,  Morgan  and  Wyatt,  and  the  famous 
card  shark,  Doc  Holliday,  to  meet  the  challenge.  Frank 
McLowery  attempted  to  draw  his  pistol,  but  Wyatt  in- 
stantly shot  him.  Immediately  everyone  began  shooting.  In 
less  than  a minute  30  shots  were  fired,  three  men  lay  dead 
(Frank  and  Tom  McLowery  and  Billy  Clanton),  and  two 
men  were  wounded  (Morgan  and  Virgil  Earp).  Wyatt  Earp 
and  Doc  Holliday  escaped  unhurt,  and  Ike  Clanton  was 
captured  and  taken  to  jail. 

Slowly  but  surely  the  principals  are  moving  into  position 
in  what  may  resemble  another  such  confrontation,  except 
that  this  one  will  be  of  a political  nature  and  no  one,  we 
hope,  will  be  shot  to  death. 

The  build-up  began  last  summer  when  President  Carter 
refused  to  support  a sweeping  single  package  NHI  plan, 
backed  by  organized  labor  and  Senator  Kennedy.  It  was  the 
president’s  concern  about  inflation  which  led  him  to  push  a 
program  of  slowly-implemented,  step-by-step  sections  of 
the  NHI  package.  He  asked  that  Congress,  using  economic 
conditions  as  a guideline,  begin  with  a relatively  inexpen- 
sive "first  step”  which  would  be  passable  in  the  Senate. 

Mr.  Kennedy  charged  that  the  President  was  reneging  on 
his  campaign  promises  and  that  he  was  "out  of  step”  with 


what  the  public  needed  and  wanted.  Thus,  the  split  was 
born.  The  two  most  powerful  forces  in  the  Democratic  party 
now  are  on  opposite  sides  of  what  the  federal  government 
sees  as  one  of  its  most  important  goals. 

Now  the  remainder  of  the  cast  begins  to  fall  into  place. 
Senator  Russell  Long  (D.  La.),  chairman  of  the  prestigious 
Senate  Finance  Committee  is  known  to  favor  the  Carter 
approach.  The  first  step  favored  by  Carter  and  Long  is  a 
catastrophic  coverage  program.  Labor  and  Mr.  Kennedy 
are  on  record  against  catastrophic  coverage.  Although  lit- 
tle love  is  lost  between  Senators  Long  and  Kennedy,  few 
people  in  Washington  wish  to  see  a fierce  power  struggle 
between  them. 

The  most  recent  development  is  the  addition  of  HEW 
Secretary  Joseph  Califano  to  the  Kennedy  side.  He  recently 
sent  an  NHI  plan  to  the  White  House  that  Carter  people 
called  a "whopper.”  It  startled  the  President’s  staff,  as  well 
as  most  health  groups,  which  had  been  expecting  a modest 
proposal. 

What  is  at  stake  here  is  prestige,  and  in  Washington, 
that  is  the  name  of  the  game.  What  once  might  have  been 
settled  behind  closed  doors  with  little  more  than  bruised 
feelings  will  now  be,  with  the  ever-present  "help”  of  the 
media,  a public  victory  or  a public  defeat!  These  political 
maneuvers  give  medicine  one  more  small  reprieve,  but 
don’t  lose  the  addresses  and  phone  numbers  of  your  legis- 
lators, for  they  will  be  back  at  us  again,  as  surely  as  daf- 
fodils bloom  in  spring. 

J.  Mostyn  Davis,  MD 
Shamokin 
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practice  management 

The  professional  corporation  as  partner 


Leif  C.  Beck,  LL.B,  CPBC 
Vasilios  J.  Kalogredis,  JD 
Geoffrey  T.  Anders,  CPA,  JD 


One  big  stumbling  block  in  the 
path  of  incorporation  has  been 
the  lack  of  tax  law  uniformity.  There  is 
a need  for  basic  uniformity  of  corpo- 
rate benefits  provided  to  employees, 
including  physician-members.  A doc- 
tor who  sorely  wishes  to  incorporate 
and  contribute  heavily  toward  his  re- 
tirement may  be  stymied  by  his 
partners’  unwillingness  or  inability  to 
do  the  same.  The  litany  of  tax  advisors 
was  that  all  partners  had  to  partici- 
pate in  the  corporation  and  compara- 
bly deflect  their  incomes  toward  re- 
tirement. 

A possible  solution  was  discussed 
several  years  ago.  One  or  more  of  the 
partners  could  separately  create  a pro- 
fessional corporation;  this  corporation 
would  become  a partner  with  those 
people  who  chose  not  to  incorporate. 
Each  individual  corporation  could 
then  adopt  a retirement  plan  or  plans 
which  properly  would  suit  only  its  own 
physician-owner.  Flexibility  would  be 
provided  to  each  doctor. 

This  concept  raised  several  legiti- 
mate tax  problems  which  no  advisor 
could  confidently  solve.  The  uncer- 
tainty made  doctors  hesitate  to  take 
the  step,  since  risks  seemed  greater 
than  rewards. 

A solution  develops 

Now,  however,  this  concept  of  pro- 
fessional corporation  as  partner  is  well 
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accepted.  Several  Internal  Revenue 
Service  rulings  have  supported  it,  and 
we  understand  that  other  such  rulings 
have  been  issued  though  not  pub- 
lished. While  relatively  unusual  in 
Pennsylvania  and  Delaware,  these 
partnerships  of  professional  corpora- 
tions are  quite  common  in  other  states. 

Therefore,  a physician-partner  now 
can  consider  incorporating  himself, 
and  having  this  corporation  continue 
as  a medical  practice  partner.  The  re- 
sult could  be  his  adoption  of  a pension 
plan  or  plans  permitting  contribution 
of  far  more  than  the  typical  Keogh  and 
corporate  limitations,  which  presently 
bear  maximum  limits  of  $7,500  for  the 
former,  and  $32,700  for  the  latter.  We 
know  of  doctors  who  have  set  up  plans 
receiving  contributions  of  more  than 
$50,000 — far  above  the  Keogh  plan 
limit. 

Difficulties,  disadvantages 

We  are  enthusiastic  about  this  con- 
cept’s potential  to  solve  some  groups’ 
longstanding  differences  of  opinion, 
but  some  disadvantages  must  be 
weighed.  First,  some  partners’  incor- 
poration may  become  a wedge  to  split 
the  unity  of  a well-functioning  group 
practice.  Many  small  and  mid-sized 
partnerships  succeed  because  of  the 
intangible  inter-relation  of  trust 
among  physician-members;  the  cre- 
ation of  corporate  differences  could  be 
harmful.  We  know,  for  example,  of  a 
small  group  where  one  member  seems 
to  be  pulling  away  to  a more  indepen- 
dent practice  than  his  older  partner 
anticipated;  his  recent  suggestion  to 
become  a separate  professional  corpo- 
ration partner  would  be  another  step 


in  the  split. 

Another  disadvantage  is  the  re- 
quirement of  the  IRS  that  each  corpo- 
rate partner’s  retirement  plan  some- 
how comparably  benefit  the  lay 
employees  of  the  entire  practice 
partnership.  A physician-partner 
cannot  exclude  all  the  staff  from  cov- 
erage simply  because  he  is  the  only 
employee  of  his  new  corporation.  In- 
cluding the  assistants  of  an  entire 
partnership,  even  proportionately  to 
his  own  stake  in  the  partnership,  could 
be  costly.  At  least,  greater  administra- 
tion expenses  will  result. 

A partnership  agreement  including 
one  or  more  professional  corporations 
must  be  drafted  with  extreme  care.  It 
clearly  must  recognize  the  corporate 
partner’s  (or  partners’)  identity.  If  the 
agreement  fails  to  properly  provide  a 
true  corporate  image  for  the  incorpo- 
rated doctor,  the  IRS  could  disregard 
the  arrangement.  Special  drafting  re- 
quirements, and  the  legal  costs  in- 
volved in  that  drafting  are  extra  costs 
not  encountered  in  normal  profes- 
sional corporation  structures. 

Our  view 

We  think  the  concept  of  the  profes- 
sionally incorporated  partner  is  an 
excellent  tax  and  estate  planning  op- 
portunity for  those  doctors  unable  to 
incorporate  because  of  overall  part- 
nership objections.  The  added  costs 
will  be  worthwhile  if  a physician 
wishes  to  contribute  large  amounts  for 
his  retirement,  and  if  the  incorpora- 
tion will  not  disturb  partner  relation- 
ships. Special  care  and  expertise  is  re- 
quired, but  the  concept  can  be  applied 
successfully. 
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Corporations  as  all  the  partners 

Some  groups  have  rejected  incorpo- 
ration for  a slightly  different  reason. 
Although  most  group  members  may 
prefer  corporate  status,  the  differences 
in  individual  financial  concerns  made 
a unified  arrangement  impossible.  A 
partnership  including,  for  example,  a 
60-year-old  doctor  who  insists  on  con- 
tributing some  40  to  50  percent  of  his 
income  toward  retirement,  and  a 45- 
year-old  doctor  with  three  college  tu- 
itions to  pay  would  be  hard  put  to 
agree  on  retirement  planning. 

The  solution  to  this  problem  is  for 
each  individual  partner  to  incorporate 
himself,  upon  which  all  the  corpora- 
tions would  enter  a partnership 
agreement.  This  partnership  would 
employ  all  the  staff,  and  divide  the 
practice  income  just  as  the  individuals 
had  before  the  change.  Each  share 
would  devolve  to  the  corporation 
which  in  turn  pays  its  physician- 
owner’s  salary  and  pension/profit 
sharing  contribution  as  best  fits  his 
needs. 

The  approach  has  all  the  previously 
named  disadvantages.  It  is  very  costly 
since  so  many  legal  entities  are  in- 
volved; the  costs  sometimes  can  be  jus- 
tified if  individual  financial  flexibility 
results.  These  costs  may  be  acceptable 
to  the  members  who  seek  unusually 
high  retirement  funding.  In  some 
cases  they  will  accept  a dispro- 
portionate share  of  the  expenses  to  ac- 
complish it.  To  evaluate  a fair  share  of 
the  expenses,  an  experienced,  inde- 
pendent advisor  may  be  necessary. 

A challenging  assignment  is  to  de- 
termine retirement  contributions  for 
the  lay  staff  when  widely  varied  corpo- 
rate plans  are  adopted  by  the  partners. 


Legal  and  tax  experts,  in  fact,  debate 
the  best  way  to  do  it.  Our  approach  is 
pragmatic:  appraise  all  proposed  plans 
and  then  submit  them  for  advance  IRS 
approval. 

A few  important  recommendations 
arise  from  experiences  with  corpora- 
tions as  partners.  First,  all  the  sepa- 
rate corporations  and  the  central 
partnership  should  have  the  same  ac- 
countant and  attorney.  Second,  all  the 
corporations  probably  should  select 
the  same  fiscal  year,  again  to  assure 
coordination  of  the  doctors’  practice  fi- 
nances. Also,  care  must  be  exercised 
with  any  group  life,  disability,  or 
health  insurance  the  doctors  carried 
through  their  partnership.  Coverage 
may  not  be  available  through  the  sep- 
arate corporations,  although  a few 
companies  will  offer  group  life  insur- 
ance to  all  corporations  when  there  is  a 
common  partnership  tie. 

Despite  the  many  problems,  which 
even  the  IRS  rulings  cannot  fully  an- 
swer, we  see  the  partnership  of  profes- 
sional corporations  as  an  opportunity 
for  some  groups  to  meet  their  mem- 
bers’ separate  retirement  desires.  It  of- 
fers the  one  ingredient  not  generally 
presented  in  small  group  incor- 
poration— flexibility. 

Changing  a corporation 

A further  application  of  the  partner- 
ship approach  presents  a solution  to 
groups  which  have  incorporated,  yet 
have  severe  differences  in  members’ 
retirement  interests.  Assume,  for 
example,  that  a five-doctor  pathol- 
ogy corporation  provides  generous 
salaries  and  25  percent  retirement 
plan  contributions.  However,  two  of  its 
members  wish  to  deflect  far  more  into 


retirement,  and  threaten  to  leave  the 
group  if  their  goal  is  not  met.  Two 
younger  members,  on  the  other  hand, 
are  strained  to  make  the  25  percent 
contributions,  and  wish  they  could 
take  more  pay. 

The  solution  may  be  to  first  liqui- 
date the  corporation  into  five  separate 
professional  corporations,  one  owned 
by  each  physician-member.  This  can 
be  accomplished  by  following  the  very 
technical  provisions  of  tax  code  section 
355  (dealing  with  corporate  "split-ups” 
and  "spin-offs”).  The  five  resulting 
corporations  would  then  sign  a spe- 
cially drafted  partnership  agreement 
containing  many  of  the  specific  de- 
tails. Then  as  income  shares  are  dis- 
tributed to  each  corporation,  sepa- 
rately determined  salaries  and  pen- 
sion levels  can  be  set  for  each  doctor. 

The  costs  of  accomplishing  a section 
355  split-up,  creating  the  new 
partnership  and  establishing  five  new 
corporations  with  differing  retirement 
plans,  will  be  very  high.  Many  highly 
technical  steps  will  be  involved,  re- 
quiring experienced  attorneys,  ac- 
countants, and  other  advisors.  Where 
the  differences  within  a corporate 
group  are  marked,  the  opportunity  can 
be  most  welcome. 

Conclusion 

Professional  corporations  have 
progressed  far  beyond  the  days  of 
doubt.  Various  "second  generation” 
problems  are  receiving  solutions 
which  even  the  IRS  now  seems  to  ac- 
cept. These  solutions  provide  greater 
flexibility,  accommodating  groups  in 
which  the  partners  present  real  var- 
iations. The  rewards  can  be  tremen- 
dous; so  can  the  risks.  □ 
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In  Edema*  or  Hypertension*  when 
potassium  balance  is  a concern... 

Potassium-Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 

Makes  Sense 

In  Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  K+  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  preserving 
information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K+  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
T riamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 


SK&F  CO. 

a SmithKIine  company 


SK&F  CO. 

Carolina,  P R.  00630 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other' information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI.  10  mg  and  20  mg 
Vasodilan  inaction,  isoxsuprine  HCI,  5 mg . per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg , three  or  four  times  daily 
Intramuscular  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose:  Tablets, 

20  mg.,  bottles  of  100,  500,  1000.  5000  and  Unit  Dose,  Injection.  10  mg  per 
2 ml  ampul,  box  of  six  2 ml  ampuls. 

U S Pat  No  3.056.836 

VASODILAN 

ISOXSUPRINE  HCI) 

20-mg  tablets 
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ARCHITECT 
OF  SLEEP 

DALMANE 

(flurazepam  HCI)€ 

30-MG  AND  15-MG  CAPSULES 

SLEEP  LABORATORY  PROOF: 

□ significant  effectiveness  from  night  1 through  night  28  in  chronic  insomniacs 1 

Insomnia  is  often  transient  and  the  prolonged  administration  of  Dalmane 
seldom  necessary.  When  extended  therapy  is  required,  periodic 
blood  counts  and  liver  and  kidney  function  tests  should  be  performed. 

□ no  insomnia  rebound  when  discontinued  after  14  consecutive  nights  of  use 1 

Please  see  reverse  side  for  a summary  of  product  information.  /rocheS 


The  model  of  hypnotic  evaluation  and  efficacy 

DALMANE 

(flurazepam  HCI) 


One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — recommended  dosage 
for  elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective 
sleep  laboratory  data  have  shown  effective- 
ness for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often 
transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
a lertness  (e.g. , operat  i ng  mach  i nery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide, diazepam, and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  tri- 
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increased  risk.  Because  use  of  these 
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their  use  during  this  period  should 


almost  always  be  avoided.  Consider 
possibility  of  pregnancy  when  insti- 
tuting therapy;  advise  patients  to 
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Case  review 


Marjolin's  ulcer 


Albert  A.  Clairmont,  MD 
Dwight  C.  Hanna,  MD 
John  C.  Gaisford,  MD 
George  S.  Richardson,  MD 


Maijolin’s  ulcer  refers  to  cancer 
that  occurs  in  an  area  of  the 
skin  previously  traumatized  and 
scarred.  In  1828,  Jean-Nicolas  Maijo- 
lin,  second  surgeon  of  the  Hotel-Dieu 
of  Paris  and  chairman  of  surgical  pa- 
thology of  the  Faculty  of  Medicine, 
first  described  a tumor  arising  in  a 
traumatic  scar.  Five  years  later, 
Caesar  Hawkins,  an  English  surgeon, 
presented  a paper  to  the  Medico- 
Chirurgical  Society  of  London  about 
tumor  growth  in  scar  tissue.  Actually 
it  was  Heurteaux,  in  1860,  who  first 
described  a thermal  scar  which  be- 
came malignant.1  By  1970,  Margolis2 
found  123  reports  of  Maijolin’s  ulcer  in 
literature,  including  the  classic  refer- 
ence in  1930  of  Treves  and  Pack3  of 
Memorial  Hospital  in  New  York. 
These  physicians  found  21  squamous 
cell  and  seven  basal  cell  malignancies 
arising  in  scar  tissue  among  2,465  pa- 

Dr.  Clairmont  is  clinical  assistant  pro- 
fessor of  surgery  at  Emory  University 
School  of  Medicine  in  Atlanta,  GA.  He 
was  a resident  in  the  department  of 
plastic  surgery  at  Western  Pennsylva- 
nia Hospital  in  Pittsburgh  at  the  time  of 
this  writing.  Dr.  Hanna  is  chief  of  the 
department  of  plastic  surgery,  and  Dr. 
Gaisford  is  chief  of  the  division  of 
surgery  at  Western  Pennsylvania  Hos- 
pital. Dr.  Richardson  is  in  the  depart- 
ment of  surgery  at  the  hospital.  The 
authors  review  the  cases  of  Marjolin's 
ulcer  treated  at  Western  Pennsylvania 
Hospital  from  1955-75. 


tients  with  skin  cancer. 

The  incidence  of  squamous  cell  car- 
cinoma among  all  burn  scars  is  about  2 
percent  and  that  of  basal  cell  car- 
cinoma is  0.3  percent.  Unexplicably, 
males  have  three  times  the  incidence 
of  Marjolin’s  ulcer  as  females.1,4 

Strictly  speaking,  Maijolin’s  ulcer  is 
a squamous  cell  or  basal  cell  car- 
cinoma that  occurs  in  a scar  from  a 
previous  thermal  burn.  However,  the 
term  Marjolin’s  ulcer  has  been  ex- 
panded by  some  authors  to  include  any 
cancer  occurring  in  an  area  of  the  skin 
previously  traumatized  by  blunt  or 
sharp  trauma,  frostbite,  electrical 
burn,  radiation  burn,  severe  sunburn, 
osteomyelitis,  and  so  forth.  Squamous 
cell  carcinoma  is  the  most  common 
histologic  type  of  cancer  that  occurs  in 
an  old  thermal  burn  scar.  Basal  cell 
carcinoma  is  the  next  most  frequent 
(occurs  15  percent  of  the  time).5  Can- 
cers, other  than  squamous  cell  or  basal 
cell  carcinomas,  reported  to  occur  in 
previously  traumatized  skin  areas  in- 
clude: melanoma,6  osteogenic  sar- 
coma,7 liposarcoma,4  carcinosar- 
coma,4 adenocarcinoma,3  and  fibro- 
sarcoma.3 

Cancers  occur  an  average  of  32.5 
years  following  a thermal  burn.8  In 
general,  the  younger  the  patient  at  the 
time  of  the  burn,  the  longer  the  time 
required  for  the  cancer  to  develop.5 
The  average  age  of  a patient  with 
Maijolin’s  ulcer  is  53  years.1 

Many  have  speculated  on  the  rea- 


sons for  carcinoma  development  in  a 
thermal  bum  scar.  Theories  include 
the  following: 

1.  Scar  is  poorly  nourished  tissue  and 
has  less  chance  than  normal  skin  to 
withstand  the  damaging  effects  of  ac- 
tinic radiation.9 

2.  Treves  and  Pack3  proposed  that  a 
localized  nutritional  deficiency  yields 
a weakened  epithelium  unable  to 
withstand  carcinogens  produced, 
perhaps,  by  the  bum  scar  tissue  itself. 
Hueper  and  Conway  restated  this 
theory  in  1964. 10  Kennaway  demon- 
strated in  1930  that  human  skin  ex- 
posed to  destructive  heat  yielded  a 
tar-like  distillate  possessing  car- 
cinogenic properties.11 

3.  The  initial  thermal  injury,  in  a 
manner  similar  to  irradiation  bum, 
may  have  altered  the  DNA  in  those 
epithelial  cells  entrapped  in  the  scar. 
This  degraded  DNA  may  then  halt  the 
synthesis  of  further  DNA  and  messen- 
ger RNA,  inactivate  enzyme  systems, 
cause  mutations,  and  lead  to  neoplas- 
tic mutations.12 

4.  The  lymphatics  in  the  scar  tissue 
are  obliterated  and  the  normal  anti- 
tumor antibody  response  is  poor,  both 
locally  and  in  the  regional  lymph 
nodes. 13  Anti-tumor  antibodies  are  not 
made  early  in  the  course  of  the  tumor 
in  the  regional  lymph  nodes;  they  are 
made  systemically  in  other  lym- 
phoreticular  centers  later  in  the  clini- 
cal course.14  The  absence  of  lymphatic 
drainage  from  the  burn  scar  area  ap- 
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Sex 

Age  at 

TABLE  1 

Cases  of  Marjolin’s  Ulcer  in  Thermal  Burn  Scars 
Reviewed  at  Western  Pennsylvania  Hospital  (1960-77) 

Latent  Site 

of 

Age  at 

Cancer 

Period 

of 

Initial 

Survival 

Patient 

Burn 

Excision 

(years) 

Cancer 

Treatment 

Clinical  Course 

(years) 

1 M 

29 

49 

20 

lower 

leg 

excision 
June  1960 

REC:  amputation,  April  1976 
NED:  January  1977 

16.5 

2.M 

6 

49 

43 

upper 

arm 

excision, 
axillary  diss. 
March  1963 

REC:  died  June  1964 

1.3 

3.F 

5 

54 

49 

dorsum, 

wrist 

excision 
November  1964 

REC:  excised  May  1968.  REC:  excised 
December  1968.  REC:  shoulder 
disarticulation  August  1969. 

Radiation  therapy  November  1969. 
Interstitial  radium  June  1970.  Died 
October  1970 

6 

4.M 

10 

64 

54 

scalp 

excision, 

radiation 

therapy 

December  1970 

REC:  excision,  radiation  therapy. 
May  1971.  REC:  excision  January 
1972.  NED:  January  1977 

6 

5.M 

30 

56 

26 

popli- 

teal 

fossa 

excision 
November  1975 

NED:  January  1977 

1.1 

6.M 

3 

56 

53 

upper 

arm 

excision, 
radiation 
therapy 
January  1976 

NED:  January  1977 

1 

7.M 

8 

35 

27 
REC  = 

thigh  excision  NED:  January  1977 

September  1976 

Recurrence  NED  = No  Evidence  of  Disease 

0.3 

parently  allows  the  tumor  to  escape 
the  normal  initial  host  recognition 
system.  The  cancer  then  attains  a 
"critical  size”  prior  to  the  development 
of  a systemic  antitumor  immune  re- 
sponse.14 The  blood  supply  to  the  scar 
tissue  is  poor  and  blood-borne  defense 
mechanisms  against  cancer,  such  as 
lymphocytes  and  anti-tumor  anti- 
bodies, cannot  sufficiently  supply 
the  area  being  challenged  by  cancer. 

5.  Chronic,  recurring  burn  scar  ulcers 
have  an  irritating  effect  on  the  scar 
tissue  and  set  the  stage  for  car- 
cinomatous degeneration.  Indeed, 
cancer  develops  in  many  areas  of  the 
body  where  chronic  irritation  and  in- 
fection occur.1 

6.  Burn  scar  cancers  are  found  more 
frequently  on  the  extremities  where 
repeated  trauma  occurs  and  blood 
supply  is  normally  diminished.  About 
40  percent  of  bum  scar  cancers  are  on 
the  lower  extremity,  20  percent  are  on 
the  upper  extremity,  and  30  percent 
are  on  the  head.4  Cancer  rarely  has 
been  seen  in  an  area  where  the  bum 
scar  has  been  excised  and  resurfaced 
with  a skin  graft  or  flap.4 


Clinical  data 

Clinically,  the  most  common 
squamous  cell  carcinoma  in  a thermal 
bum  scar  appears  as  an  irregular, 
shallow,  ulceration;  an  exophytic  type 
is  less  frequent.1  The  basal  cell  tumor 
is  a typical  rodent  ulcer  and  occurs  in 
scars  primarily  on  the  head  and  neck.1 
In  early  Maijolin’s  ulcers  however,  the 
ulcer  is  not  unlike  the  indolent  ulcera- 
tion that  has  healed  intermittently 
during  a period  of  years.  If  the  patient 
begins  to  experience  pain  in  a chronic 
ulcer,  the  physician  should  be  alerted 
to  possible  malignant  transforma- 
tion.4 

In  Table  1,  the  authors  summarize 
their  experience  with  squamous  cell 
carcinoma  in  patients  with  thermal 
bum  scars. 


Treatment 

The  best  treatment  for  cancer  in  a 
bum  scar  is  preventive  medicine.  Cer- 
tainly, patients  with  acute  burns 
should  receive  meticulous  care:  infec- 
tions should  be  treated  early  and  thor- 
oughly, and  scars  and  contractures 


should  be  minimized  through  pressure 
garments. 

Chronic,  recurring  ulcers  in  ther- 
mal bum  scars  should  be  excised  and 
the  area  resurfaced  with  skin  grafts; 
skin  flaps  should  be  used  when  possi- 
ble to  cover  areas  of  the  body  where 
pressure  and/or  repeated  trauma  oc- 
cur.4 

The  surgical  management  of  burn 
scar  cancer  is  similar  to  treatment  of 
skin  cancer  without  bum  scar.  Treat- 
ment entails  wide  local  excision  with 
regional  lymph  node  dissection  when 
nodes  are  clinically  palpable  or  when 
the  histology  is  a high  grade  malig- 
nancy.1 Amputation  is  reserved  for 
deep-seated  lesions  which  extend  to 
bone  or  joint  cavities. 

Burn  scar  cancers  rarely  metas- 
tasize to  distant  organs,  such  as  the 
brain,  lungs  or  liver,  but  instead 
spread  to  the  local  tissues.3  4 About  30 
percent  of  Maijolin’s  ulcers  have  asso- 
ciated regional  lymphadenopathy.4 
Noting  this  high  incidence  of  nodal  in- 
volvement, Taylor,15  in  1941,  advo- 
cated prophylactic  regional  node  dis- 
sections in  the  absence  of  clinically 
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Bostwick  et  al.1G  in  1976,  when  all  six 
of  their  patients  with  Maijolin’s  ulcer 
developed  aggressive  local  recur- 
rences, and  regional  nodal  metastases. 
However,  the  advisability  and  timing 
of  an  elective  regional  node  dissection 
still  is  controversial. 

Radiation  therapy  is  known  to  be 
less  effective  in  poorly  oxygenated  tis- 
sue, so  this  treatment  for  cancer  in  a 
bum  scar  seems  to  be  less  effective 
than  for  cancer  occurring  in  otherwise 
normal  skin.  Low-dose  preoperative 
radiation  therapy  to  the  scar  and  sur- 
rounding area  has  been  suggested  by 
some  authors  in  an  effort  to  obliterate 
lymphatic  channels  and  help  contain 
spreading  of  cancer  cells;  low-dose 
postoperative  radiation  therapy  could 
then  be  used  to  destroy  any  micro- 
scopic foci  of  cancer  cells. 

And,  as  there  appears  to  be  a distur- 
bance in  the  normal  immunologic  re- 
sponse to  cancer,  immunotherapy  has 
been  suggested  by  some  authors,16 
though  without  clinical  valida- 
tion. □ 
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Stephen  M Keil,  MD,  Internal  Medicine,  830  Outer  Dr,  State  College  16801 
David  B Werner,  MD,  Ophthalmology,  507  Locust  Ln  . State  College  16801 

DAUPHIN  COUNTY: 

Albert  L.  Interrante,  MD,  Radiology,  7 Oakglade  Dr..  Hummelstown  17036 
Barry  S Kassar,  MD,  Ophthalmology,  Hershey  Med  Ctr , Hershey  17033 
Kenneth  W Thompson,  MD,  Internal  Medicine,  2911  Pineford  Dr.,  Middletown 
17057 

DELAWARE  COUNTY: 

Pang  K Chen,  MD,  General  Surgery,  315  York  St.,  Corry  16407 
George  Isajiw,  MD,  Internal  Medicine.  7012  Penarth  Ave  . Upper  Darby  19082 
William  M Purner,  Jr.,  DO,  Internal  Medicine,  245  Hemlock  Ln.,  Springfield  19064 
Behruze  Ruyani,  MD,  Internal  Medicine.  1230  Burmont  Rd  , Drexel  Hill  19026 

ERIE  COUNTY: 

David  A Dulabon.  MD,  Urology.  225  W 25th,  Erie  16502 

FAYETTE  COUNTY: 

Thumrong  Boonvisudhi,  MD,  Pediatrics,  322  Derrick  Ave  , Uniontown  15401 
Manuel  Pelaez,  MD,  Pathology,  Connellsville  Gen  Hosp  , Connellsville  15425 

FRANKUN  COUNTY: 

Manuel  A Casanova,  MD,  Radiology,  Chambersburg  Hosp  , Dept  of  Radiology, 
Chambersburg  17201 

George  A Crawford,  MD,  Radiology,  Waynesboro  Hosp  , Waynesboro  17268 

Ronald  W Dushkin,  MD,  Family  Practice,  P O Box  87,  Dry  Run  17720 

John  P Hinterkopf,  MD,  General  Surgery,  45  Roadside  Ave  , Waynesboro  17268 


LACKAWANNA  COUNTY: 

Patrick  J Burke.  MD,  Pediatrics.  #4  Montgomery  Village.  Danville  17821 
Thomas  J Craparo,  MD.  Family  Practice,  12  Washington  St,,  Carbondale  18407 
Alfonso  A Gomar,  MD,  Internal  Medicine.  Woodland  Way.  1023,  Clarks  Summit 
18911 

William  J Heim,  MD,  Internal  Medicine,  748  Quincy  Ave  . Scranton  18510 
Baslaran  Joshua,  MD,  Internal  Medicine,  3rd  FI.  Bank  Towers  Bldg  , Scranton 
18503 

Gracy  Joshua,  MD,  Internal  Medicine,  115  W Drinker  St.,  Dunmore  18512 
Edward  Y Lee.  MD,  Psychiatry,  1020  Derby  Ave  , Scranton  18505 
Kyung  C Lee,  MD.  General  Surgery,  1221  Mowry  St.,  Old  Forge  18518 
Paul  M Leiman,  MD,  Radiology,  746  Jefferson  Ave  , Scranton  18501 
Dale  D Lindholm,  MD,  Internal  Medicine,  741  Quincy  Ave.,  Scranton  18510 
Radha  K Mahajan,  MD,  Family  Practice,  13  Linda  Ln.,  Carbondale  18407 
Bhupendra  R Patel,  MD,  Internal  Medicine,  512  Lackawanna  Ave  , Mayfield  18433 
Kenneth  H Rudolph,  MD,  Internal  Medicine,  Bellefonte  Apt.  D-3,  Scranton  18505 

LANCASTER  COUNTY: 

William  W Bakken,  MD,  Family  Practice.  102  Pearl  St.,  Lancaster  17603 
Joseph  A Breslin,  MD,  Urology,  620  N Duke  St.,  Lancaster  17602 
Edward  A Eisenhower,  MD,  Pathology,  631  Northlawn  Dr , Lancaster  17603 
Patrick  R Feehan,  MD,  Dermatology,  1903  Lititz  Pk.,  Lancaster  17601 
John  A Gastaldo,  MD,  Neurological  Surgery,  444  Murry  Hill  Circle,  Lancaster  17601 
Richard  J Gayeski,  MD.  Family  Practice,  16  A Manor  Ave  , Millersville  17551 
Eugene  E Godfrey,  DO,  Pediatrics.  778  Barr  Blvd.,  Lancaster  17603 
David  P Hughes.  MD,  Orthopedic  Surgery,  127  E Frederick  St.,  Lancaster  17602 
William  W Longnecker,  DO.  Family  Practice,  Masonic  Health  Care  Ctr , 
Elizabethtown  17022 

Joel  O Mattleman,  DO,  Family  Practice,  250  College  Ave  , Lancaster  17604 
Joseph  J Mayberry,  DO.  Family  Practice.  St  Joseph  Hosp..  Lancaster  17604 
Stanley  S Paist,  III,  MD.  Family  Practice,  25  Nolt  Ave  , Willowstreet  17584 
Harold  A Smith,  MD,  Family  Practice,  835  W Walnut  St..  Lancaster  17603 
William  M Spitler,  III,  MD,  Ophthalmology,  601  N Duke  St.,  Lancaster  17602 

LEBANON  COUNTY: 

Frederick  D Coopey,  MD,  Otolaryngology.  711  Poplar  St , Lebanon  17042 
Jimmy  S Srur,  MD,  Orthopedic  Surgery,  229  S Fourth  St.,  Lebanon  17042 
Won  K Yun,  MD,  Obstetrics/Gynecology,  Plaza  2,  Apt  #1513,  Lebanon  17042 

LUZERNE  COUNTY: 

Hameed  A Butt,  MD,  General  Surgery,  415  Hazleton  National  Bank,  Hazleton  18201 
Louisa  V Christoforatos,  MD,  Obstetrics/Gynecology,  Hazleton  National  Bank, 
#615-616,  Hazleton  18201 

John  P.  Rogers,  MD,  Pediatrics,  425  Tioga  Ave.,  Kingston  18704 

Timothy  T Schubert,  MD,  Internal  Medicine,  35  W Linden,  Wilkes-Barre  18704 

LYCOMING  COUNTY: 

Terry  A Belles.  MD,  Family  Practice.  1033  Franklin  St.,  Williamsport  17701 
Philip  R Byler,  MD,  Family  Practice,  699  Rural  Ave  . Williamsport  17701 
Kenneth  L Hurst,  MD,  Family  Practice,  699  Rural  Ave  . Williamsport  17701 
James  W Redka,  MD,  Family  Practice,  Box  336,  Picture  Rocks  17762 

MERCER  COUNTY: 

Arun  S Sawardekar,  MD,  Pediatrics.  1460  Carrie  Way,  #6,  Grove  City  16127 
Ernest  W Swanson,  MD.  Orthopedic  Surgery,  701  N Hermitage  Rd..  Hermitage 
16146 

MONTGOMERY  COUNTY: 

Dion  R Ehrlich,  MD.  Ophthalmology,  1245  Highland  Ave  , #405,  Abington  19001 
Michael  J Feinberg,  MD,  Radiology.  777  W Germantown  Pk.,  Plymouth  Meeting 
19462 

Ralph  T.  Marrone,  MD,  Psychiatry.  1721  Deerfield  Rd  , Norristown  19401 
German  Martinez-Eskenasy,  MD,  Pathology.  734  Trephanny  Ln.,  Strafford  19087 
Nicholas  R Rorick,  MD,  Radiology,  1430  DeKalb  St.,  Norristown  19401 

MONTOUR  COUNTY: 

Charles  N Burns,  Jr , MD,  Urology,  3 Delwood  Dr . Danville  17821 

Richard  J Butcher,  MD,  Internal  Medicine,  Geisinger  Med  Ctr.,  Danville  17821 

Daniel  R Casper,  MD,  #5  Pleasant  Ct.,  Danville  17821 

Duane  E Davis,  MD,  Internal  Medicine,  RD  4,  Kaseville  Rd  . Danville  17821 

Thomas  P Harakal.  MD.  Family  Practice.  Geisinger  Med  Ctr , Danville  17821 

Ronald  B Hartman.  MD,  5 Poplar  St.,  Danville  17821 

Timothy  J Heffron,  MD.  R D.  #5,  Box  284,  Danville  17821 

Blair  A Keagy.  MD,  Thoracic  Surgery,  205  Locust  Ln.,  Danville  17821 

Carl  W Konvolinka,  MD,  General  Surgery,  Geisinger  Med  Ctr . Danville  17821 

William  G Marietta,  MD,  Internal  Medicine,  27  Vine  St. , Danville  17821 

Robert  Nagy.  MD,  Dermatology,  Geisinger  Med  Ctr..  Danville  17821 

Oscar  R Oberkircher,  MD,  Pediatrics.  Geisinger  Med  Ctr . Danville  17821 

John  J Skiendzielewski,  MD.  Family  Practice.  Geisinger  Med  Ctr , Danville  17821 

Paul  L Sutton,  MD,  Pediatrics,  20  Montgomery  Village,  Danville  17821 

Charles  T.  Thornsvard,  MD,  Internal  Medicine,  Geisinger  Med  Ctr  , Danville  17821 

Dennis  Torretti,  MD,  Internal  Medicine,  Geisinger  Clinic.  Danville  17821 

Frank  D Yartz,  DO,  Obstetrics/Gynecology.  Geisinger  Med  Ctr . Danville  17821 
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17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone  is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2 Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric, 
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mental,  and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  1 0 to  40  mg. ; Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  R.  B. 
Greenblatt,  M.D.;  R.  Witherington,!  M.D.;  I.  B.  Sipahioglu, 
M.D..  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976 
SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60,  250.  Rx  only 


When  - 

impotence 

is  due  to! androgenic  deficiency 

J\ndnoid5  10  25 

Methyltestosterone  U.S.R  Tablets 

A well  absorbed  oral  androgen. 

Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric  /eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 


Diagnostic  dilemma 


Tuberculosis  of  the 
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With  improved  economic  condi- 
tions and  the  advent  of  effective 
chemotherapy,  the  incidence  of  tuber- 
culosis in  this  country  has  declined 
markedly,  and  tuberculosis  of  the  cen- 
tral nervous  system  is  no  longer  fre- 
quently observed.1  The  infrequency  of 
the  disease  often  results  in  diagnostic 
oversight. 

Since  197 1 we  have  encountered  two 
cases  of  tuberculosis  of  the  central 
nervous  system  presenting  as  mass  le- 
sions, one  involving  the  cerebrum  and 
the  other  the  lumbo-sacral  epidural 
space.  We  wish  to  discuss  these  cases, 
emphasizing  the  difficulty  of  estab- 
lishing a pre-operative  diagnosis  of 
tuberculosis. 

Case  report 

Case  1:  A 34-year-old  nurse  from 
India  first  noticed  difficulty  with  vis- 
ion when  three  months  pregnant. 
Neurological  examination  at  that 
time  demonstrated  a complete  left 
homonymous  hemianopsia  with  no 
additional  neurological  deficit.  Her 
electroencephalogram  was  normal. 
Neuroradiological  investigation  was 
not  done  because  of  her  pregnancy.  Be- 
fore she  entered  the  United  States  six 
years  earlier,  her  tuberculin  skin  test 
was  negative  and  a chest  radiograph 


Dr.  Lee  is  an  associate  professor  of 
radiology  and  neurology,  and  chief  of 
the  neuroradiology  division  of  Temple 
University  Medical  School  and  Health 
Sciences  Center,  Philadelphia.  Dr. 
Kumar  is  clinical  assistant  professor  of 
neurosurgery  at  the  health  sciences 
center;  Dr.  Lorber  is  associate  profes- 
sor of  medicine,  and  microbiology  and 
immunology  at  the  medical  school  and 
center. 


CNS  presenting  as 


was  normal. 

After  delivery,  her  vision  deterio- 
rated to  an  almost  complete  cortical 
blindness.  Early  papilledema  and  a 
right  sided  Hoffman’s  sign  were  de- 
tected. Chest  radiographs  were  nor- 
mal. Sedimentation  rate  was  24  mm/ 
hour;  lumbar  puncture  was  not  done. 
An  intermediate  strength  PPD  skin 
test  for  tuberculosis  was  positive.  An 
electroencephalogram  showed  de- 
creased voltage  of  the  alpha  rhythm  in 
the  right  occipital  area.  Radionuclide 
brain  scan  showed  a large  uptake  in 
the  mid-occipital  region  extending  to 
the  right  side.  Cranial  computed  to- 
mography demonstrated  an  ill-defined 
low  density  area  in  the  right  occipital 
region  (Figure  1).  With  contrast  en- 
hancement, the  lesion  was  seen  to  in- 
volve the  opposite  side,  infiltrating  the 
medial  left  occipital  lobe  (Figure  2). 
Cerebral  angiograms  revealed  a 
poorly-defined  avascular  mass  in  the 
right  occipital  lobe.  There  was  no 
tumor  vessel,  blush,  vascular  occlu- 
sion or  vasculitis. 

Craniotomy  disclosed  a large  avas- 
cular mass;  subtotal  removal  of  the 
tumor  was  achieved.  The  microscopic 
examination  disclosed  granulomatous 
tissue  with  tubercle  formation;  no 
tubercle  bacilli  were  seen.  Culture  of 
the  surgical  specimen  grew  Mycobac- 
terium tuberculosis. 

Post  operatively,  the  patient  was 
treated  with  anti-tuberculosis  che- 
motherapy and  steroids  with  good 
response.  When  discharged  from  the 
hospital,  her  vision  improved  except 
for  her  initial  left  homonymous  hem- 
ianopsia. Follow-up  examination  at 
the  end  of  three  months  showed  visual 
acuity  of  20/20  in  both  eyes  with  left 
hemianopsia.  The  patient  had  diffi- 


mass lesions 


culty  recognizing  colors  and  objects, 
suggesting  cortical  association  dys- 
function, but  she  had  no  other  neu- 
rological deficit. 

Repeat  cranial  computed  tomog- 
raphy one  year  later  (Figure  3)  showed 
a small  ill-defined  low  density  area  in 
the  right  occipital  lobe  which  was  not 
enhanced  by  contrast  material.  Fur- 
ther vision  improvement  was  noted  at 
this  time. 

Case  2:  A 48-year-old  black  male 
with  a 15-year  history  of  intermittent 
low  back  pain  developed  left  sciatic 
pain  radiating  into  the  great  toe  six 
weeks  before  his  first  admission.  Trac- 
tion for  1 1 days  gave  no  relief.  He  re- 
fused myelography  and  was  treated 
conservatively. 

On  readmission,  one  month  later,  he 
complained  of  numbness  in  the  great 
toe,  urination  difficulty,  left  sciatic 
pain,  weight  loss,  and  night  sweats. 
His  past  medical  history  was  negative 
for  tuberculosis.  Neurological  exami- 
nation showed  profound  weakness  of 
the  extensor  hallucis  longus  and  dor- 
siflexors  of  the  left  foot,  and  absence  of 
the  left  Achilles  reflex.  No  sensory  def- 
icits were  observed.  Lasegue’s  sign 
was  positive  at  45  degrees  on  the  left, 
there  was  moderate  tenderness  over 
the  lumbar  spinous  processes,  and 
there  were  spasms  of  the  lumbar 
paraspinal  muscles. 

Laboratory  studies  revealed  an  in- 
creased sedimentation  rate  of  98  mm/ 
hour.  The  tuberculin  skin  test  (inter- 
mediate strength  PPD)  was  positive. 
The  cerebrospinal  fluid  examination 
was  normal.  Sputum  smear  and  cul- 
tures for  tuberculosis  were  negative. 
Lumbar  spine  radiographs  showed 
minimal  narrowing  of  L4-5  interspace 
with  marginal  spurs  consistent  with 
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Figure  1,  Case  1.  Cranial  computed  to- 
mography demonstrates  a poorly-defined 
heterogenous  low  density  in  the  right  oc- 
cipital lobe  with  slight  shift  of  the  midline 
structures. 


degenerative  hypertrophic  osteoar- 
thritic  disease  and  minimal  scoliosis  of 
the  lower  thoracic  spine.  Chest  radio- 
graphs eight  months  prior  to  and  dur- 
ing this  admission  were  negative. 
Lumbar  myelogram  (Figure  4)  showed 
an  extradural  defect  at  L5-S1  extend- 
ing to  the  Si  level. 

The  patient  underwent  hemi- 
laminectomy at  the  L5,  SI  and  S2  lev- 
els. Multiple  small  loculations  of 
creamy,  yellow  purulent  material 
were  found  ventral  and  closely  at- 
tached to  the  SI  nerve  root.  The  adja- 
cent epidural  tissue  was  hyperemic 
and  markedly  thickened,  but  the  dura 
was  intact.  Microscopic  examination 
of  the  epidural  tissue  demonstrated 
granulomatous  lesions  with  giant 
cells.  Acidfast  bacilli  identified  as 
Mycobacterium  tuberculosis  were  iso- 
lated from  a culture  of  abscess  debris. 

The  post  operative  course  was  com- 
plicated with  daily  temperature 
spikes  between  38  and  39  degrees  C. 
Triple  anti-tuberculosis  therapy  was 
initiated  with  ethambutol,  isoniazid, 
and  streptomycin,  and  the  patient  ra- 
pidly became  afebrile.  He  was  immo- 
bilized in  a body  cast  and  was  dis- 
charged from  the  hospital  much  im- 
proved on  the  14th  post  operative  day. 


Figure  2,  Case  1.  After  intravenous  con- 
trast injection,  marked  enhancement  of 
the  irregular  tumor  tissue  in  the  right  oc- 
cipital lobe  displaces  the  choroid  plexus 
forward.  In  addition,  involvement  of  the 
left  medial  occipital  lobe  across  the  mid- 
line is  noted.  Surrounding  edema  is  seen 
as  low  density. 

He  returned  to  his  normal  activity  two 
months  later. 

Discussion 

Tuberculosis  of  the  central  nervous 
system  is  an  uncommon  disease  in  the 
United  States  at  the  present  time.2 

The  clinical  features  of  intrace- 
rebral tuberculoma  are  rarely  distin- 
guishable from  other  space-occupying 
intracranial  lesions.3  Although  elec- 
troencephalography, radionuclide 
brain  scan,  cerebral  angiography,  and 
cranial  computed  tomography  accu- 
rately can  localize  the  mass  lesion, 
they  cannot  establish  a pre-operative 
diagnosis  of  tuberculosis. 

The  most  common  angiographic 
finding  of  intracranial  tuberculosis  is 
an  avascular  mass  associated  with  ev- 
idence of  edema  in  the  surrounding 
tissue.4  Cranial  computed  tomog- 
raphy only  reveals  a nonspecific  in- 
tracranial mass5  and  in  our  first  case 
suggested  an  infiltrating  malignant 
glioma.  However,  computed  tomog- 
raphy was  most  helpful  in  delineating 
the  mass  and  surrounding  edema 
(Figure  1),  and  in  following  the  lesion 
after  treatment  (Figure  3). 

Tuberculosis  abscess  in  the  spinal 
epidural  space  is  not  common  even  in 


Figure  3,  Case  1.  Re-examination,  one  year 
later,  reveals  almost  complete  disappear- 
ance of  the  tuberculoma.  A small,  ill- 
defined  low  density  in  the  right  occipital 
lobe  with  no  contrast  enhancement  is 
noted. 


Figure  4,  Case  2.  A lateral  view  of  lumbar 
myelogram  demonstrates  a smooth  ex- 
tradural mass  at  the  L5-S1  extending  into 
the  SI  level.  No  bony  abnormality  is 
noted. 
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countries  where  the  disease  is  preva- 
lent, although  literature  is  filled  with 
cases  of  tuberculosis  lesions  of  the 
spine  and  its  contents.  It  has  been  re- 
ported in  the  thoracic,  cervical,  and 
lumbar  spines.6  Only  eight  cases  of 
lumbo-sacral  epidural  tuberculosis 
have  appeared  in  English  language 
literature,713  including  a case  of  post 
discectomy  epidural  tuberculosis 
abscess.14 

In  our  second  case,  the  clinical 
symptoms  simulated  herniated  lum- 
bar intervertebral  disc.  The  lumbar 
myelogram  (Figure  4)  localized  a 
lumbo-sacral  epidural  mass.  However, 
the  study  did  not  suggest  an  inflam- 
matory disease  in  the  absence  of 
radiographic  evidence  of  inflamma- 
tory diseases  of  the  spines.  Only  the 
increased  sedimentation  rate  indi- 
cated inflammation. 

Both  of  our  patients  had  positive 
tuberculin  skin  tests  prior  to  surgery. 
They  had  negative  chest  radiographs 
and  no  past  history  of  tuberculosis,  but 
acid-fast  bacilli  were  isolated  from 
cultures  in  both  cases. 

Pre-operative  suspicion  of  tuber- 
culosis is  important.  Appropriate 
stains  of  histologic  sections  and  cul- 
tures of  operative  material  will  lead 
to  early  diagnosis  and  effective 
chemotherapy.  Certainly,  a chest 
radiograph  showing  active  or  old 
healed  pulmonary  tuberculosis  in  a 
patient  with  central  nervous  system 
abnormalities  always  should  raise  the 
possibility  of  tuberculosis  of  the  cen- 
tral nervous  system.  However,  many 
patients  with  extrapulmonary  tuber- 
culosis, including  that  of  the  central 
nervous  system,  have  a completely 
normal  chest  radiograph,  as  did  both 
of  our  patients.15 

The  presence  of  a positive  skin  test 
for  tuberculosis  for  our  patients  was  a 
clue  to  the  possibility  of  a central 
nervous  system  infection  with  My- 
cobacterium tuberculosis.  Cur- 
rently, delayed  hypersensitivity  to 
mycobacterial  antigen  is  tested  by  the 
intracutaneous  injection  of  0.1  ml  of 
specific  purified  protein  derivative 
extracted  from  tubercle  bacilli  and 
stabilized  with  Tween-80  (PPD-S). 
Intermediate  strength  PPD-S  contain- 
ing five  tuberculin  units  is  the  stan- 
dard preparation  recommended,  and  a 
positive  test  is  read  if  there  is  greater 
than  10  mm  of  induration  at  48  hours.2 


Although  10  to  20  percent  of  pa- 
tients with  active  tuberculosis  may 
have  a negative  intermediate  strength 
PPD  skin  test,  this  usually  is  seen  in 
wasted  and  debilitated  persons;  the 
majority  of  patients  will  have  a posi- 
tive test.2,16  With  the  decline  of  tuber- 
culosis in  this  country,  a positive 
tuberculosis  skin  test  assumes  in- 
creased significance.  Fewer  than  2 
percent  of  all  adolescents  presently 
have  a positive  test  although  the  prev- 
alence in  older  groups  is  considerably 
higher.2 

It  is  important  that  all  patients  with 
space-occupying  lesions  of  the  central 
nervous  system  have  a skin  test  for 
tuberculosis.  The  diagnosis  of  tuber- 
culoma should  be  made  for  those  with 
a positive  test,  and  appropriate  stains 
and  cultures  for  tuberculosis  should  be 
performed  on  material  obtained  at 
surgery.  In  some  severely  ill  patients 
or  those  with  fever,  antituberculous 
chemotherapy  may  be  warranted 
pending  definitive  diagnosis.  □ 

REFERENCES 

1.  Johnston,  R.F.;  Wildrick,  K.H.:  The  impact  of 
chemotherapy  on  the  care  of  patients  with  tuberculosis. 
Amer.  Rev.  Res.  Dis.  109:  636-664,  1974. 

2.  Mayock,  R.L.;  Mac  Gregor,  R.R.:  Diagnosis,  preven- 
tion and  early  therapy  of  tuberculosis.  DM  22:  1-60, 1976. 

3.  Anderson,  J.M.;  Me  Millan,  J.J.:  Intracranial  tuber- 
culoma - an  increasing  problem  in  Britain.  J.  of  Neurol 
Neurosurg.  PsychicU.  38(2):  194-201,  1975. 

4.  Lehrer,  H.;  Venkatesh,  B.;  Gixolamo,  R.;  Smith,  A.: 
Tuberculoma  of  the  brain  (revisited).  Am.  J.  Roentgenol. 
118:  594-600,  1973. 

5.  Leibrock,  L.;  Epstein,  M.H.;  Raybock,  J.D.:  Ce- 
rebral tuberculoma  localized  by  EMI  scan.  Surg.  Neurol. 
5:  305-306,  1976. 

6.  Marcq,  M.;  Sharma,  O.P.:  Tuberculosis  of  the  spine:  a 
reminder.  Chest  63(3):  403-408,  1973. 

7.  Berris,  H.:  Tuberculous  spondylitis  simulating  her- 
niated intervertebral  disk.  Neurology  4:  710,  1954. 

8.  Decker,  H.G.;  Shapiro,  S.W.;  Porter,  R.H.:  Epidural 
tuberculosis  abscess  simulating  herniated  lumbar  inter- 
vertebral disc:  a case  report.  Ann.  Surg.  149:  249,  1959. 

9.  Arseni,  C.;  Samitca,  D.C.T.:  Intraspinal  tuberculous 
granuloma.  Brain  83:  283-292,  1960. 

10.  Kocen,  R.S.;  Parsons,  M.:  Neurological  complica- 
tions of  tuberculosis:  some  unusual  manifestations. 
Quarterly  J.  of  Med.:  new  series,  39:  17-30,  1970. 

11.  Balaparameswara  Rao,  S.;  Dinakar,  I.; 
Sreenivasa  Rao,  K.:  Extra-osseous  extradural  tubercu- 
lous granuloma  simulating  a herniated  lumbar  disc.  J. 
of  Neurosurg.  35:  488,  1971. 

12.  Chadduck,  W.M.:  Intraspinal  tuberculous  abscess 
simulating  lumbar  disc  disease.  Virg.  Med.  Monthly  99: 
968-971,  1972. 

13.  Reina,  A.:  Tuberculous  epidural  granuloma  simulat- 
ing a herniated  lumbar  disc.  Surg.  Neurol.  4:  336-338, 
1975. 

14.  Kaplan,  E.S.:  Post  discectomy  tuberculous  abscess.*/. 
of  Neurosurg.  38:  358-361,  1973. 

15.  Hinman,  A.R.:  Tuberculous  meningitis  at  Cleveland 

Metropolitan  General  Hospital  1959-1963.  Amer.  Rev. 
Resp.  Dis.  95:  670-  1967. 

16.  Holden,  M.;  Dublin,  M.R.;  Diamond,  P.H.:  Fre- 
quency of  negative  intermediate  strength  tuberculin  sen- 
sitivity in  patients  with  active  tuberculosis.  N.  Eng.  J. 
Med.  285:  1506-1509,  1971. 

Pennsylvania  Medicine,  May  1979 


For  years,  you’ve  developed  your  professional 
skills  and  your  practice.  Your  staff  consists  of 
top  professionals.  We  understand. 

We've  worked  with  the  Medical  Profession  in 
many  capacities.  With  this  experience,  we’ve 
developed  a complete  financial  and  patient  care 
computerized  accounting  system. 

We  both  know  there  are  many  similarities  in 
practices.  On  the  other  hand,  no  two  practices 
are  alike. 


Therefore,  our  programs  have  been  designed  to 
permit  tailoring  to  your  specific  needs. 

Sound  unbelievable?  Why  not  call  us  and  see  for 
yourself?  Then  check  our  references. 


Comprehensive  financial  data?  Yes!  Why  not  for 
quality  of  care  too? 


Electronic  Data  Associates,  Inc. 

65  NORTH  5TH  STREET 
LEMOYNE  PA.  17043 
717-761-6752 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  T ract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 


CORRECTIONAL  MEDICINE 

Challenging  opportunities  in  primary  health 
care  - available  in  a most  efficiently  designed 
prison  health  care  system  - excellent  climate  - 
competitive  salaries. 

Employment  available  in  the  Spring  of  1979 
(April  - June).  93  positions  available  for: 

Physicians 
Dentists 
Psychiatrists 
Physician’s  Assistants 
Nurses 

Armed  Forces  Trained  Paramedics 
Dental  Technicians 
Psychologists 
Health  Administrators 

Must  be  eligible  for  Oklahoma  Licensure. 

Contact: 

Armond  H.  Start,  M.D.,  M.P.H. 

Medical  Director 

Oklahoma  Department  of  Corrections 

3400  North  Eastern 

Oklahoma  City,  Oklahoma  73111 


Board  of  Trustees  sets  policy 


Patient  consent  necessary  for  release  of  medical  data 

Fred  Speaker 


The  issue  of  physician-patient  confidentiality  has  attracted 
widespread  attention  as  the  role  of  third  party  payors  in  paying 
medical  care  costs  grows.  At  its  March  21  meeting,  the  PMS 
Board  of  Trustees  considered  and  adopted  as  policy  a legal 
opinion  on  confidentiality  rendered  by  PMS  legal  counsel,  Fred 
Speaker,  Esq.  The  full  text  follows. 


At  the  request  of  the  Council  on 
Medical  Economics,  we  have  reviewed 
the  applicable  law  concerning  re- 
quests for  medical  information  made 
by  third-party  payors  without  evi- 
dence of  consent  by  patients  for  release 
of  such  information.  One  aspect  of  this 
broad  question  is  the  specific  issue  of 
whether  a patient’s  consent  is  neces- 
sary in  a case  involving  an  application 
for  workmen’s  compensation. 

The  answer  to  this  inquiry  is  not 
simple.  It  involves  the  interplay  of 
such  disciplines  as  the  Principles  of 
Medical  Ethics,  common  law,  statu- 
tory law,  contract  law  and  constitu- 
tional law. 

Medical  ethics 

A basic  tenet  of  the  practice  of  medi- 
cine is  protection  by  the  physician  of 
the  results  of  examination  and  treat- 
ment of  a patient.  But  the  Principles  of 
Medical  Ethics  contain  a phrase  that 
would  keep  such  information  secret 
unless  there  is  a legal  requirement  to 
reveal  it: 

A physician  may  not  reveal  the  con- 
fidences entrusted  to  him  in  the 
course  of  medical  attendance,  or  the 
deficiencies  he  may  observe  in  the 
character  of  patients,  unless  he  is 
required  to  do  so  by  law  or  unless  it 


Mr.  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society's  legal 
counsel. 


becomes  necessary  in  order  to  pro- 
tect the  welfare  of  the  individual  or 
of  the  community.  Principles  of 
Medical  Ethics,  §9  (emphasis 
added). 

Thus,  we  must  look  to  the  law — 
particularly  the  law  of  Penn- 
sylvania— to  determine  whether  a 
physician  may  continue  to  keep  in  con- 
fidence information  received  from  the 
examination  and  treatment  of  a pa- 
tient. 

Common  law 

Despite  the  exception  written  in  the 
Principles  of  Medical  Ethics,  there  is  a 
major  policy  supporting  confidential- 
ity that  is  intended  to  benefit  the  pa- 
tient: 

The  patient  should  feel  free  to  make 
a full  disclosure  of  facts  to  his  physi- 
cian, in  order  that  the  physician 
may  most  effectively  render  his  ser- 
vices, and  the  patient  should  be  free 
to  make  this  disclosure  with  the 
knowledge  that  the  physician  will 
respect  the  confidential  nature  of 
the  communication.  AMA,  Med- 
icolegal Forms  9 (1976). 

In  some  jurisdictions,  damages  have 
been  awarded  against  a physician  for 
revelation  of  information  without  the 
patient’s  consent.  [See,  e.g.,  Boyd  v. 
Wynn,  286  Ky.  173,  150  S.W.2d  648 
(1941);  Simonsen  v.  Swenson,  104 
Neb.  224,  177  N.W.  831  (1920);  Clark 
v.  Geraci,  208  N.Y.S.2d  564  (1961); 
Berry  v.  Moench,  8 Utah  2d  191,  331 
P.2d  814  (1958);  Smith  v.  Driscoll,  94 


Wash.  441,  162  Pac.  572  (1917).] 

But,  in  Pennsylvania,  there  is  no 
common  law  privilege  against  disclo- 
sure of  information  professionally  ob- 
tained by  a physician  from  the  patient: 
Complaint  is  made  of  the  admission 
of  this  evidence  on  the  ground  that 
her  communication  was  privileged 
because  . . . she  was  a "patient”  of 
Dr.  Baldi.  There  are  several  reasons 
why  such  a contention  is  without 
merit.  At  common  law  a physician 
was  not  disqualified  from  testifying 
to  information  acquired  by  him 
while  attending  the  patient  in  a pro- 
fessional capacity.  . . . Common- 
wealth v.  Sykes,  353  Pa.  392,  398-9, 
cert,  denied  328  U.S.  847  (1946). 

Statutory  law 

Because  there  is  no  privilege  under 
common  law,  we  must  look  to  provi- 
sions of  Pennsylvania  statutes.  Of 
fundamental  importance  is  that  provi- 
sion which  states: 

No  person  authorized  to  practice 
physics  or  surgery  shall  be  allowed, 
in  any  civil  case,  to  disclose  any  in- 
formation which  he  acquired  in  at- 
tending the  patient  in  a professional 
capacity,  and  which  was  necessary 
to  enable  him  to  act  in  that  capacity, 
which  shall  tend  to  blacken  the 
character  of  the  patient,  without 
consent  of  said  patient,  except  in 
civil  cases,  brought  by  such  patient, 
for  damages  on  account  of  personal 
injuries.  28  P.S.  §328. 

It  should  be  noted,  from  an  examina- 
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tion  of  the  face  of  that  statutory  provi- 
sion, that  it  restricts  disclosures  only 
in  civil,  not  criminal  cases  [See  Com- 
monwealth v.  Edwards,  318  Pa.  1,  6-7 
(1935)];  and  it  would  prevent  disclo- 
sure of  only  information  that  would 
tend  to  blacken  the  patient’s  character 
[see  Woods  v.  National  Life  and  Acci- 
dent Ins.  Co.,  347  F.2d  760,  764  (3rd 
Cir.  1965);  Soltaniuk  v.  Metropolitan 
Life  Ins.  Co.,  133  Pa.  Super.  139, 143-4 
(1938);  Sweeney  v.  Green,  116  Pa. 
Super.  190,  191-2  (1935)]  In  addition, 
the  courts  have  held  that  the  privilege 
against  disclosure  applies  only  to 
communications  made  by  the  patient 
and  does  not  apply  to  information 
which  results  from  an  examination  of 
the  patient  by  the  physician  [see  Phil- 
lips’ Estate,  295  Pa.  349  (1929);  Mas- 
sich  v.  Keystone  Coal  and  Coke  Co.,  137 
Pa.  Super.  541,  543  (1939)]. 

A further,  major  limitation  of  the 
statute  is  that  the  prohibition  against 
disclosure  is  effective  only  when  made 
"without  consent”  of  the  patient.  Ac- 
cordingly, the  prohibition  has  been 
held  to  be  ineffective  when  the  patient 
seeks  payment  under  workmen’s  com- 
pensation statutory  provisions.  The 
Pennsylvania  Workmen’s  Compensa- 
tion Act  [77  P.S.  §§ler  seq.  ] states  that: 
If  the  employe  shall  refuse  the  re- 
quest of  the  employer,  to  submit  to 
the  examination  by  the  physician  or 
physicians  selected  by  the  employer, 
the  board  may,  upon  petition  of  the 
employer,  order  the  employe  to 
submit  to  an  examination.  . . . The 
refusal  or  neglect,  without  reason- 
able cause  or  excuse,  of  the  employe 
to  submit  to  such  examination  . . . 
shall  deprive  him  of  the  right  to 
compensation.  ...  77  P.S.  §651. 

It  is  apparent  from  reading  the  cases 
construing  this  section  that  the  results 
of  an  examination  of  the  patient  are 
not  excludable  from  evidence  [See, 
e.g.,  Bostic  v.  Dreher,  206  Pa.  Super. 
257  (1965);  Meyers  v.  Lehigh  Valley 
Transportation  Co.,  138  Pa.  Super.  569 
(1940).]. 

Waiver  of  right  to  withhold 

As  we  have  seen,  there  is  a narrow, 
but  nonetheless  real,  area  where  the 
refusal  of  the  patient  to  give  consent 
prohibits  the  physician  from  making 
any  disclosure.  It  is,  however,  true 
that  a patient  may  waive  that  right  to 
withhold  consent.  Such  a waiver  often 
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occurs  in  applying  for  insurance.  In 
the  case  of  Adamos  v.  New  York  Life 
Ins.  Co.,  22  F.Supp.  162  (W.D.  Pa. 
1937),  the  court  overruled  objections 
to  the  admissibility  of  evidence,  stat- 
ing that  the  patient  had  "expressly 
waived  all  provisions  of  law  which 
would  forbide  a physician  to  testify.” 
[Id.  at  164.] 

An  examination  of  the  cir- 
cumstances of  a third-party’s  request 
for  information  is  therefore  basic  to 
the  ultimate  determination  of 
whether  the  information  should  be 
supplied.  If  the  request  is  based  on  a 
waiver  executed  by  the  patient,  and 
the  physician  has  a copy  of  that 
waiver,  the  physician  would  have  no 
right  not  to  give  that  information, 
providing  the  physician  is  satisfied 
that  compensation  has  been  made,  or 
will  be  made,  for  tendering  the  report. 
The  same  answer  should  be  given 
when  the  patient  submits  a specific 
statement  of  consent.  In  the  absence  of 
such  waiver  or  consent,  however,  the 
physician  is  not  forced  to  give  the  re- 
quested information  to  a third-party 
payor,  unless  the  physician  wants  to 
give  it,  has  been  paid  for  it,  has  con- 
tracted to  give  it,  or  is  under  a court 


order  to  give  it. 

Constitutional  law 

A recent  decision  by  the  Pennsylva- 
nia Supreme  Court  introduces  new 
and  complex  questions  on  this  issue.  In 
the  case  of  In  re:  "B,”  Appeal  of  Dr. 
Loren  Roth,  No.  150,  March  Term, 
1977  (Pa.  Supreme  Ct.  October  5, 
1978),  the  Court  held  that  the  medical 
records  of  a physhiatric  patient  and 
her  treatment  were  not  excludable 
under  the  statutory  patient-physician 
privilege  but  were  protected  under  the 
United  States  and  Pennsylvania  Con- 
stitutions from  disclosure  without  her 
consent.  The  Court  stated: 

The  general  right  of  privacy,  how- 
ever, has  been  recognized  by  Penn- 
sylvania courts  as  an  independent 
and  distinct  legal  concept  in  the 
field  of  tort  law  . . . 

We  conclude  that  in  Pennsylvania, 
an  individual’s  interest  in  prevent- 
ing the  disclosure  of  information 
revealed  in  the  context  of  the 
psychotherapist-patient  relation- 
ship has  deeper  roots  than  the  Penn- 
sylvania doctor-patient  privilege 
statute,  and  that  the  patient’s  right 
to  prevent  disclosure  of  such  infor- 


mation is  constitutionally  based 
This  constitutional  foundation 
emanates  from  the  penumbras  of  j 
the  various  guarantees  of  the  Bill  of , 
Rights,  Griswold  v.  Connecticut,  \ 
supra,  as  well  as  from  the  guaran 
tees  of  the  Constitution  of  this 
Commonwealth.  ...  In  some  re- 
spects these  state  constitutional! 
rights  parallel  those  of  the  Federal ' 
Constitution,  see  especially  | 
Amendments  1,  3,  4,  5,  and  9.  In 
other  respects  our  Constitution  pro- 
vides more  rigorous  and  explicit 
protection  for  a person’s  right  of  pn 
vacy  e.g.,  Article  I,  Sections  1, 3, 4,7 
and  11.  [Id.,  slip  op.  at  15,  17-8] 
Because  this  Pennsylvania  Su- 
preme Court  decision  is  so  new,  and 
because  its  dimensions  and  im 
plications  have  not  been  defined  as  yet 
by  the  Court,  it  is  impossible  to  discuss  / 
cogently  its  effect  on  the  basic  issue  of  I 
this  memorandum.  It,  however,  could 
mean  that  it  would  violate  a patient’s 
constitutional  rights  to  reveal  the  re- 
sults of  treatment  and  examination  I 
unless  the  patient  consented  to  such  j 
revelation. 

Conclusions 

A review  of  the  foregoing  leads  to 
the  following  advice: 

If  a physician  has  the  consent  of  the 
patient,  the  physician  may  reveal  any 
relevant  professional  records  to  a 
third-party  payor. 

With  the  consent  of  the  patient,  or 
the  patient’s  waiver  of  consent,  the) 
physician  should  reveal  information 
to  a third-party  payor  if  the  payor  is 
prepared  to  pay  for  the  information  or 
the  physician  has  entered  into  a con- , 
tractual  obligation  to  supply  that  in  | 
formation. 

In  the  absence  of  waiver  or  consent. ' 
the  physician  should  not  reveal  com- 
munications received  from  the  patient 
for  information  to  be  used  in  a civil 
case  not  brought  by  the  patient  for  I 
damages. 

In  the  absence  of  waiver  or  consent 
the  physician  may  wish  to  rely  on  the 
case  of  In  re:  "B,”  Appeal  of  Dr.  Loren 
Roth  and  decline  to  reveal  the  re- 
quested information  because  of  the  pa 
tient’s  constitutional  right  of  privacy  | 
If  the  physician  receives  a court 
order  or  subpoena,  the  physician 
should  comply  or  get  specific  legal  ad- 
vice. 
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A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 

' their  therapy: 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation: 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol®  (mercapto- 
purine)  or  Imuran®  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  ol  Childbearing  Age 
Zyloprim"  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  adose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported 
Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions 
Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  “Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported 
HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 
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Case  report 


Effect  of  antineoplastic  chemotherapy  on  cervical  cytology 

James  Nelson,  MD 
Adel  Z.  Makary,  MD 
Robert  H.  Rough,  MD 


TABLE  1 

Diagnoses  in  Chemotherapy  Group 

Diagnoses 

Number  of  patients 

Non-Hodgkin’s  lymphoma 

19 

Multiple  myeloma 

9 

Chronic  granulocytic  leukemia 

7 

Chronic  lymphocytic  leukemia 

6 

Hodgkin's  disease 

6 

Polycythemia  vera 

4 

Acute  granulocytic  leukemia 

2 

Acute  lymphocytic  leukemia 

1 

Agnogenic  myeloid  metaplasia 

1 

Primary  macroglobulinemia 

1 

Chemotherapeutic  agents  have 
been  suspected  of  inducing  his- 
tologic changes  in  the  epithelium  of 
the  uterine  cervix  since  at  least  1955. 1 
The  magnitude,  reversibility,  and 
clinical  significance  of  such  changes, 
however,  remain  unclear.  When  the 
cervical  changes  are  innocent,  revers- 
ible side  effects,  then  routine  cervical 
cytologies  of  women  treated  for 
hematologic  malignancies  may  pre- 
cipitate needless  gynecologic  surgery. 
But,  when  the  cervical  changes  are  ir- 
reversible, premalignant,  or  reflect  a 
systemic  disorder,  more,  not  less, 
gynecologic  investigation  may  be  nec- 
essary. 

Quality  assurance  programs  which 
require  annual  cervical  cytologies  on 
adult  women  receiving  medical  care  at 
various  institutions,  focused  on  this 
problem.  A retrospective  chart  study 
of  women  treated  for  hematologic 
malignancies  at  the  Geisinger  Medi- 
cal Center  from  January  1967  to 
January  1976  was  conducted  to  assess 
the  extent  of  the  problem. 


Dr.  Nelson  Is  a fellow  in  cardiology  at 
the  Geisinger  Medical  Center,  Danville. 
He  was  a senior  resident  in  internal 
medicine  at  the  center  during  prepara- 
tion of  this  paper.  Dr.  Makary  is  an  as- 
sociate in  hematologyloncology  and 
Dr.  Kough  is  director  of  hematology/ 
oncology  at  the  center. 


Materials  and  methods 

The  chemotherapy  group  consisted 
of  56  women  with  hematologic  malig- 
nancies who  had  a baseline  Class  I 
cervical  cytology  immediately  prior  to 
chemotherapy  and  one  or  more  cervi- 
cal cytologies  at  least  four  months 
after  initiating  chemotherapy.  Wom- 
en having  pelvic  irradiation,  ra- 
diophosphorus, prior  pelvic  malig- 
nancies, baseline  cytologies  other 
than  Class  I,  or  no  baseline  cytologies 
were  excluded.  The  age-matched  con- 
trol group  consisted  of  92  women,  ad- 
mitted to  general  medical  services, 
who  had  baseline  Class  I cervical 
cytologies  during  the  same  interval 
and  at  least  one  cervical  cytology  four 
months  or  more  following  the  initial 
study. 

The  two  groups  were  comparable. 


The  average  age  of  the  chemotherapy 
group  was  58.3  years  (range  23-85 
years)  and  the  average  age  of  the  con- 
trol group  was  55.5  years  (range  18-88 
years).  The  cervical  cytologies  were 
monitored  for  an  average  of  35.7 
months  (range  4-105  months)  for  the 
chemotherapy  group  and  34.8  months 
(range  12-81  months)  for  the  control 
group.  Including  the  baseline  cytology 
the  average  number  of  cytologies  per 
patient  was  2.2  for  the  chemotherapy 
group  and  2.5  for  the  control  group. 

The  diagnoses  in  the  chemotherapy 
group  are  shown  in  Table  1.  Stage  III 
and  IV  malignant  lymphomas  ac- 
counted for  45%  and  leukemias  for 
29%  of  the  chemotherapy  group. 

The  number  of  patients  receiving 
each  of  the  14  antineoplastic  agents 
are  shown  in  Table  2.  Of  the  56  pa- 
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TABLE  2 

Number  of  Patients  Receiving  Each  Antineoplastic  Agent 

Antineoplastic  agents 

Number  of  patients  receiving  agent 

Prednisone 

30 

Vincristine 

22 

Cyclophosphamide 

20 

Chlorambucil 

14 

Busulfan 

12 

Procarbazine 

10 

Melphalan 

9 

Mechlorethamine 

8 

Vinblastine 

5 

Bleomycin 

2 

Doxorubicin 

2 

Thioguanine 

2 

Cytarabine 

2 

Methotrexate 

1 

TABLE  3 

Percent  Conversion  of  Cervical  Cytologies  Associated  with  Chemotherapy 

No.  in 

No.  Percent 

Group 

group 

converting  converting 

Control 

92 

2 2 

Chemotherapy 

56 

13  23* 

'Statistically  significant, 

o 

V 

CL 

tients  in  the  chemotherapy  group  20 
received  one,  12  received  two,  and  24 
received  three  or  more  antineoplastic 
agents  either  simultaneously  or  se- 
quentially. 

All  cervical  cytologies  were  read 
without  knowing  which  patients  had 
received  chemotherapy. 

Results 

The  changes  occurring  between  the 
baseline  and  subsequent  cervical 
cytologies  are  shown  in  Table  3. 
Though  only  2%  of  the  control  group 
converted  to  Class  II  cytologies,  23%  of 
the  chemotherapy  group  converted  to 
Class  II  or  III  cytologies.  (Only  one 
patient  developed  a Class  III  cytology. ) 
No  gynecologic  malignancies  devel- 
oped. 

The  one  Class  III  cervical  cytology 
appeared  in  a 54-year-old  woman 
being  treated  for  polycythemia  vera 
with  busulfan.  A Class  I cervical 
cytology  had  been  present  through 
four  years  of  intermittent  busulfan 
therapy  before  the  Class  III  appeared. 
After  three  months  the  Class  III  cervi- 
cal cytology  reverted  to  Class  II  and 
after  an  additional  nine  months  with- 
out chemotherapy  to  Class  I. 

The  large  number  of  antineoplastic 
agents  used  limited  analysis  of  the 
relative  propensity  of  the  various 
agents  to  induce  cytologic  change  to 
busulfan,  melphalan,  and  chloram- 
bucil. Twelve  women  received  busul- 
fan alone:  Seven  developed  cervical 
cytologic  changes  and  two  of  these 
seven  developed  biopsy-proved  pul- 
monary fibrosis.  None  of  the  nine  re- 
ceiving melphalan  developed  cervical 
changes.  Of  14  receiving  chlorambucil 
the  only  patient  who  converted  to 
Class  II  cytology  reverted  to  Class  I 
without  interruption  of  chemo- 
therapy. 

Discussion 

Although  no  cervical  cytologic 
changes  beyond  Class  III  and  no 
gynecologic  malignancies  occurred  in 
167  patient-years  of  chemotherapy  in 
the  present  study,  disquieting  reports 
by  other  investigators  implicate  an- 
tineoplastic agents,  especially  busul- 
fan, in  cytologic  dysplasia.  Gureli  and 
associates2  in  1963  described  bu- 
sulfan-related  epithelial  gigantism 
of  the  uterine  cervix.  Nelson  and  An- 
drews3 in  1964  described  in  one 
woman  widespread  cytologic  dys- 


plasia of  many  tissues  and  associ- 
ated breast  cancer.  Koss  and  associ- 
ates4 in  1965  described  five  women 
with  busulfan-related  squamous 
atypia  which  was  not  reversed  by  dis- 
continuing the  busulfan.  In  1965 
Ward  and  associates5  described  the  oc- 
currence in  one  woman  of  widespread 
cytologic  dysplasia,  a syndrome  re- 
sembling adrenocortical  insufficiency, 
and  atrophic  bronchitis  after  continu- 
ous, prolonged  busulfan  therapy. 

In  1972  Dahlgren  and  associates6 
described  in  detail  a similar  case  and 
reported  that  four  cases  had  been  seen 
among  26  busulfan-treated  patients. 
In  the  present  series  12  women  re- 
ceived intermittent  busulfan  therapy. 
Cervical  cytologic  changes  occurred  in 
seven;  biopsy-proved  pulmonary  fi- 
brosis was  found  in  two.  This  supports 
the  previously  reported  relationship 
between  busulfan,  cellular  atypia, 
and  pulmonary  fibrosis.  Although 
chlorambucil  seemed  to  be  associated 
with  fewer  cervical  changes  than 
busulfan,  Rose’s7  recent  report  of 
"busulfan  toxicity  syndrome”  caused 
by  chlorambucil  in  two  patients 
suggests  caution  in  such  an  interpre- 


tation. The  mechanism  of  cervical 
cytologic  changes  associated  with 
chemotherapeutic  agents  is  specula- 
tive. A cervicitis  secondary  to  drug- 
induced  immuno-suppression  is  a 
tempting  but  unlikely  explanation  for 
the  busulfan-associated  changes  for  at 
least  two  reasons. 

First,  in  polycythemia  vera  and 
chronic  granulocytic  leukemia  where 
busulfan  is  used,  granulo-cytopenia 
rarely  occurs  and  the  diseases  them- 
selves are  infrequently  complicated  by 
infections.  Granulocytopenia  and  in- 
fections are,  however,  common  com- 
plications of  advanced  non-Hodgkin’s 
lymphoma,  advanced  Hodgkin’s  dis- 
ease, primary  macroglobulinemia, 
chronic  lymphocytic  leukemia,  and 
multiple  myeloma  and  their  therapy. 
Yet  there  are  no  more,  and  possibly 
fewer,  cervical  cytologic  conversions 
in  these  cases. 

Second,  Nelson  and  Andrews  have 
found  that  busulfan-associated  ab- 
normal giant  cells  occur  in  epithelium 
of  tissues  other  than  the  cervix,  e.g. 
the  pancreas,  liver,  adrenal  gland, 
kidney,  urinary  bladder,  esophagus, 
pituitary  gland,  skin,  and  breast.  Such 
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widespread  cytologic  dysplasia 
usually  is  not  associated  with  bacteri- 
al or  fungal  infections  and  there  is  no 
evidence  that  viral  infections  are  re- 
sponsible for  the  busulfan-related 
changes. 

The  development  from  a baseline 
Class  I cervical  cytology  to  a Class  II  or 
III  cytology  during  antineoplastic 
chemotherapy  requires  a decision 
about  further  chemotherapy.  When 
the  changes  are  Class  II  and  clearly 
related  to  infection,  treatment  of  the 
infection  and  repeated  cytologies  are 
all  that  may  be  necessary. 

Class  II  dysplastic  changes  or  Class 
III  changes  call  for  a complete 
re-evaluation  of  the  patient  before  con- 
tinuing chemotherapy,  especially  in 
the  case  of  busulfan  where  such 
changes  may  suggest  the  onset  of  a 
more  complete  busulfan  toxicity  syn- 
drome. Although  the  reported  wide- 
spread cytologic  dysplasia  of  the 
busulfan  toxicity  syndrome  may 
suggest  using  sputum  cytologies  and 
bronchial  brushing  to  predict  sub- 
sequent pulmonary  fibrosis,  neither 
study  was  useful  in  the  present  series 
in  the  two  patients  who  developed 
biopsy-proved  pulmonary  fibrosis. 


Cervical  biopsy  may  be  required  be- 
cause the  cytopathologist  may  be  un- 
able to  confidently  distinguish  be- 
tween chemotherapeutic  effects  and 
carcinoma  in  situ.  Since  cervical  car- 
cinoma develops  relatively  slowly, 
however,  pulmonary  fibrosis  rather 
than  cervical  carcinoma  becomes  the 
overriding  question  in  the  busulfan- 
treated  patient  with  newly  developed 
cervical  dysplasia. 

There  is  no  convincing  evidence  that 
discontinuing  chemotherapy  will  ar- 
rest incipient  pulmonary  fibrosis  but 
such  a change  in  therapy  would  seem 
to  be  the  prudent  approach  especially 
in  the  case  of  busulfan.  Still  less  is 
known  about  the  effect  on  cervical 
dysplasia  and  pulmonary  fibrosis  of 
substituting  a second  chemotherapeu- 
tic regimen. 

Our  data  suggest  that  annual  cervi- 
cal cytologies  in  women  receiving 
chemotherapy  for  hematologic  malig- 
nancies can  be  expected  to  reveal 
Class  II  cytologies  in  more  than  one- 
fifth  of  those  women  having  Class  I 
cytologies  prior  to  chemotherapy.  In  a 
few  women  the  Class  II  cytology  will 
be  related  to  infection  and  will  revert 
to  Class  I when  the  infection  clears, 


with  or  without  interruption  of  the 
chemotherapy.  In  a few  women,  espe- 
cially when  the  chemotherapeutic 
agent  is  busulfan,  a Class  II  cytology 
will  be  a reflection  of  a more  systemic 
effect,  which  in  the  case  of  busulfan 
may  progress  to  the  more  serious 
busulfan  toxicity  syndrome.  In  the 
majority  of  women,  however,  the 
cytologic  changes  related  to  che- 
motherapy have  uncertain  signifi- 
cance, bear  investigation  and  watch- 
ing, but  need  not  interfere  with  con- 
tinued chemotherapy.  □ 
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for  Product 
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For  samples,  write  Dept.  D at: 

CAMPBELL  LABORATORIES,  INC. 

PO.  Box  812,  FDR,  N.Y.,  N.Y.  10022 

"Hercepin-L  "is  available  at  all  Rea  St  Derick.  Thrift 
Drug  Stores  and  other  select  pharmacies. 


Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the 
supervision  of  ten  physiatrists.  Three  year  pro- 
gram and  integrated  internship  residency  with 
opportunity  for  research  and  pursuit  of  special 
interests  both  in  medical  school  and  private 
hospital  settings.  One  year’s  credit  for  four 
years  of  general  practice  experience  or  train- 
ing in  anotherspecialty.  Stipendsfrom  $13,300 
to  $15,200  depending  on  qualifications.  We 
will  pay  for  visits  in  selected  cases. 

Equal  Opportunity/ Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


MDs  in  the  news 


The  medical  staff  of  Sacred  Heart 
Hospital,  Norristown,  recently  hon- 
ored two  physicians.  Named  "Physi- 
cians of  the  Year”  were  Drs.  Ray- 
mond M.  Andries  and  Paul  R. 
Miraglia. 

Thomas  B.  Johnson,  MD,  recently 
retired  after  practicing  medicine  in 
Towanda  for  35  years.  He  is  a past 
president  of  the  Bradford  County  Med- 
ical Society. 

Stanley  Pautler,  MD,  has  been 
named  director  of  the  department  of 
anesthesia  at  St.  Francis  General 
Hospital,  Pittsburgh. 

A Franklin  physician  jogged  1,000 
miles  in  1978  to  win  one  of  six  awards 
offered  by  the  National  Jogging  Asso- 
ciation of  Washington,  DC.  James 
Houser,  MD,  who  began  his  run 
January  1,  1978,  received  the  award. 

John  M.  Donnelly,  II,  MD,  Philadel- 
phia, chairman  of  Lankenau  Hospi- 
tal’s department  of  psychiatry,  will 
serve  as  medical  director  of  the  hos- 
pital’s newly  formed  short  term 
psychiatric  inpatient  unit. 

James  G.  Bassett,  MD,  professor  of 
surgery  at  the  Medical  College  of 
Pennsylvania,  has  been  named 
chairman  of  the  medical  profession 
campaign  for  the  American  Cancer 
i Society’s  1979  education  and  fundrais- 
ing crusade  in  Philadelphia  and 
Montgomery  Counties.  He  is  a former 
president  of  the  cancer  society’s 

(Philadelphia  division  and  currently  is 
a member  of  its  board  of  directors. 



Three  members  of  the  Delaware  County 
Medical  Society  recently  were  honored  for 
50  years  of  service  in  the  medical  field. 
Drs.  David  J.  Me  Aleer,  left,  president  of  the 
county  society,  and  John  V.  Blady,  imme- 
diate past  president  of  PMS,  presented 
awards  to:  Drs.  Dorothy  D.  Chacko,  Dun- 
can S.  Hatton,  and  Paul  O.  Blake. 
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A Lehigh  Valley  physician  has  been 
named  to  an  advisory  council  of  the 
National  Institute  of  Health.  Herbert 
L.  Hyman,  MD,  Allentown,  will  serve 
four  years  on  the  National  Arthritis, 
Metabolism,  and  Digestive  Diseases 
Advisory  Council.  He  is  chief  of  gas- 
troenterology at  Allentown  and  Sa- 
cred Heart  Hospitals. 

Edward  Lyon,  MD,  Williamsport, 
was  a recipient  of  the  25th  annual 
brotherhood  award  of  the  Wil- 
liamsport chapter  of  the  National 
Conference  of  Christians  and  Jews. 
Dr.  Lyon,  an  obstetrician  and 
gynecologist,  was  honored  for  human- 
itarian efforts  in  medicine  and  for 
leadership  in  its  professional  organi- 
zations. 

David  A.  Lawrence,  MD,  a Berks 
County  endocrinologist,  received  the 
outstanding  affiliate  service  award  for 
1979  from  the  Pennsylvania  Affiliate 
of  the  American  Diabetes  Association. 
He  has  served  as  president,  program 
chairman,  and  chairman  of  the  board 
of  the  Reading  chapter  of  the  diabetes 
association.  He  is  a former  vice  presi- 
dent and  chairman  of  the  board  of  the 
Pennsylvania  Affiliate. 


Simon  J.  Simonian,  MD,  Haverford, 
has  been  named  professor  of  surgery 
and  director  of  the  division  of  renal 
transplantation  at  Hahnemann  Medi- 
cal College  and  Hospital. 

Maurice  C.  Clifford,  MD,  Mt.  Airy, 
was  one  of  a group  of  Pennsylvanians 
who  met  with  President  Carter  at  the 
White  House  recently  to  discuss  the 
political  situation  in  the  state.  Dr. 
Clifford  is  vice  president  for  profes- 
sional affairs  of  the  Medical  College  of 
Pennsylvania. 

Drs.  Thomas  and  Brenda  Bauman, 

formerly  of  Harrisburg,  now  are  affili- 
ated with  the  Moshannon  Valley  Med- 
ical Center,  Clearfield.  Dr.  Thomas 
Bauman  served  his  residency  in  inter- 
nal medicine  at  Harrisburg  Hospital; 
Dr.  Brenda  Bauman  served  in  family 
practice  at  the  same  hospital. 

Installed  as  the  president  of  the  Cum- 
berland County  Medical  Society  was 
Thomas  J.  Green,  MD.  Other  officers 
installed  for  1979  were  Drs.  Gary  L. 
Blacksmith,  Jr.,  president  elect;  J. 
Craig  J urgenson,  vice  president;  and 
Herbert  C.  Perlman,  secretary- 
treasurer. 


David  N.  Ambrose,  MD,  Wil- 
liamsport, a third-year  resident  in  the 
family  practice  group  at  Williams- 
port Hospital,  has  been  elected  the 
first  overall  resident  chief  for  the 
1979-80  term  year  which  begins  this 
summer. 

Harrisburg  Hospital’s  nuclear  car- 
diology exhibit  received  a third  place 
excellence  award  at  the  American  Col- 
lege of  Cardiologists’  annual  meeting 
in  Miami.  The  exhibit  gives  physi- 
cians specific  instructions  on  which 
nuclear  medicine  procedure  to  use  in 
diagnosing  cardiac  problems.  Harris- 
burg Hospital  physicians  who  helped 
prepare  the  exhibit  are  Drs.  George 
L.  Jackson,  Fred  W.  Flickinger, 
George  R.  Moffitt,  Felix  Gutierrez, 
Hemg  Wim,  and  Arthur  Muller.  Two 
cardiology  consultants  from  Hershey 
Medical  Center — Drs.  William 
Reeves,  and  Evlin  Kinney — also  as- 
sisted with  the  exhibit. 

Several  physicians  in  the  state  re- 
cently were  honored  for  50  years  of 
service  in  the  medical  field.  Luzerne 
County  Medical  Society  honored  Drs. 
Robert  T.  Jones,  Joseph  W. 
Piekarski,  Isaac  R.  Smith,  and 
Richard  J.  Wise.  Dr.  Walter  B. 
Cope  was  cited  by  Indiana  County 
Medical  Society.  Allegheny  County 
Medical  Society  feted  Drs.  Leonard 
E.  Egerman,  Harry  I.  Miller,  L. 
Thomas  Sabow,  Richard  C. 
Snyder,  and  Homer  D.  Wallace. 


John  J.  Gartland,  MD,  of  Thomas 
Jefferson  University,  Philadelphia, 
was  inducted  as  the  47th  president  of 
the  American  Academy  of  Or- 
thopaedic Surgeons  at  the  associ- 
ation’s annual  meeting  in  San  Fran- 
cisco. He  is  the  first  Jefferson  or- 
thopaedist to  be  named  president  of 
the  academy. 


Montour  auxiliary 
stages  'Showboat' 

The  " Susquehanna  Showboat” 
docked  at  Danville  High  School  re- 
cently. When  it  departed,  the  Mon- 
tour County  Medical  Society  Aux- 
iliary had  earned  more  than 
$10,000  for  its  student  loan  fund 
and  health  careers  scholarship. 

The  auxiliary  staged  this  musical 
extravaganza  with  help  from  130 
volunteers,  including  members  of 
the  county  medical  society.  More 
than  1,600  viewed  the  show,  which 
featured  30  song  and  dance 
routines. 

Area  children  also  participated  in 
the  event  by  drawing  advertise- 
ments included  in  the  program. 

Chairmen  of  the  event  were  Lil 
Rose  and  Sandy  O’Rourke.  Joyce 
Gibson  is  president  of  the  auxiliary. 
Professional  direction  was  provided 
by  Dennis  Washburn,  of  Jerome  H. 
Cargill  Productions,  New  York 
City.  


A resolution  establishing  an  executive 
task  force  to  prevent  highway  injuries  of 
children  was  introduced  recently  in  the 
Senate.  Proponents  of  this  legislation  are 
from  left,  Senator  George  W.  Gekas,  (R- 
15th  District),  cosponsor  of  the  resolu- 
tion; Ann  Shenberger,  Department  of 
Public  Welfare;  and  Susan  Aronson,  MD, 
Philadelphia,  director  of  the  Pennsylvania 
Chapter  of  the  American  Academy  of 
Pediatrics’  “Speak  Up  for  Children” 
campaign.  She  is  a member  of  the  Gover- 
nor’s International  Year  of  the  Child 
Committee. 

Armando  E.  Fraire,  MD,  chief 
pathologist  and  vice  director  of  the 
medical  staff  of  Mercy  Hospital,  Al- 
toona, has  been  named  "Physician  of 
the  Year”  by  the  hospital’s  medical 
staff.  He  received  the  award  in  ap- 
preciation "for  contributing  the  most 
to  the  improvement  of  Mercy  Hospi- 
tal.” 

New  medical  staff  officers  at  Holy  Re- 
deemer Hospital,  Meadowbrook,  are 
Drs.  Henry  C.  Schneider,  Jr.,  secre- 
tary, Randal  A.  Boyer,  treasurer, 
Herbert  Dodge,  president,  and 
William  Warrender,  vice  president. 

John  F.  Salventi,  MD,  Allentown, 
was  elected  president  of  the  Lehigh 
Valley  Association  of  Clinical  Micro- 
biology and  Immunology  at  a meeting 
held  at  Allentown  Hospital. 

Peter  J.  Corey,  MD,  has  been  elected 
director  of  the  department  of  surgery 
of  Wilkes-Barre  General  Hospital. 

Louis  J.  Wagner,  MD,  director  of 
surgery  at  Franklin  Hospital,  Oil 
City,  was  named  president  of  the 
board  of  directors  of  the  Midwestern 
Pennsylvania  Professional  Standards 
and  Review  Organization,  (PSRO).  He 
is  a general  thoracic  and  vascular  sur- 
geon and  has  been  on  the  medical  staff 
at  Franklin  Hospital  since  1970. 

John  R.  Siberski,  MD,  Plymouth, 
has  accepted  appointment  as  medical 
director  of  Hospice  St.  John  in  Luzerne 
County.  He  is  a board-certified  inter- 
nist with  a private  practice  in 
Plymouth. 

Stephen  J.  Wartella,  MD,  Wilkes- 
Barre,  recently  was  named  president 
of  the  medical  staff  of  Wilkes-Barre 
General  Hospital. 
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Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/ Phone  Number 
Captain  James  Whitmire  (609)  562-2663 


Army  Medicine.  The  practice  that’s  practically  all  medicine. 
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Professional  Protection  Exclusively  since  1899 


EASTERN  PENNSYLVANIA  OFFICE 

L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  E.  P.  Ziemba,  R.  J.  Nolan,  Jr.,  and  W.  J.  Carey,  Representatives 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting  19462  Telephone  (215)  825-6800 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  D.  C.  Hoffman  and  R.  G.  Stewart,  Representatives 
Anderson  Professional  Building,  1701  McFarland  Road,  Pittsburgh  15216  Telephone  (412)  531-4226 


Cerebro-N 


Alert  and 
functioning 
in  the 
sunset 
years 


Treat  the  symptoms 
the  geriatric  patient 

apathy 

irritability 

forgetfulness 

confusion 


in 


CAPSULES 

A gentle  cerebral  stimulant  gji 
and  vasodilator  for  the 


geriatric  patient 


Each  CEREBRO-NICIN*  capsule 


contains: 

Pentylenetetrazole  100  mg 

Nicotinic  Acid  100  mg 

Ascorbic  Acid 100  mg 

Thiamine  HCL  25  mg 

l-Glutamic  Acid  50  mg 

Niacinamide 5 mg 

Riboflavin 2 mg 

Pyridoxine  HCL 3 mg 


AVAILABLE:  Bottles  100,  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


obituaries 


• Indicates  membership  in  the  Pennsylvania  Society  at  time  of 
death. 

• Dill  J.  Albright,  Jr.,  Allentown;  Temple  University  School  of 
Medicine,  1939;  age  67,  died  March  6,  1979.  He  was  assistant 
director  of  student  health  services  at  Rutgers  University  for  12 
years  before  retiring  in  1977. 

• John  L.  Atlee,  Jr.,  Lancaster;  University  of  Pennsylvania 
School  of  Medicine,  1927;  age  74,  died  March  14,  1979.  A fourth 
generation  surgeon,  he  served  as  chief  of  surgery  at  St.  Joseph’s 
Hospital  in  Lancaster  from  1936  to  1961. 

• Allison  J.  Berlin,  Naples,  Florida;  Jefferson  Medical  College, 
1927;  age  75,  died  February  6, 1979.  A surgeon,  he  was  a member  of 
the  Allegheny  County  Medical  Society. 

• Irvan  A.  Boucher,  Altoona;  Temple  University  School  of  Medi- 
cine, 1935;  age  70,  died  January  29,  1979.  He  was  at  one  time  a 
director  of  the  eye,  ear,  nose,  and  throat  department  and  chaired 
other  departments  at  Mercy  Hospital,  Altoona. 

• Elizabeth  B.  Bricker,  Lititz;  Women’s  Medical  College  of  Penn- 
sylvania, 1903;  age  101,  died  March  8,  1979.  Dr.  Bricker  was  a 
retired  hygeinist  for  the  state  department  of  labor  and  industries. 

• John  B.  Flick,  Sr.,  Haverford;  Jefferson  Medical  College,  1913; 
age  86,  died  February  17,  1979.  In  1960  Dr.  Flick  was  honored  by 
the  Philadelphia  Tuberculosis  and  Health  Association  for  perform- 
ing the  first  removal  of  a lung  in  Philadelphia  and  the  seventh  such 
surgery  in  the  world. 

• Fred  M.  Haas,  Allentown;  Hahnemann  Medical  College,  1925; 
age  84,  died  March  14, 1979.  He  was  a practicing  Allentown  physi- 
cian for  more  than  50  years  before  retiring  in  1976. 

• Thomas  B.  Johnson,  Towanda;  Temple  University  School  of 
Medicine,  1944;  age  59,  died  February  20,  1979.  He  was  a general 
practitioner  for  35  years. 

• Charles  J.  Kraft,  Meshoppen;  Temple  University  School  of 
Medicine,  1937;  age  70,  died  March  9,  1979.  He  was  a practicing 
physician  in  Meshoppen  for  more  than  40  years  and  was  the  found- 
ing doctor  of  Tyler  Memorial  Hospital. 

• Carl  E.  Lorenz,  Plymouth  Meeting;  Hahnemann  Medical  Col- 
lege, 1935;  age  71,  died  March  2, 1979.  He  was  on  the  medical  staffs 
of  Wills  Eye  Hospital,  Philadelphia,  and  Sacred  Heart  Hospital, 
Norristown,  and  was  chief  of  staff  of  the  Elm  Terrace  Hospital. 

• Elwood  R.  Lugar,  Aliquippa;  Stritch  School  of  Medicine, 
Loyola  University,  Chicago,  Illinois,  1936;  age  73,  died  January 
26, 1979.  He  was  a general  practitioner  and  nutrition  specialist  in 
the  Aliquippa  area. 

• Salem  H.  Lumish,  Philadelphia;  Hahnemann  Medical  College, 
1939;  age  64,  died  March  12,  1979.  He  served  as  an  associate  in 
medicine  in  the  cardiovascular  section  of  Hahnemann  Medical 
College. 


Write  for  literature  and  samples 


(BRoWTft  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
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• Srinivasa  K.P.  Prabhu,  New  Castle;  Kasturba  Medical  Col- 
lege, India,  1962;  age  38,  died  February  11, 1979.  He  was  a general 
surgeon  at  St.  Francis  and  Jameson  Memorial  Hospitals  in  New 
Castle. 

• Michael  J.  Pistorio,  Erie;  Stritch  School  of  Medicine,  Loyola 
University,  Chicago,  Illinois,  1929;  age  70,  died  February  26, 1979. 

• Paul  P.  Riggle,  Washington;  Jefferson  Medical  College,  1930; 
age  76;  died  March  8, 1979.  Dr.  Riggle  was  a practicing  surgeon  in 
Washington  from  1934  until  his  retirement  in  1971.  He  was  a 
former  past  president  of  the  Washington  County  Medical  Society. 

• Alan  N.  Rogers,  Medford,  New  Jersey;  Hahnemann  Medical 
College,  1938;  age  86,  died  February  16, 1979.  He  was  a member  of 
the  medical  staffs  of  Montgomery  and  Sacred  Heart  Hospitals, 
Norristown. 

• Harold  W.  Rusbridge,  Ocean  City,  New  Jersey;  University  of 
Pittsburgh  School  of  Medicine,  1934;  age  70,  died  March  19,  1979. 
He  was  a member  of  the  Allegheny  County  Medical  Society. 

• Walter  E.Starz,  New  Florence;  Jefferson  Medical  College,  1937; 
age  66,  died  March  11,  1979.  Dr.  Starz  was  a member  of  the 
Allegheny  County  Medical  Society. 

• William  H.  Townsend,  Munhall;  University  of  Pittsburgh 
School  of  Medicine,  1943;  age  60,  died  February  13, 1979.  He  was  a 
member  of  Allegheny  County  Medical  Society. 

• John  A.  Turtzo,  Pen  Argyl;  Temple  University  School  of  Medi- 
cine, 1938;  age  67,  died  February  1, 1979.  Dr.  Turtzo  was  a member 
of  the  staffs  of  Easton  and  St.  Luke’s  Hospitals,  Pen  Argyl. 

• John  H.  Wagner,  Pittsburgh;  University  of  Pittsburgh  School 
of  Medicine,  1914;  age  88,  died  March  26,  1979.  A retired  chief 
surgeon  of  U.S.  Steel  Corp.,  Dr.  Wagner  was  a former  staff  presi- 
dent at  St.  Francis  General  Hospital,  Latrobe,  and  former  staff 
member  at  Magee- Womens,  Eye  and  Ear,  West  Penn,  and  Presby- 
terian University  Hospitals. 

• Robert  A.  Yee,  New  Brighton;  Temple  University  School  of 
Medicine,  1954;  age  51,  died  February  8,  1979.  A psychiatrist,  he 
was  a former  head  of  Beaver  County  mental  health  center. 

• Edward  W.  zur  Horst,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1912;  age  90,  died  February  23,  1979.  He 
served  as  a major  in  the  U.S.  Army  Medical  Corps  in  France  during 
World  War  I. 

John  B.  Atkinson,  Wynnewood;  Jefferson  Medical  School;  age  54, 
died  January  15,  1979.  He  was  a clinical  associate  professor  of 
medicine  at  the  Jefferson  University  School  of  Medicine  and  was  a 
pioneer  in  the  extraction  of  human  bone  marrow  for  the  treatment 
of  blood  disease. 

Regis  F.  Downey,  Tarpon  Springs,  Florida;  University  of  Mary- 
land Medical  School;  age  72,  died  February  9,  1979.  Dr.  Downey 
was  a former  director  of  Mayview  State  Hospital. 


A peripheral 
vasodilator 
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leg  cramps 
cold  feet 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/1 00  mg. 


Each  blue  tablet  contains: 


Nicotinic  Acid 100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


< the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Continuing  Education  Programs  1978-1979 

Institute  for  Medical  Education  and  Research 
Geisinger  Medical  Center 

11th  Annual  Special  Child  Conference 

Saturday,  May  5,  1979 
9 a.m.  to  1p.m.  Tuition:  $25 
Common  Problems  in  Allergy  & Immunology 
Wednesday,  May  16,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 
Adult  Congenital  Heart  Disease 
Wednesday,  June  6,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 
Internal  Medicine-Pocono  Course  - 1979 
August  8-12,  1979 
At  Pocono-Hershey 


For  further  information  write  to: 
Millie  K.  Fleetwood,  Ph  D. 
Geisinger  Medical  Center 
Danville,  Pennsylvania  17821 
or  telephone  (717)  275-6333 


As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger 
Medical  Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association.  (Refer  to  each  program  — full  day  - 7 hours  credit  and  Vi  day  - 4 
hours  credit). 


Space  available  in 

Exton*Lionville 
Medical  Arts  Building 

corner  of  Welsh  Pool  Road  and  Route  100 
Exton 


scheduled  for  occupancy  this  summer,  the  building  is 
70%  leased.  It  is  convenient  to  Chester  County  Hos- 
pital, West  Chester,  Paoli  Memorial,  Phoenixville, 
and  Coatesville  Hospitals. 


Address  inquiries  to: 

Exton  Professional  Associates 
c/o  Alfred  J.  Mauriello,  II,  MD 
319  North  Pottstown  Pike 
Exton,  PA  19341 
(215)  363-2566 


A full  range  of 
treatment... 

As  an  Air  Force  physician,  you  may  practice 
your  specialty  in  modern,  well-equipped  facili- 
ties with  a complete  support  staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  adminisfra- 
tive  supporf  to  alleviate  most  of  the  clerical 
workload.  The  type  of  medicine  you  will  prac- 
tice is  based  on  the  needs  of  your  patienfs,  re- 
gardless of  fheir  financial  status. 

For  yourself  and  your  family.  Air  Force  medi- 
cine will  provide  reasonable  working  hours,  ex- 
cellent pay,  30  days  of  paid  vacation  each 
year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  - a 
reasonable  alternative  for  today's  physicians. 

For  complete  information  contact 
Mid  to  Eastern  PA  Metro  Philadelphia  Western  PA 

Capt  Richard  T Capt  Marty  Capt  Ron  Hendren 

Chamberlain  Csercsevits  USAF  Medical 

USAF  Medical  USAF  Medical  Recruiting 

Recruiting  Recruiting  3520  5th  Ave  , 

376  Flamburg  Turnpike  2201  Rt  38,  Suite  730  Suite  200 
Wayne,  NJ  07470  Cherry  Hill,  NJ  08002  Pittsburgh,  PA  15213 

Air  Force.  A great  way  of  life. 
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Psychiatrists — Board-certified  or  eligible.  Immediate  openings. 
Good  salary.  Excellent  benefits.  Residence  available.  Located  in 
central  Pennsylvania  within  minutes  of  1-80  and  1-81.  Pennsylva- 
nia license  required.  Call  (717)  275-7201  or  write:  Mr.  Donald 
Campbell,  Acting  Superintendent,  Danville  State  Hospital,  Dan- 
ville, PA  17821.  An  Equal  Opportunity  Employer. 

Physicians:  general  practice — Openings  in  areas  of  medical  care 
in  a large  psychiatric  hospital  which  is  fully  integrated  with  com- 
munity agencies,  hospitals,  and.  base  service  units.  Conveniently 
located  near  Pittsburgh.  Accredited  by  JCAH  and  meets  stan- 
dards for  Medicare,  Medicaid,  and  Medical  Assistance.  Annual 
salary  up  to  $34,739  with  excellent  fringe  benefits  including  op- 
portunities for  continuing  medical  education.  Pennsylvania 
license  required  (FLEX  certification  required  for  graduates  of 
foreign  medical  schools).  Contact  Dr.  Betty  H.  Bradley,  Clinical 
Director  of  Medical/Surgical  Services,  Mayview  State  Hospital, 
Bridgeville,  PA  15017,  (412)  343-2700,  extension  500. 

Excellent  opportunity — GP/family  practice  for  growing  area  near 
university.  Private  practice  urgently  needed.  Active  local  medical 
society,  new  and  well  equipped  hospital.  Dr.  S.W.  Greenwald,  290 
Grant  Street,  Indiana,  PA  15701 ; call  (412)  479-2800  or  (412)  463- 
0508. 

Allentown  Outpatient  Clinic — Full-time  or  part-time  board- 
certified  internists,  family  practitioners,  dentists,  and  general 
surgeon.  Benefits  include  health  and  life  insurance  plans,  30  days 
paid  vacation  annually.  Full  malpractice  coverage.  Positions 
available  July.  Any  state  licensure  acceptable.  Write  Thomas 
Bonekemper,  MD,  Chief  Medical  Officer,  c/o  VA  Medical  Center, 
Wilkes-Barre,  PA  18711. 

Physicians  wanted,  Pennsylvania  license  required — Polk 
Center,  a center  for  the  mentally  retarded,  is  looking  for 
additional  physicians  to  join  our  staff.  The  center  is  located  in 
Northwestern  Pennsylvania  approximately  85  miles  north  of 
Pittsburgh.  It  currently  houses  1500  residents  and  has  an  em- 
ployee complement  of  2100.  Income  levels  for  this  position  would 
range  from  $40,000  to  $45,000  annually,  dependent  upon  the 
candidate’s  experience  and  training.  Additionally,  all  state  bene- 
fits including  public  liability  insurance  are  offered  in  this  pack- 
age. To  find  out  more  on  this  opportunity,  please  write  Polk 
Center,  Box  94,  Polk,  PA  16342,  attention  Tom  Young. 

Medical  director — Three  hundred  bed,  accredited  community 
hospital,  east  of  Pittsburgh  within  an  area  offering  excellent 
schools,  cultural  activities  with  outstanding  recreational 
facilities.  Must  have  the  ability  to  plan  and  direct  the  professional 
medical  activities  as  the  coordinator  of  the  medical  staff  and  the 
department  heads  of  the  clinical  services.  Must  be  board-certified 
in  a specialty,  and  demonstrate  thorough  past  experience,  a high 
competency  in  administrative  and  medical  affairs.  Starting  salary 
commensurate  with  experience  and  qualifications.  Write  to  Mar- 
tin A.  Murcek,  MD,  Eastwood  Professional  Center,  Greensburg, 
PA  15601. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 


Emergency  physicians — Direct  clinical  care  in  addition  to  super- 
vision and  training  of  undergraduate  medical  students,  house 
staff  in  traditional  specialty  programs,  nursing  personnel,  and 
paramedics.  Completion  of  approved  emergency  medicine  resi- 
dency, or  three  years  of  experience  in  emergency  medicine,  or 
board  eligibility-certification  in  other  specialty  discipline  re- 
quired. Positions  will  rotate  to  provide  24  hour,  7 day  a week 
coverage.  Contact:  Joseph  A.  Zeccardi,  MD,  Thomas  Jefferson 
University  Hospital,  11th  and  Walnut  Streets,  Philadelphia,  PA 
19107,  (215)  928-6844.  Affirmative  Action/Equal  Opportunity 
Employer. 

Fellowship — In  abdominal  and  peripheral  angiography  at 
Thomas  Jefferson  University  Hospital  beginning  on  July  1 , 1979. 
Send  CV  to  Jack  Edeiken,  MD,  chairman  of  the  department  of 
radiology,  11th  and  Chestnut  Streets,  Philadelphia,  PA  19107. 
Equal  Opportunity  Employer. 

Pennsylvania:  Emergency  Physician  System — Needs  several 
full-time  emergency  physicians  for  Western  Pennsylvania  area 
emergency  departments.  Independent  contractor  arrangements. 
Eligible  for  corporate  membership  within  two  years.  The  system 
is  on  a “fee-for-service"  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

Primary  care  physician — 500-bed  medical  center  in  Pennsylvania 
near  major  city.  Assist  director  in  development  of  residency  pro- 
gram and  work  within  new  clinic.  Contact:  Marie  Benson,  Daniel 
Stern  & Associates,  3708  Fifth  Avenue,  Pittsburgh,  PA  15213, 
(412)  687-9700. 

Anesthesiologist — Board-certified  for  full  service  hospital, 
Southwest  Pennsylvania.  Top  Salary  and  benefits.  Send  com- 
plete CV  to  Box  813,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Pennsylvania:  Emergency  Physician — 200-bed  general  hospital 
in  university  community,  located  in  Western  Pennsylvania.  New 
construction  project  includes  emergency  department,  just  com- 
pleted. Salary  highly  competitive.  PA  license  required.  Contact: 
William  B.  Yeagley,  MD,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701. 

Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
withminimum  guarantee, 42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 

House  Staff  Physician — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $35,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

Numerous  opportunities  available  throughout  Eastern  U.S.  for 
physicians  in  all  specialties.  All  fees  employer  paid.  Send  c.v.  with 
geographic  preference  and  availability  date  along  with  objec- 
tives. Descriptive  brochure  available.  MediSearch  Unlimited, 
1509P  Four  Gateway  Center,  Pittsburgh,  PA  15222;  (412)  355- 
0215  (answers  24  hours). 
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Physician — During  July  and  August,  1979  for  children's  camp 
located  at  Beach  Lake,  PA,  accommodates  350  campers,  ages 
6-16;  complete  modern  health  center;  two  R.N.s  in  attendance; 
will  accept  one  MD  for  each  month;  no  children  accepted  who  are 
of  camp  age.  Camp  opens  June  29  and  closes  August  23.  Private 
room  and  facilities.  Write  to  Trail  s End  Camp,  c/o  Beach  Lake, 
Inc.,  215  Adams  St.,  Brooklyn,  NY  11201 , and  include  your  phone 
number. 

Resident  physician  and  resident  nurse  wanted — For  well- 
established  children's  sleepaway  camp  in  Wayne  County,  PA. 
Two,  four,  and  eight  week  positions  available.  Two  RNs  on  duty; 
families  accommodated;  wives  and  children  welcome  to  partici- 
pate in  all  activities.  Call  collect  (516)  466-8698,  evenings. 

Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Meoicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Psychiatrist — Board-certified  or  board-eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia, 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411;  (717)  586-2011. 

NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  oneyear.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Anesthesia  resident  training  program  seeks  qualified  Pennsyl- 
vania applicants.  Experience  in  general  practice  or  primary  care 
preferred.  Enquire:  Lucien  E.  Morris,  MD,  Department  of  Anes- 
thesia, Medical  College  of  Ohio,  Caller  Service  #10008,  Toledo, 
Ohio  43699. 

Emergency  room  physician — For  private  physician  group  staff- 
ing ERs  in  Philadelphia  and  Delaware  County.  Must  be  Pennsyl- 
vania licensed.  Forty-hour  week,  competitive  salary,  paid  mal- 
practice, liberal  fringe  benefits,  profit  sharing.  Send  curriculum 
vitae  to  Emergency  Medical  Associates,  Ltd.,  15th  and  Upland 
Avenue,  Chester,  PA  19013,  or  call  (215)  874-8177. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121 M University  Place,  Pittsburgh,  PA  15213,  (412)  621- 
9975. 

POSITIONS  WANTED 

General  and  vascular  surgeon — 35,  university  trained,  seeking 
solo,  group,  or  partnership  in  urban  area.  Available  July  1979. 
Write  Department  819,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 


Pennsylvania  licensed  physician  desires  position  within  two 
hours  of  Philadelphia.  Prefer  emergency  department  but  will 
consider  industrial  or  house  physician  positions.  Available  July  1, 
1979.  Contact  M.J.  Hudak,  MD,  302  Cedar  Village  Dr.,  York,  PA 
17402,  (717)  767-4892. 

Anesthesiologist — Board-eligible,  university  trained,  presently 
working  in  university  hospital  in  all  areas  of  anesthesiology  in- 
cluding heart  and  obstetrics.  Wishes  to  relocate  in  Pennsylvania 
for  group  or  fee  for  service.  Write:  Dr.  J.  Patel,  133-52  Avery  Ave., 
Flushing,  NY  11355;  call  (212)  430-2872  during  the  day,  (212) 
939-7979  evenings. 

CONTINUING  EDUCATION 

Asbestos-related  disease — June  11,  1979,  Philadelphia  County 
Medical  Society,  2100  Spring  Garden  Street,  Philadelphia,  PA. 
Sponsored  by  Hahnemann  Medical  College.  Six  hours  AMA  Cat- 
egory I Credit.  For  information  contact  School  of  Continuing 
Education,  Hahnemann  Medical  College,  230  North  Broad  Street, 
Philadelphia,  PA  19102,  (215)  448-8266. 

Pain,  June  2, 1979,  Allentown  and  Sacred  Heart  Hospital  Center,  4 
hours  Category  I credit,  $10  fee.  For  additional  information  con- 
tact Educational  Development,  Allentown  and  Sacred  Heart  Hos- 
pital Center,  Allentown,  Pennsylvania  18105,  (215)  821-2026. 

Family  medicine  review  course — June  3-9,  1979  at  Baltimore 
Hilton  Inn,  Baltimore,  Maryland.  Sponsored  by  the  Department  of 
Family  Medicine,  University  of  Maryland  School  of  Medicine. 
AMA  and  AAFP  accredited.  For  information:  Program  of  Contin- 
uing Education,  lOSouth  Pine  Street,  Baltimore,  Maryland  21201 , 
(301 ) 528-3956. 

Symposium  on  head  and  neck  cancers — June  15-16,  1979  at 
Baltimore  Hilton  Inn,  Baltimore,  Maryland.  Sponsored  by  the 
program  of  oncology,  Department  of  Surgery,  University  of 
Maryland  School  of  Medicine.  For  information:  Program  of  Con- 
tinuing Education,  10  South  Pine  Street,  Baltimore,  Maryland 
21201,  (301)  528-3956. 

“Dermatology  Days” — June  21-23,  1979.  Sheraton  Fontainbleau 
Inn  and  Spa,  Ocean  City,  Maryland.  Sponsored  by  the  University 
of  Maryland  School  of  Medicine.  Featured  will  be  live  patients  and 
concurrent  sessions  for  dermatologists  and  practicing  gen- 
eralists. For  information  contact:  Program  of  Continuing  Educa- 
tion, University  of  Maryland  School  of  Medicine,  1 0S.  Pine  Street, 
Baltimore,  Maryland  21201,  (301)  528-3956. 

Second  Annual  Buffalo  Conference  on  Pediatric/Adult  Allergy 

and  Clinical  Immunology  will  be  held  in  Niagara  Falls,  New  York, 
July  19-21,  1979.  Write  CME  Division,  Children's  Hospital,  Buf- 
falo, New  York  14222. 

Annual  Advances  in  Pediatrics  Course,  sponsored  by  the  De- 
partment of  Pediatrics  State  University  of  New  York  at  Buffalo, 
and  the  Children's  Hospital,  will  be  held  in  Niagara  Falls,  New 
York  on  June  21-23,  1979.  Write  CME  Division,  Children  s Hospi- 
tal, Buffalo,  New  York  14222. 


MISCELLANEOUS 

Loans  to  professionals — Loans  now  available  to  physicians  and 
physicians  in  training.  Consolidate  debts  or  any  purpose  loans. 
Also  loans  to  executives.  Loans  to  $50,000  or  more — unse- 
cured— no  collateral  necessary.  Also  second  mortgages  avail- 
able to  $25,000  or  more.  For  information  call:  A.  Clayton  Rieder, 
Financial  Consultant,  80  Circle  Drive,  Syosset,  New  York  11791, 
(516)  935-1234. 

FOR  SALE 

For  sale — Assets  of  well  established,  large  cosmetic  plastic 
surgery  practice  in  Philadelphia.  For  details,  call  (215)  563-5122. 

For  Sale — Lovely  brick  home  with  second  floor  remodeled 
apartment  and  first  floor  professional  offices.  Must  sell.  Equip- 
ment negotiable.  Near  3 hospitals.  STEINBACHER  REALTY, 
Williamsport,  PA  17701,  (717)  326-3587. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity:  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving)  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 
oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients:  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  Seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i.e. , dorsum  of  hand  or  wrist:  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
administer  Valium  directly  IV,  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have  resuscitative  facilities  avail- 
able. When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status. 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0.25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  i.e., 
phenothiazines,  narcotics,  barbiturates.  MAO  inhibitors  and  antidepres- 
sants. Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2'/2  mg  once  or  twice  daily,  increasing, gradually  as  needed  or 
tolerated). 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy. 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic,  have  necessary  coun- 
termeasures available.  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway.  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects.  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500; 
Tel-E-Dose®  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10.  Ampuls,  2 ml,  boxes  of  10; 
Vials,  10  ml,  boxes  of  1,  Tel-E-Ject®  (disposable  syringes),  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers.  and  1.5%  benzyl  alcohol  as  preservative. 
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GIVES  YOU  THS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXBUTY 


■i 


PSYCHOTHERAPEUTIC 


SKELETAL  MUSCLE 
RELAXANT 


ONLY 


VAUUM 

(diazepam) 


HAS  THESE  TWO 
DISTINCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information.  / ROCHE 


When  cystitis  recurs... 


Bactrim 


fights  uropathoge 
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urinary  tract 


Bactrim  provides  high  antimicrobial  levels 
in  the  urine  and  a high  degree  of  clinical 
efficacy.  Its  spectrum  includes  the  uropatho- 
gens  most  often  encountered  in  recurring 
urinary  tract  infections:  E.coli,  Klebsiella- Entero 
hacter  and  Proteus  mirabilis, 
vulgaris  and  morganii. 

© vaginal  tract 

Bactrim  combats  uropatho 
gens  colonizing  the  vaginal 
introitus,  a source  of  urethral 
contamination  and  subsequent 
cystitis.  Its  trimethoprim  component 
diffuses  into  vaginal  fluid  in  effective 
concentrations,  thus  combating  migra- 
tion of  urinary  pathogens  into  the 
urinary  system. 


© 


lower 

intestinal  tract  0 °°  o 

\ O oO  O O 
Bactrim  markedly  reduces  the  \ ~ _ 

colonic  reservoir  of  uropathogens  ° - 

with  negligible  emergence  of  resis-  'O  Q 
tance.  Moreover,  Bactrim  rarely  causes  C 
adverse  effects  on  the  balance  of  colonic 
flora... seldom  causes  monilial  overgrowth  often 
associated  with  many  antibiotics. 
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combat  reinfecting  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)  /COZX 

organisms  just  one  tablet  bid.  for  10  to  14  days  xoiV 


Please  see  summary  of  product  information  on  next  page. 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that  initial  episodes  of 
uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacterial 
agent  rather  than  the  combination.  Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  influenzae  or 
Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers  an  advantage  over 
other  antimicrobials.  Limited  clinical  information  presently  available  on  effectiveness  of 
treatment  of  otitis  media  with  Bactrim  when  infection  is  due  to  ampicillin-resistant 
Haemophilus  influenzae.  To  date,  there  are  limited  data  on  the  safety  of  repeated  use  of 
Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indicated  for  prophylactic  or 
prolonged  administration  in  otitis  media  at  any  age. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei  when 
antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date,  this 
drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  pregnancy;  nursing 
mothers;  infants  less  than  two  months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL  PHARYN- 
GITIS. Clinical  studies  show  that  patients  with  group  A /3-hemolytic  streptococcal  tonsil- 
lopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim  than 


DOUBLE 

STRENGTH 

TABLETS 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


□ Dual  action-widely  ac- 
cepted as  synergistic- results  in  high 
antimicrobial  effectiveness 


□ Blockade  of  bacterial  folic 
acid  cycle  at  two  sequential  points 
minimizes  resistance 


□ Convenient  b.i.d.  dosage 
encourages  compliance 


□ During  therapy  maintain 
adequate  fluid  intake;  perform 
frequent  CBC’s  and  urinalyses  with 
microscopic  examination.  Contra- 
indicated during  pregnancy  and  the 
nursing  period,  in  patients 
hypersensitive  to  its  components 
and  in  infants  under  2 months  of  age. 
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do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but  occasional  interference  with 
hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with 
purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s  are 
recommended;  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose-6-phosphate 
dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur.  During  therapy, 
maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal  function. 
Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin;  reassess  coagulation 
time  when  administering  Bactrim  to  these  patients. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis.  Gastrointes- 
tinal reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea 
and  pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental  depression,  convul- 
sions, ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness 
and  nervousness.  Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain  chemical  similarities 
to  some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with  sul- 
fonamides has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily  dosage 
for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  A guide  follows: 
Children  two  months  of  age  or  older:  


Weight 

Dose — every  12  hours 

lbs 

kg§ 

Teasooonfuls 

Tablets 

22 

10 

1 teasp  (5  ml) 

Vz  tablet 

44 

20 

2 teasp.  (10  ml) 

1 tablet 

66 

30 

3 teasp  (15  ml) 

V/z  tablets 

88 

40 

4 teasp.  (20  ml) 

2 tablets  or 
1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine  Recommended 

Clearance  (ml/min) Dosage  Regimen 


Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  20  mg/kg 
trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 
hours  for  14  days.  See  complete  product  information  for  suggested  children's 
dosage  table 

Supplied:  Double  Strength  (DS)  tablets , each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  20.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfa- 
methoxazole —bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10.  Oral  suspension . containing  in  each 
teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole, fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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The  Pennsylvania  Medical  Society  May  24  called  for  stream- 
lining of  the  arbitration  system  established  by  the  Health 
Care  Services  Malpractice  Act  of  1975  at  an  oversight  committee 
hearing  in  Harrisburg.  J.  Joseph  Danyo,  MD,  of  York,  chair- 
man of  the  PMS  Council  on  Medical  Economics,  recommended  the 
following  amendments: 

1.  Reduce  the  size  of  the  arbitration  panels  from  seven 
members  to  three. 

2.  Permit  patients  to  elect  binding  arbitration  if  they 
and  the  providers  agree  to  do  so. 

3.  Provide  a two-year  statute  of  limitations  with  an 
outside  limit  of  three  years. 

4.  In  cases  where  punitive  damages  are  assessed,  direct 
the  money  award  to  the  State  Board  of  Medical  Education 
and  Licensure. 

5.  Define  expert  witness  in  the  Act. 

6.  Amend  the  Insurance  Guaranty  Association  Act  to 
cover  individuals  and  institutions  forced  to  have  mal- 
practice insurance  under  Act  111. 

7.  Provide  for  periodic  payments  of  awards  to  plaintiffs 
to  achieve  a more  reasonable  cash  flow. 

John  B.  Lovette,  MD,  president,  expressed  the  Society's 
support  of  certificate  of  need  (CON)  legislation  at  a Senate 
Public  Health  and  Welfare  Committee  hearing  May  9.  "We 
believe  Pennsylvania's  statute  should  be  designed  to  meet  the 
minimum  federal  requirements,"  he  said.  Dr.  Lovette  recommended 
deletion  of  the  controversial  Health  Care  Policy  Board  because 
it  sets  up  dual  responsibility  and  could  jeopardize  federal 
approval.  On  the  same  day  the  Hospital  Association  of  Penn- 
sylvania withdrew  its  insistance  on  a Health  Care  Policy  Board 
with  rule-making  powers.  Federal  funds,  $66  million  in  fiscal 
1980  alone,  could  be  withheld  unless  the  legislature  passes 
certificate  of  need  legislation. 

The  PMS  Board  on  May  15  unanimously  approved  a plan  to  expand 
the  Society's  headquarters  in  East  Pennsboro  Township.  The 
project  will  double  the  amount  of  office  space  and  include  a 
parking  garage.  Work  on  the  $3  million  addition  will  begin 
this  year,  and  is  expected  to  be  completed  in  July  1981.  It 
is  anticipated  that  the  expansion  will  meet  the  needs  of  both 
PMS  and  the  PMS  Liability  Insurance  Company  for  the  next  15 
to  20  years.  To  offset  some  of  the  cost,  office  space  not 
immediately  needed  by  the  Society  will  be  rented.  No  dues 
increase  will  be  required  to  finance  the  addition. 

The  PMS  Liability  Insurance  Company  has  requested  permission 
from  the  Insurance  Department  to  offer  new  physicians,  only 
those  completing  internships  and  residencies  and  entering 
practice  for  the  first  time,  a first  year  premium  discount 
of  25  percent  of  the  applicable  occurrence  rate.  If  approved 
the  PMSLIC  discount  would  save  those  eligible  the  same  amount 
on  either  the  occurrence  or  the  claims  made  policy. 
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PMSLIC  ELECTS  OFFICERS; 
DR.  MAS LAND  HEADS  BOARD 

The  Board  of  Directors  of  the  Pennsylvania  Medical  Society 
Liability  Insurance  Company  (PMSLIC)  elected  officers  May  2. 
David  S.  Masland,  MD,  of  Carlisle,  remains  chairman  of  the 
Board  and  chief  executive  officer.  Others  elected  are  J. 
Joseph  Danyo,  MD,  of  York,  vice  chairman  of  the  board;  John 
F.  Rineman  (PMS  executive  vice  president),  treasurer;  Linda 
S.  Lichtman,  Esq.  (PMSLIC  general  counsel),  secretary;  and 
A.  John  Smither,  president  and  chief  operating  officer. 

IMMUNIZATION  A MUST 
FOR  SCHOOL  ENTRANCE 

The  Advisory  Health  Board  ruled  on  May  23  that  children 
entering  school  for  the  first  time  will  be  barred  from  class 
until  they  are  properly  immunized  against  childhood  diseases 
The  board  acted  after  the  state  Justice  Department  said  the 
board  must  either  strictly  enforce  the  five-year-old  law  or 
have  it  changed.  Secretary  of  Health  Gordon  K.  MacLeod,  MD. 
said  he  supports  immunization  but  would  try  to  prevent  havii 
children  kept  out  of  school  by  strict  enforcement  of  the 
Immunization  Act  of  1974. 

PMS  HOUSE  TO  VOTE 
ON  PMSLIC  ASSESSMENTS 

The  PMS  House  of  Delegates  will  vote  in  November  on  a recom- 
mendation from  the  Board  of  Trustees  to  eliminate  the  mandal 
and  selective  assessments  physicians  have  paid  to  be  insure( 
by  the  PMS  Liability  Insurance  Company.  The  Board  suspendec 
both  assessments  May  20  after  a report  from  David  S.  Maslam 
MD,  chairman  of  the  insurance  company  board,  that  PMSLIC 's 
actuaries  say  the  company  is  now  "strongly  capitalized"  and 
that  continuation  of  the  assessments  detracts  from  the 
company's  competitiveness. 

MALPRACTICE  INSURANCE 
COMPETITION  RETURNS 

The  agreement  which  kept  Frank  B.  Hall  & Co.  of  Pennsylvania 
as  agent  for  the  PMS  malpractice  insurance  program  ended 
May  31,  1979.  Even  prior  to  that  date,  PMSLIC  insureds 
received  notes  from  the  Hall  organization  heralding  their 
cheaper  insurance  written  by  the  "largest"  and  "most  succes: 
ful"  malpractice  insurance  company  in  the  state.  David  S. 
Masland,  MD,  PMSLIC  board  chairman,  warned  of  such  sales 
pitches  in  a letter  to  all  PMS  members  May  22.  He  says  thal 
although  the  Pennsylvania  Hospital  Insurance  Company  (PHICO. 
is  the  marketing  medium,  the  coverage  Hall  is  selling  actual 
will  be  written  by  the  Pennsylvania  Casualty  Company,  a 
subsidiary  founded  a year  ago  to  sell  workers'  compensation 
insurance  to  hospitals.  For  a copy  of  the  letter,  contact 
the  PMS  Communications  Division. 

STATE  AMISH  RECEIVE 
POLIO  IMMUNIZATION 

Intense  immunization  to  stop  transmission  of  type  1 polio 
virus  occurred  in  Lancaster  and  Mifflin  Counties  where  five 
cases  of  type  1 polio  were  reported  in  May.  Residents  of 
these  counties  and  all  Amish  people  are  considered  at  risk, 
the  Pennsylvania  Department  of  Health  announced.  Physician: 
in  the  risk  areas  have  been  working  through  their  county 
medical  societies  to  control  polio  transmission.  Health 
department  officials,  anticipating  concern  among  the 
general  population,  have  devised  a vaccine  dose  schedule. 
Physicians  who  are  approached  by  concerned  patients  in 
non-risk  areas  are  advised  to  administer  vaccine  according 
to  health  department  guidelines,  available  from  the  depart- 
ment or  from  PMS. 
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editorials 


Three  Mile  Island:  What  has  it  taught  us? 


It  has  been  the  editorial  policy  of  PENNSYLVANIA  Medi- 
cine to  comment  not  only  on  recent  developments  in  medi- 
cine, but  also  on  the  broader  political,  social,  and  economic 
events  as  they  relate  to  health.  Obviously,  the  Three  Mile 
Island  nuclear  accident  is  within  this  scope.  The  incident 
has  received  international,  national,  state,  and  local  media 
attention  during  the  past  month,  and  has  been  thoroughly 
examined  from  many  aspects.  Questions  relative  to  health 
and  radiation  and  nuclear  power  have  been  explored. 
Technical  questions  about  reactors,  their  safety  and  design, 
have  been  asked.  Civil  defense  activities,  including  evacu- 
ation planning  on  a scale  never  before  attempted,  were 
initiated. 

The  Three  Mile  Island  accident  has  taught  us  this:  we  do 
not  know  the  answers  to  many  of  the  questions  that  were 
asked,  and  we  were  unprepared  for  a disaster  such  as  might 
have  occurred.  It  has  forced  us  to  look  closely  at  our  energy 
sources,  especially  nuclear  power,  and  to  weigh  the  risks 
and  benefits.  It  has  revealed  a need  for  research  on  the 
effects  of  low  dose  radiation.  Currently,  we  know  very  little 
about  the  cancer-causing  potential  of  small  doses  of  radia- 
tion over  a long  period  of  time.  It  has  revealed  a need  for  the 
development  of  rational  evacuation  plans  in  areas  around 
nuclear  reactors.  While  a five-mile  evacuation  plan  did 
exist,  one  million  people  in  six  counties  were  more  than 
authorities  were  prepared  to  manage.  Three  Mile  Island 
has  revealed  a need  for  stringent  safety  standards,  better 
reactor  operation  training,  and  strict  enforcement  of  these 
requirements.  While  no  totally  fail-safe  operation  can  be 
guaranteed,  more  effort  should  be  put  into  refinement  of 
the  safety  standards. 

What  Three  Mile  Island  has  shown  us  is  that  at  least  two 
government  representatives  and  their  agencies  are  to  be 
commended.  Harold  Denton,  director  of  the  Nuclear  Reg- 
ulatory Commission’s  Office  of  Reactor  Regulation,  and  his 
team  supplied  the  expertise  to  bring  Unit  2 under  control. 
Denton’s  cooperation  with  Governor  Dick  Thornburgh  in 
supplying  much  needed  reliable,  factual  information,  ena- 
bled the  governor,  in  consultation  with  Secretary  of  Health 
Gordon  K.  MacLeod,  MD,  to  render  careful  decisions  in  the 
best  interest  of  the  people  in  the  immediate  area.  These 
men,  working  together,  brought  about  the  restoration  of 
confidence  in  a near  panic  situation.  For  that  they  have 
earned  national,  if  not  international,  respect.  They  have 


assuredly  earned  the  "thanks”  of  Central  Pennsylvanians. 
The  bureaucracy  that  so  often  is  criticized  polished  its  repu- 
tation in  the  person  of  Harold  Denton. 

What  Three  Mile  Island  has  drawn  attention  to  is  the 
problem  of  radioactive  waste  product  disposal.  South 
Carolina  refused  to  accept  a shipment  of  waste  from  the 
TM3  reactor.  This  worry  is  the  real  nuclear  nightmare  now 
and  may  be  in  the  future.  Radioactive  byproducts  of  nuclear 
reactors  (also  defense  activities  and  mining)  can  not  be 
thrown  away  like  other  garbage,  because  they  are  ex- 
tremely toxic  and  remain  so  for  hundreds  of  years.  The 
BEIR  Report  of  "The  Effects  on  Populations  of  Exposure  to 
Low  Levels  of  Ionizing  Radiation”  observes: 

In  general  terms,  man’s  welfare  depends  upon  the 
long-range  quality  of  his  total  environment.  Sub- 
stances removed  or  added  in  large  enough  amounts  can 
lead  to  imbalance  or  disorder  of  a life  support  system 
that  is  the  result  of  evolutionary  development  over  the 
ages.  Within  recent  years,  many  thousands  of  waste 
products  from  man’s  agricultural,  industrial  and 
domestic  activities  have  been  poured  into  the  natural 
environment.  There  they  may  be  stored,  moved,  ac- 
cumulated, or  dispersed,  finally  reaching  equilibrium 
positions  with  effects  apparent  either  at  the  time  of 
contamination  or  much  delayed,  depending  on  ecologi- 
cal behavior. 

Radioactive  contaminants  reach  man  by  way  of  the  food 
chain,  thus  the  concern  registered  over  the  appearance  of 
Iodine  131  in  air  samples  and  milk  close  to  the  plant. 

What  Three  Mile  Island  has  generated  is  renewed  at- 
tacks on  the  already  plagued  nuclear  industry.  The 
emotionalism  of  extremists  should  not  be  allowed  to  decide 
the  crucial  energy  issues.  "Nukes  are  lemons”  and  "not  a 
single  death  has  occurred”  are  not  reasonable  arguments. 
The  choice  to  have  or  not  to  have  nuclear  power  must  be 
based  upon  the  desire  to  continue  our  present  lifestyle,  the 
commitment  to  conserve  energy  voluntarily,  and  the  devel- 
opment of  other  energy  sources.  In  this  decision,  the  people 
of  Central  Pennsylvania,  as  well  as  others  who  reside  near 
operating  or  planned  reactor  sites,  are  entitled  to  a little 
healthy  skepticism. 

David  A.  Smith,  MD 
Medical  Editor 
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newsfronts 


300  attend  Officers'  Conference 


Governor  Dick  Thornburgh  set  his 
administration’s  health  policy  in  an 
address  to  more  than  300  county  and 
State  Society  officers  and  committee 
members  who  gathered  for  the  PMS 
1979  Officers’  Conference,  April  25 
and  26  at  the  Penn  Harris  Motor  Inn, 
Camp  Hill.  Stating  the  necessity  of 
making  health  care  available  and  ac- 
cessible, the  governor  stressed  the 
need  to  keep  costs  reasonable.  "The 
voluntary  cost  containment  program 
. . . will,  we  hope,  . . . pre-empt  any 
need  for  a new  federal  and  state  bu- 
reaucracy on  the  health  care  field,”  he 
said.  The  full  text  of  his  remarks  ap- 
pear elsewhere  in  this  issue. 

Education  was  part  of  the  program 
as  experts  discussed  such  topics  as  cost 
containment,  national  health  insur- 
ance, and  risk  management.  Enter- 
tainment also  was  provided  by  dinner 


speaker  Charles  Jarvis,  DDS,  the 
"painless  dentist.” 

Through  audiovisual  presentations, 
physicians  became  acquainted  with 
the  new  state  legislature  and  the 
Pennsylvania  voluntary  cost  con- 
tainment effort  (PAVE).  Cost  con- 
tainment was  the  subject  of  a talk  by 
Walter  McClure,  Ph.D.,  vice  president 
and  director  of  the  health  policy  group 
for  Interstudy,  the  think  tank  in  Ex- 
celsior, Minnesota.  His  speech  is 
presented  in  this  issue. 

Other  discussion  topics  were  risk 
management  and  malpractice  arbitra- 
tion. Eli  P.  Bemzweig,  formerly  of  the 
Brookings  Institute  where  he  studied 
the  injury  reparations  problem  in  this 
country,  spoke  about  "Risk  Manage- 
ment for  the  Individual  Practitioner.” 
Arthur  S.  Frankston,  director  of  the 
Office  of  Medical  Malpractice  Arbitra- 


Arthur  S.  Frankston,  left,  director  of  the  Office  of  Medical  Malpractice  Arbitration,  and 
Philip  E.  Ingaglio,  MD,  chairman  of  the  State  Board  of  Medical  Education  and  Licensure, 
spoke  at  the  PMS  Officers’  Conference. 


Special  booklets  on  cancer  available 


Two  new  public  information  book- 
lets written  especially  for  black  and 
Hispanic  Americans  now  are  avail- 
able from  the  National  Cancer  Insti- 
tute. Copies  of  "What  Black  Ameri- 
cans Should  Know  About  Cancer,”  and 
"What  You  Should  Know  About 
Cancer,”  (in  Spanish  and  English) 
may  be  obtained  by  writing  to  the  Of- 


fice of  Cancer  Communications — 
Publication  order,  National  Cancer 
Institute,  Bethesda,  Maryland,  20014. 

The  National  Medical  Association, 
the  National  Association  of  Commun- 
ity Health  Centers,  and  the  National 
Coalition  of  Hispanic  Mental  Health 
and  Human  Services  sponsored  pro- 
duction of  these  booklets. 


tion,  discussed  accelerating  the  pace  of 
malpractice  arbitration  hearings. 

The  Donaldson  Memorial  Lecture 
was  presented  by  Anne  Somers,  pro- 
fessor in  the  departments  of  commu- 
nity medicine  and  family  medicine  at 
Rutgers  Medical  School.  Highlights 
from  her  lecture,  "Rethinking  Na- 
tional Health  Policy  for  the  Elderly: 
Learning  from  Our  Mistakes,”  appear 
elsewhere  in  this  issue. 

Conference  attendees  had  the  op- 
portunity to  look  behind  the  scenes  of 
the  State  Board  of  Medical  Education 
and  Licensure,  as  they  heard  from 
Philip  E.  Ingaglio,  MD,  board  chair- 
man, and  members  of  his  staff.  Abra- 
ham J.  Twerski,  MD,  a psychiatrist 
from  Pittsburgh,  spoke  during  the 
prayer  breakfast  on  the  topic  "Aura  of 
Omnipotence:  The  Physician’s  Di- 
lemma.” 


Three  state  physicians 

win  graduate  awards 

Three  Pennsylvania  physicians  are 
among  the  18  winners  of  the  1979 
Mead  Johnson  Awards  for  Graduate 
Education  in  Family  Practice. 

Drs.  Harvey  D.  Cassidy,  Geisinger 
Medical  Center;  Richard  W.  Sloan, 
Lancaster  General  Hospital;  and 
Diehl  M.  Snyder,  Hershey,  were  in- 
formed of  their  honors  by  the  Ameri- 
can Academy  of  Family  Physicians’ 
(AAFP)  awards  committee.  Each  of 
the  residents  selected  will  receive  a 
certificate  of  award  and  $1,200  for  his 
third  year  of  residency  training.  In 
addition,  Mead  Johnson  will  finance 
transportation  to  the  AAFP  annual 
scientific  assembly  in  Atlanta  for  all 
1979  award  winners. 

The  winners,  chosen  from  a field  of 
120  candidates,  represent  11  states 
and  16  residency  programs.  Selections 
were  based  on  the  applicant’s  scholas- 
tic achievement,  leadership  abilities 
and  interest  in  family  practice. 
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When  it 

comes  to  professional  lia- 
bility insurance,  doctors  have 
special  needs.  That's  why  there 
is  a special  company  like  us. 

Quite  frankly,  we're  not  in 
business  to  make  money.  We're 
committed  to  zero-profit. 

You  see,  PMSLIC  is  a 
physician-owned  and  oper- 
ated company  that  is  endorsed 
by  the  Pennsylvania  Medical 
Society.  In  fact,  all  but  two  of  our 
sixteen  member  governing 
board  and  all  members  of  our 
Underwriting  and  Claims 
Committees  are  physicians. 

This  means  we  understand 
what  you  want  in  liability  insurance.  It 
means  we  provide  both  claims-made  and 
occurrence  policies,  offer  an  appeal  mechanism  for 
premium  and  settlement  disputes  and  accept  quarterly  premiums 
on  annual  policies. 

Find  out  how  we  can  fill  your  professional  liability  needs.  Send  in 
the  coupon  today  or  call  (717)  774-4370. 


RMSUC 


Pennsylvania  Medical  Society 
Liability  Insurance  Company 

RO.  Box  303  • Lemoyne,  Pa.  17043 
Please  send  me  more  information  on  PMSLIC. 
Name 


Address 
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600  mg,  400  mg,  and  300  mg 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U.S.A. 
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Officers'  Conference 


Health  policy  for  elderly 
must  be  affordable 


Can  the  nation  afford  a sound  health 
policy  for  the  elderly?  According  to 
Anne  Somers,  professor  at  Rutgers 
Medical  School,  the  country  can’t  af- 
ford not  to  try. 

The  Donaldson  Memorial  Lecturer 
for  the  1979  Officers’  Conference,  Mrs. 
Somers  offered  seven  steps  to  improve 
health  care  for  the  elderly. 

"Keep  people  self-sufficient,”  Mrs. 
Somers  urged  in  her  first  point.  "A  vi- 
able health  policy  must  be  affordable.” 
She  also  suggested  that  the  medicare 
system  be  reformed,  including  im- 
provement in  benefits,  long  term  care, 
and  preventive  medicine,  which 
"currently  is  being  discriminated 
against,”  she  said.  In  the  area  of  cost 
containment,  Mrs.  Somers  felt  that 
hospitals  should  establish  prospective 
rates  as  an  alternative  to  retrospective 
caps. 


A third  step  to  improve  health  care 
would  be  the  addition  of  long  term  care 
benefits  to  medicare  for  the  function- 
ally dependent  long  term  care  pa- 
tients. Drug  benefits  must  be  included 
in  this  plan,  she  said,  and  small  cash 
assistance  should  be  given  to  families 
caring  for  long  term  patients  at  home. 

Medicare  must  be  reformed  and  im- 
proved, since  it  will  be  needed  for  a 
long  time,  the  speaker  pointed  out. 
Obvious  errors  in  both  medicare  and 
medicaid  were  not  corrected  because  it 
was  expected  they  would  be  replaced 
by  national  health  insurance,  she  said. 

Eventually,  medicare,  medicaid, 
and  long  term  health  programs  should 
be  incorporated  into  a national  health 
insurance  plan.  "A  sound  health  policy 
for  the  elderly  is  a sound  health  policy 
for  the  nation,”  she  said.  "The  health 
of  the  elderly  depends  on  what  they  do 


ANNE  SOMERS 

when  younger.” 

An  "indispensable  part  of  the  health 
care  team”  is  the  volunteer  health  care 
personnel.  Mrs.  Somers  called  for  the 
development  of  volunteer  programs. 

And,  to  prepare  medical  students  to 
care  for  the  elderly,  she  urged  that 
geriatrics  be  taught  in  medical 
schools. 

"Either  we  move,  or  acute  care  ser- 
vices will  be  cut  back,”  she  concluded. 


Family  practice  specialty  celebrates  10th  anniversary 


The  medical  specialty  of  family 
practice,  which  evolved  from  general 
practice  and  whose  professional  ances- 
tor is  the  time-honored  family  doctor, 
was  10  years  old  on  February  8,  1979. 

During  that  decade,  more  than 
19,000  family  doctors  have  been  cer- 


tified in  this  specialty.  More  than 
6,000  doctors  are  undergoing  family 
practice  training  in  three-year  resi- 
dency programs;  1,800  graduates  of 
these  approved  training  programs 
now  are  in  practice  throughout  the 
United  States. 


The  family  practice  specialty 
started  with  the  creation  of  the  Ameri- 
can Board  of  Family  Practice  (ABFP) 
F ebruary  8, 1969,  at  the  Conference  on 
Medical  Education  in  Chicago.  There 
now  are  19,144  diplomates. 

Four  organizations  now  support  and 
promote  family  practice  in  the  United 
States:  the  American  Academy  of 
Family  Physicians  (AAFP),  the  Soci- 
ety of  Teachers  of  Family  Medicine, 
the  Family  Health  Foundation  of 
America,  and  the  ABFP.  The  Febru- 
ary issue  of  the  AAFP  Reporter  com- 
memmorated  the  10th  anniversary. 

Insurance  dividend  made 

A 20  percent  dividend  was  returned 
on  the  Pennsylvania  Medical  Trust 
Group  Life  Insurance  Program  for  the 
policy  years  ending  in  1977  and  1978, 
according  to  Malachy  Whalen  & Co., 
Pittsburgh  insurance  brokers.  Total 
value  of  dividend  payments  for  1978  is 
$23,950.60. 

Currently,  172  corporations  are  en- 
rolled in  the  group,  with  997  lives 
being  covered.  Volume  in  force  is 
$26,400,000. 


Representatives  of  the  PMS  Fifth  Councilor  District  met  May  6 at  the  Penn  Harris  Motor 
Inn,  Camp  Hill.  From  left  are  Raymond  C.  Grandon,  MD,  PMS  trustee  from  the  fifth 
district  and  vice  chairman  of  the  PMS  Board;  Joseph  A.  Knepper,  MD,  president  of 
Lancaster  County  Medical  Society;  Rep.  Harold  F.  Mowery,  Jr.,  (R-87th);  and  Rep.  Noah 
W.  Wenger,  (R-99th). 
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It  makes  $en$e  to  use 
the  PMS  Credit  Union. 

Start  saving  today  at  your  PMS  Credit  Union  with  easy  payroll 
deductions. 


Plan  now  for  summer  travel 
and  winter  retreats. 


Your  savings  are  protected  at 
the  PMS  Credit  Union. 
Deposits  are  insured  up  to 
$40,000  per  account  by  the 
National  Credit  Union  Adminis- 
tration. 


PMS  Credit  Union  membership 
is  open  to  all  PMS  members, 
their  families,  employes,  and 
employes’  families. 


BUILD  A NEST  EGG 
WITH  PMSCU  SAVINGS. 


Fill  out  coupon  and  mail  today! 


PENNSYLVANIA  MEDICAL  SOCIETY  CREDIT  UNION 

20  Erford  Rd.,  Lemoyne,  PA  17043  Phone  (7 17)  763-7151 


Yes,  I am  interested  in  PMS  Credit  Union  membership.  Send  me  more  information  today. 

I am  interested  in  saving  with  easy  payroll  deductions. 

(check)  I also  want  more  information  on  unsecured  loans  up  to  $2,500  and  secured  loans 

for  larger  amounts. 

I know other  person(s)  who  also  want  information  about  the  PMS  Credit  Union. 


NAME:  PHONE:  ( ) 

ADDRESS:  areacQde 

CITY:  STATE:  ZIP: 


Physician,  not  hospital,  must  obtain  informed  consent 

Fred  Speaker,  Esq. 


It  is  the  responsibility  of  the  physi- 
cian, not  the  hospital,  to  obtain  in- 
formed consent  before  an  operation, 
according  to  a recent  county  court  rul- 
ing. In  the  case  of  Hurley  et  ux.  v.  Won, 
et  al.,1  the  Court  of  Common  Pleas  of 
Cumberland  County  dismissed  the 
case  against  the  hospital  where  the 
operation  was  performed. 

The  patient  sought  surgery  on  her 
nose  to  correct  headaches,  pain,  and 
difficulty  in  breathing.  She  alleges 
that  there  was  no  indication  that  the 
surgery  would  result  in  a change  of  the 
shape  of  her  nose,  and  that  she  would 
not  have  consented  to  the  operation  if 
there  was  any  such  indication.  She 
complained  that  the  hospital  was  neg- 
ligent in  failing  to  obtain  her  informed 

Mr.  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society's  legal 
counsel. 


consent,  and  permitting  its  facilities 
and  employees  to  be  used  in  the  opera- 
tion without  informing  her  of  the 
likelihood  that  her  nose  shape  would 
be  changed. 

The  Court  stated: 

Contrary  to  the  contention  of 
the  plaintiffs,  it  is  the  duty  of  the 
physician  or  surgeon  to  obtain  an 
informed  consent  to  an  operation 
after  informing  the  patient  of  the 
possible  results  of  the  surgical 
procedures.  Gray  v.  Grunnagle, 
423  Pa.  144,  223  A.2d  663  (1966); 
Sauro  v.  Shea,  Pa.  Superior  Ct., 
390  A. 2d  259  (1978).  In  Pennsyl- 
vania, the  law  imposes  no  duty  on 
a hospital  to  obtain  consent  from  a 
patient  prior  to  an  operation.  It 
was  Dr.  Won  and  not  the  hospital 
who  had  the  responsibility  to  dis- 
cuss the  procedures  with  Mrs. 
Hurley  and  gain  her  informed 
consent.  Cooper  v.  Roberts,  220 


Pa.  Superior  Ct.  260,  268  A. 2d 
647  (1971). 

The  plaintiffs  argue  that  the 
hospital  at  least  had  a duty  to  ex- 
plain the  procedures  and  the  na- 
ture of  the  operation  to  the  patient 
before  the  operation.  A thorough 
search  of  Pennsylvania  law  dis- 
closes no  such  duty.  Since  the  sur- 
geon has  the  responsibility  to  dis- 
cuss the  procedures  and  gain  the 
informed  consent,  no  purpose 
would  be  served  by  an  additional 
explanation  which  at  best  would 
be  redundant  and  at  worst  confus- 
ing to  the  patient.2 
Thus  the  ruling  of  the  Court  gives 
additional  impetus  to  the  need  for 
physicians  to  obtain  informed  consent; 
it  takes  away  any  reliance  on  hospitals 
to  share  responsibility  for  failure. 


1. /  29  Cumberland  L.  J.  47  (1979). 

2. /  Id.  at  49. 


Dr.  Collins  heads  Society  of  Internal  Medicine 


James  A.  Collins,  Jr.,  MD,  Danville, 
was  installed  as  president  of  the 
American  Society  of  Internal  Medi- 
cine (ASIM)  during  its  recent  annual 
meeting  in  New  Orleans.  An  ASIM 
trustee  since  1972,  Dr.  Collins  is  pres- 
ident of  the  Institute  for  Medical  Edu- 
cation and  Research  at  Geisinger  Med- 
ical Center,  where  he  also  serves  as 
senior  consultant  in  medicine  and  gas- 
troenterology. He  is  a former  presi- 
dent of  the  Pennsylvania  Society  of 
Internal  Medicine. 

A biennial  lecture  in  honor  of  Dr. 
Collins  has  been  established  by  staff 


physicians  at  Geisinger.  The  first  lec- 
ture in  the  series  was  given  May  18. 

At  the  annual  meeting,  the  ASIM’s 
House  of  Delegates  took  the  following 
action: 

• Encouraged  physicians  to  pre- 
scribe generic  drugs  as  long  as  their 
therapeutic  equivalency  and  safety 
have  been  established. 


A three  year,  $750,000  federal  grant 
has  been  awarded  to  Thomas  Jefferson 
University,  Philadelphia,  to  fund  the 
Jefferson  Spinal  Cord  Injury  Center 
for  the  Delaware  Valley. 

The  spinal  cord  center  provides  a 
complete  program  to  improve  the  care 


About  650  people  representing  a 
variety  of  medical  and  allied  disci- 
plines recently  formed  the  Society  of 
Behaviorial  Medicine,  to  promote  the 
integration  of  the  biological  and  be- 
haviorial sciences. 

The  society  is  open  to  professionals 
with  an  interest  in  the  field,  and 
should  provide  a forum  of  exchange  be- 
tween research  worker  and  clinician, 


• Expressed  concern  for  the  effects 
of  regulatory  activity  on  hospital 
costs. 

• Endorsed  continued  required  di- 
rect physician  supervision  of  all  types 
of  physician  extenders,  including 
nurse  practitioners. 

• Opposed  medical  screening  pro- 
grams that  are  not  cost  effective. 


of  spinal  cord  patients  (200  in  the 
Philadelphia  area)  and  reduce  the  oc- 
currence of  complications. 

The  first  comprehensive  plan  detail- 
ing spinal  cord  injury  services  in  the 
state  was  published  in  the  May  1978 
issue  of  Pennsylvania  Medicine. 


according  to  Stewart  Agras,  MD,  Stan- 
ford, California,  president. 

For  further  information,  contact 
Michael  J.  Asken,  PhD,  Kline  Family 
Practice  Center,  Polyclinic  Medical 
Center,  Third  Street  and  Polyclinic 
Avenue,  Harrisburg,  PA  17105;  or  Dr. 
Agras,  Department  of  Psychiatry, 
Stanford  Medical  School,  Stanford,  CA 
94305. 


Spinal  cord  center  gets  federal  grant 


Behaviorial  medicine  group  forms 
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If  you  don't  do  it,  government  will! 


Cost  containment: 
choices  for  medical  care 


Walter  McClure,  PhD 


The  following  is  the  speech  presented 
April  25  at  the  PMS  1979  Officers' 
Conference,  Penn  Harris  Motor  Inn, 
Camp  Hill  by  Dr.  McClure,  vice  presi- 
dent and  director  of  the  health  policy 
group  for  Interstudy.  From  1977  to 
1978  he  was  a member  of  the  Min- 
nesota State  Medical  Association 
Health  Care  Cost  Commission. 


Many  problems  face  the  medical 
care  system  today,  and  most  ex- 
perts in  the  field  feel  they  are  serious 
ones.  I’d  like  to  talk  about  the  range  of 
solutions  that  we  have  available  to  us, 
at  least  as  I see  it.  Let  me  start  with  a 
few  initial  points. 

The  first  point  is  that  physicians  did 
not  create  these  problems,  but  they  are 
going  to  have  to  live  with  the  solutions 
no  matter  who  makes  up  the  solutions. 
In  fact,  nobody  created  this  problem. 
We  have  a structural  problem,  not  a 
problem  of  people  who  are  trying  to  do 
the  nation  ill. 

Second,  the  critical  problem  is  cost. 
All  the  good  things  we  want  to  do — 
give  everybody  adequate  health  care 
and  health  insurance — increasingly 
have  been  pushed  to  the  back  burner 
because  of  cost.  So,  cost  is  the  number 
one  problem.  And  if  we  can’t  solve 
that,  we  can’t  solve  the  rest  of  the 
problems.  Now,  everything  that  we 


know  from  research  and  experience 
suggests  that  spending  more  will  not 
make  the  nation  healthier.  In  fact,  the 
evidence  is  that  we  could  reduce 
present  expenditures  substantially 
without  threatening  the  health  of  the 
American  people;  indeed,  appropriate 
cutting  back  could  probably  improve 
the  quality  of  care. 

And  so  there  is  no  doubt,  due  to  the 
escalating  costs,  that  the  country  is 
going  to  make  a substantial  effort  to 
contain  costs  with  or  without  physi- 
cian involvement.  Government  will 
eventually  do  anything  and  every- 
thing it  has  to  to  contain  costs.  And 
if  physicians  do  not  come  forth  with 
credible  proposals — and  I mean  credi- 
ble to  a very  tough-minded  Congress, 
not  pious  rhetoric  or  well-intentioned 
voluntary  calls  for  action — if  physi- 
cians do  not  come  forward  with  credi- 
ble proposals,  then  Congress  is  going 
to  go  forward  without  physicians.  And 
I think  this  will  be  bad,  not  only  for 
American  medicine  but  for  the  Ameri- 
can people  and  their  medical  care. 

So  the  battle  is  no  longer  between 
change  and  no  change.  That  battle  has 
been  lost — there  is  going  to  be  change. 
In  fact,  serious  change  is  underway 
right  now.  The  question  now  is  which 
change,  and  who  will  lead  it;  and  is  it 
really  going  to  be  any  good? 

Now,  it  seems  to  me  that  we  can 
understand  all  the  problems  of  the 


system — runaway  cost,  maldistribu- 
tion of  services  and  of  manpower  and 
facilities,  uneven  quality — as  stem- 
ming from  an  underlying  cause.  The 
root  of  these  problems  stems  from  an 
absence  of  effective  market  forces  in 
the  present  medical  care  system.  Ef- 
fective working  forces  of  consumer 
choice  and  economic  competition  do 
not  exist  in  this  system,  and  that  is 
why  we  have  the  problems  that  we 
have. 

Therefore  there  really  are  two  big 
choices  available  to  us.  Either  we  will 
restructure  the  private  system  to  es- 
tablish effective  market  forces,  or  we 
will  give  up  on  the  market  and  turn 
the  whole  thing  over  to  government, 
who  will  use  regulatory  forces  as  a 
substitute  for  market  forces.  Or  we’ll 
do  some  consistent  combination  of 
both.  There  are  no  other  choices.  We 
will  do  one  or  the  other  or  some  combi- 
nation. 

Now,  the  less  the  market  forces  that 
we  create,  the  stronger  the  regulatory 
forces  will  have  to  be.  If  there  are  no 
market  forces,  then  we  will  have  to 
convert  the  medical  care  system  into  a 
public  utility,  with  government  con- 
trolling entry  into  the  field,  prices,  and 
performance.  The  stronger  the  market 
forces  the  less  likely  we  will  need 
strong  regulatory  forces  and  the  more 
likely  the  regulation  will  work.  The 
present  incentives  of  our  system  are 
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largely  anti-aligned  to  the  objectives 
of  regulation.  Unless  these  powerful 
incentives  are  altered,  we  will  need 
extremely  powerful  regulation  to 
counter  them,  and  the  experience  and 
research  on  regulation  suggests  it 
won’t  work  well.  We’ll  have  maximal 
regulation,  stifling  flexibility  and  in- 
novation, and  the  regulation  will  not 
control  cost  nor  redistribute  resources 
appropriately.  On  the  other  hand,  if 
we  can  have  effective  market  forces  in 
our  private  system  aligned  with  the 
objectives  of  public  policy,  then  the 
regulation  needed  to  contain  cost  and 
to  redistribute  resources  appropri- 
ately will  be  minimal  and  more  likely 
to  work. 

It  may  well  be  that  no  purely  pri- 
vate, market-oriented  approach  to  the 
future  medical  care  system  can  do  the 
whole  job  without  some  supplemental 
regulation.  But  I am  even  more  skep- 
tical that  there  is  any  public  utility 
model  that  can  do  the  whole  job  alone 
without  complimentary  market 
forces.  And  so  we  have  got  to  do  our 
best  to  get  the  market  forces  going,  no 
matter  what  the  role  of  regulation. 
Market  forces  will  be  needed  even  in 
any  regulatory  model.  And  if  the  mar- 
ket forces  are  effective  enough,  not 
much  regulation  will  be  needed  at  all. 

I think  that  physicians  have  to  face 
the  following  kind  of  decision.  In  a 
cost-contained  world,  the  individual 


professional  is  not  going  to  have  the 
same  degree  of  freedom  that  he  has 
today.  He  can  not  do  everything  that 
he  knows  how  to  do.  But,  there  is  a 
great  deal  of  difference  between  a pri- 
vate system  where  the  constraint  is 
applied  by  peers  operating  to  meet  the 
demands  of  effective  market  forces, 
and  restraint  applied  by  an  army  of 
government  bureaucrats,  rules,  regu- 
lations and  requirements.  The  new 
national  guidelines  on  health  plan- 
ning begin  to  give  you  a fairly  real 
world  taste  of  what  that  is  going  to 
look  like.  It’s  being  applied  to  hospi- 
tals right  now.  But  let’s  not  kid  our- 
selves that  that’s  where  it’s  going  to 
stop.  Eventually  it  will  be  extended  to 
physicians,  also.  Already  there  are 
proposals  in  the  Minnesota  legislature 
to  extend  Certificate  of  Need  to  physi- 
cians’ offices.  In  the  absence  of  credible 
market  forces,  such  action  is  inevita- 
ble. 

What  I would  like  to  do  is  suggest 
market  strategies  and  regulatory 
strategies  that  might  work.  And  I’d 
also  like  to  suggest  where  I think  we 
will  drift  if  we  do  nothing.  I will  do  that 
in  three  steps.  First,  I’ll  present  the 
problems  or  goals  that  we  are  trying  to 
achieve  (the  problems  being  simply 
that  we  are  not  achieving  the  goals 
that  we  want  to  achieve).  You  can 
think  of  these  as  symptoms.  Second, 
I’ll  discuss  what  I believe  is  the  under- 


lying cause  of  these  symptoms.  You 
can  think  of  this  as  a diagnosis.  Too 
much  of  public  policy  has  been 
symptom  curing,  and  does  not  get  to 
the  underlying  disease  if  you  will.  And 
that  disease  is  the  absence  of  market 
forces.  Third,  I’ll  discuss  what  I be- 
lieve are  the  alternative  options,  or 
therapies  so  to  speak — which  market 
strategies  might  work  and  which  reg- 
ulatory strategies.  I’ll  also  discuss  how 
market  and  regulatory  approaches 
might  be  made  complimentary.  Fi- 
nally, I’ll  conclude  with  some  sugges- 
tions about  what  physicians  might  do 
to  help  constructive  solutions  along. 

The  problems  (symptoms) 

I think  we  can  set  out  the  problems 
and  objectives  in  terms  of  four  goals. 
Any  credible  solution  must  meet  these 
objectives.  If  it  does  not,  it  will  not 
prove  acceptable.  First,  it  must  allow 
us  to  provide  adequate  financial  pro- 
tection and  financial  access  to  all 
Americans.  We  don’t  want  anyone 
bankrupted  for  receiving  necessary 
care  and  we  don’t  want  anyone  denied 
necessary  care  because  of  inability  to 
pay.  In  fact,  it  is  the  social  and  political 
actions  taken  over  the  last  30  years  to 
achieve  that  objective  which  have  de- 
stroyed the  market  forces  in  the  sys- 
tem. Second,  we  want  medical  care 
distributed  equitably.  We  don’t  want 
any  group  in  our  society  receiving  sub- 
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stantially  less  levels  of  service  than 
the  average.  Third,  we  want  medical 
care  to  be  effective.  We  want  value  for 
our  money,  and  I will  state  that  as 
follows:  we  want  to  get  the  maximum 
health  possible  from  the  dollars  we  are 
willing  to  invest  in  medical  care. 
Lastly,  we  want  to  do  all  these  good 
things  at  a cost  the  nation  can  afford. 
We  can  no  longer  afford  a medical  care 
system  that  eats  the  nation  out  of 
house  and  home  if  we  try  to  buy  in  for 
the  poor,  the  old,  and  the  sick. 

Now  how  do  we  stand  on  each  of 
these  objectives?  You  probably  are 
aware  that  five  to  10  percent  of  the 
poulation  have  no  coverage,  and  an- 
other 10  to  15  percent  have  coverage 
that  all  of  us  would  agree  is  inade- 
quate. An  average  hospital  episode 
would  exhaust  the  benefits  and  would 
severely  hurt  the  family  financially. 
The  impact  is  that  10  percent  of  the 
households  in  this  country  pay  di- 
rectly out  of  their  own  pockets  (e.g., 
excluding  government  and  employer 
contributions)  in  excess  of  15  percent 
of  their  annual  income  for  health  care 
and  health  insurance.  And  four  per- 
cent of  households  in  this  country  pay 
in  excess  of  25  percent  of  their  annual 
income  for  health  care  and  health  in- 
surance. And  most  of  them  are  old  or 
poor  or  both.  I question  whether  a soci- 
ety as  rich  as  the  United  States  can 
look  with  much  pride  on  that  fact. 

Regarding  distribution  we  have 
made  great  strides.  The  receipt  of  ser- 
vices used  to  be  directly  proportional 
to  income.  The  more  one  earned  the 
more  services  one  got.  Since  medicare 
and  medicaid  that  has  substantially 
changed.  Today  the  poor  are  receiving 
on  average  the  same  level  of  services 
as  the  middle  class.  Nevertheless, 
these  averages  still  hide  substantial 
pockets  of  inequity.  For  example,  if 
you  are  ineligible  for  medicaid  you  re- 
ceive 30  percent  less  services  than  if 
you  are  eligible  for  medicaid.  Also, 
service  levels  should  probably  be 
somewhat  higher  for  the  poor  than  for 
the  middle  class.  The  poor  are  a sicker 
group  overall. 

Regarding  quality,  perhaps  the 
most  scandalous  thing  is  that  we  don’t 
have  any  reliable  nationwide  studies. 
We  do  not  know  what  quality  is  across 
the  nation  because  we  don’t  measure 
it.  The  studies  that  have  been  done 
show,  for  example,  among  leading 


hospitals  that  after  you  have  controls 
for  everything  you  can  think  of — age, 
sex,  diagnosis,  severity,  etc.,  case  fa- 
tality rates  vary  more  than  threefold. 
Let  us  acknowledge  that  the  evidence 
suggests  that  at  its  best  American 
medicine  is  the  best  in  the  world.  But 
let  us  also  acknowledge  that  such  evi- 
dence as  we  have  also  suggests  that 
there  are  many  places  where  we  are 
not  achieving  the  results  we  know  how 
to  achieve  with  established  clinical 
knowledge.  These  failings  apparently 
have  less  to  do  with  individual  clinical 
competence  than  with  failures  in  sys- 
tem linkages  to  bring  the  patient  and 
all  the  necessary  services  together  to 
get  optimal  results. 

Finally,  regarding  cost,  you  have  all 
heard  that  medical  expenditures  are 
escalating  at  one  and  a half  to  two 


I encourage  you  to  whole- 
heartedly support  and  par- 
ticipate in  the  voluntary  ef- 
fort. 

y 

— John  B.  Lovette,  MD,  Johnstown 
Taken  from  PMS  audiovisual  presentation, 
" The  Cost  Containment  Challenge” 


times  faster  than  the  rest  of  the 
economy.  We  shall  simply  have  to 
bring  the  rate  of  increase  down  much 
closer  to  the  rest  of  the  economy.  By 
cost  containment  we  don’t  mean  cut- 
ting expenditures  below  present 
levels;  we  mean  bringing  the  rate  of 
increase  in  expenditures  in  line  with 
growth  rates  in  the  rest  of  the  economy 
(or  maybe  slightly  above,  because  we 
find  that  as  incomes  increase,  people 
want  to  buy  somewhat  more  health 
services).  But  we  cannot  have  an  in- 
dustry that  represents  8.5  percent  of 
our  gross  national  product  inflating 
at  twice  the  rate  of  the  rest  of  the 
economy.  That  is  unacceptable.  That 
is  an  expenditure  so  large  that  it  is  no 
longer  an  issue  of  health  care,  it  is  an 
issue  of  national  priorities.  We  seem  to 
have  turned  our  medical  care  system 


into  a giant  vacuum  cleaner  that  sucks 
up  uncontrollable  amounts  of  scarce 
tax  dollars  and  GNP  and  puts  it  in- 
eluctably to  medical  care.  And  so  you 
can  believe  that  Congress  is  even- 
tually going  to  have  to  get  on  top  of 
this  problem,  and  it  will  keep  trying 
until  it  does  so. 

Underlying  causes  (a  diagnosis) 

Those,  I think,  are  the  objectives 
that  we  have  and  the  problems  that  we 
are  having.  But  why  are  we  having 
them?  I think  that  we  can  put  the 
cause  in  terms  of  a dilemma.  Then  I 
will  come  back  and  be  a little  more 
systematic  about  it. 

To  see  our  dilemma,  on  the  one  hand 
we  are  saying  our  objective  is  that 
health  care  should  be  distributed 
based  on  some  standard  of  need  rather 
than  on  personal  income  or  cir- 
cumstance. We  have  begun  to  imple- 
ment that  objective  with  medicare  and 
medicaid,  and  we  will  not  retreat  on 
that.  There  is  no  history  of  any  nation 
relinquishing  benefits,  once  granted. 
So  we  are  irreversibly  into  it. 
On  the  other  hand — and  this  is  the 
dilemma — we  already  know  how  to 
practice  a style  of  medicine  right  now 
(without  inventing  one  new  piece  of 
technology  and  of  course  we’re  doing 
that  all  the  time)  which  if  extended 
equally  to  everyone  in  this  country 
would  bankrupt  us.  We  know  how  to 
practice  a style  of  medicine  which,  if 
given  equally  to  all,  would  cost  far 
more  than  this  nation  would  or  should 
pay  for  medical  care.  So  the  issue  is:  in 
a cost-contained  world  we  shall  not  do 
everything  we  know  how  to  do.  We 
shall  have  to  assign  priorities  to  medi- 
cal care.  But  there  is  no  way  that  the 
present  system  can  cope  with  pri- 
orities. There  is  no  way  now  that  one 
physician  can  withhold  resources  from 
his  patient  just  because  the  patient  of 
some  physician  down  the  street  would 
benefit  more  from  those  resources. 
There  is  neither  mechanism  nor  in- 
centive in  the  present  system  to  pri- 
oritize medical  care,  yet  that  is  what 
we  have  to  do  if  we  are  going  to  contain 
costs. 

We  can  no  longer  provide  every- 
thing for  everybody  everywhere  at  any 
time — at  the  lowest  sound  cost,  of 
course.  Because  the  lowest  sound  cost 
of  such  a policy  exceeds  the  national 
treasury.  Consider  for  example  the 
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recent  case  of  a prominent  wealthy 
family  whose  elder  member  had  a 
stroke,  and  the  family  spent  upwards 
of  a million  dollars  on  his  rehabilita- 
tion. Is  that  to  be  the  standard  of 
stroke  care  for  everyone  in  this  coun- 
try? Obviously  not. 

Consider  coronary  by-pass  surgery. 
There  is  a hot  argument  between  sur- 
geons and  medical  people  as  to  the 
value  of  this  procedure.  We  still  do  not 
know  how  effective  it  is,  and  who  it 
should  be  done  on,  to  get  the  maximum 
effect.  There  has  been  no  random  clin- 
ical trial,  and  yet  this  new  procedure 
costs  $10,000  and  more  a throw.  And, 
according  to  some  of  my  more  en- 
thusiastic surgical  friends,  there  are 
potentially  four  million  people  out 
there  who  are  candidates  for  this 
surgery.  That’s  40  billion  dollars  on 
one  procedure  which  has  never  been 
rigorously  evaluated  clinically.  We 
know  that  for  some  people  it  saves  life 
and  can  relieve  serious  angina,  and 
that  is  a major  accomplishment.  But 
we  know  for  a lot  of  people  it  does 
nothing,  and  some  people  it  kills.  Now 
if  you  had  40  billion  dollars  to  spend 
on  the  health  and  well-being  of  the 
United  States,  would  you  put  it  to  one 
medical  procedure  that  had  not  yet 
been  rigorously  evaluated?  Would  you 
even  put  it  solely  to  medical  care, 
knowing  that  things  like  keeping 
drunk  drivers  off  the  road  and  feeding 
poor  children  would  do  a lot  more  for 
health  in  this  county  than  more  medi- 
cal care.  The  problem  is  that  it  makes 
no  difference  what  we  would  decide.  In 
the  present  system  we  have  no  control. 
Whatever  the  present  system  does  we 
are  committed  to  pay  for  it.  And  that 
can’t  continue. 

By  this  of  course  I do  not  mean  that 
medical  care  is  unimportant  to 
health — it’s  very  important.  It’s  just 
not  important  at  the  levels  that  we 
provide  it.  There  is  a curve  of  di- 
minishing marginal  returns — health 
versus  the  dollars  that  we  spend  on 
health.  That  curve  rises  sharply  at 
first  but  then  flattens  out.  For  the  first 
few  dollars  that  we  spend  (to  im- 
munize people,  set  broken  bones,  and 
so  on)  we  receive  a lot  of  health  for  our 
buck.  But  as  we  go  on  making 
additional  investments,  we  find  even- 
tually that  we  are  spending  huge 
amounts  of  money  in  return  for  more 
and  more  marginal  health  benefits  to 


fewer  and  fewer  people.  And  when  we 
are  now  putting  a coronary  care  unit, 
and  a CAT  scanner,  and  a DOG  scan- 
ner, and  whatnot  in  every  hospital,  we 
may  in  effect  not  only  be  spending 
enormous  amounts  of  money  to 
achieve  very  little  helpful  results,  we 
may  in  fact  be  worsening  the  situa- 
tion. Ten  over-equipped,  under- 
utilized hospitals  are  not  only  a 
danger  to  your  pocketbook,  they  are  a 
danger  to  your  health.  We’d  be  much 
better  off,  economically  and  clinically, 
with  eight  well-equipped,  well- 
utilized  hospitals.  The  patient  load 
has  to  be  sufficient  to  maintain  the 
clinical  skills  of  the  team. 

Because  of  the  law  of  diminishing 
marginal  returns,  the  best  conceivable 
medical  care  is  a monster.  It  is  no  more 
desirable  nor  affordable  than  the  best 


If  governmental  cost  controls 
are  legislated,  hospitals 
might  find  themselves  in  a 
. . . difficult  situation.  ^ 

— Paul  F.  Kase,  MD,  Harrisburg 
Taken  from  PMS  audiovisual  presentation, 
" The  Cost  Containment  Challenge” 


conceivable  defense  system  or  the  best 
conceivable  educational  system.  If  I 
gave  10  billion  more  dollars  to  the 
generals,  they  could  immediately  find 
legitimate  ways  to  spend  it  improving 
our  national  defense.  Ten  years  ago 
we  couldn’t  fall  over  ourselves  fast 
enough  to  hand  money  to  our  generals. 
We  used  to  fall  over  ourselves  to  give 
money  to  our  educators — remember 
the  post-sputnik  era?  We’ve  become 
more  cautious  about  education  and  de- 
fense. And  we  shall  have  to  adopt  the 
same  kind  of  constructive  skepticism 
in  health  care  as  we  have  in  defense 
and  education.  In  practice,  the  best 
conceivable  of  any  one  thing  is  seldom 
worth  the  money.  There  are  many 
competing  social  needs.  What  we  want 
is  the  best  balance  among  them  giving 
us  the  greatest  human  well-being  for 


our  limited  resources.  Trade-offs  are 
necessary.  If  we  overspend  for  medical 
care,  the  health  and  well-being  of  the 
United  States  will  be  reduced. 

We  cannot  afford  to  do  everything 
we  know  how  to  do.  We  shall  have  to 
set  priorities.  We  shall  have  to  shift 
from  the  "everything  for  everybody” 
philosophy  which  we  can’t  afford,  to  a 
philosophy  of  "that  which  will  do  the 
most  good,  to  those  whom  it  will  bene- 
fit most,  within  the  means  society 
is  willing  and  able  to  put  to  medical 
care.”  This  will  require  a profound 
change  . . . not  only  in  the  organiza- 
tion and  attitudes  of  providers  but  in 
the  attitudes  and  expectation  of  pa- 
tients. 

Let  us  turn  to  diagnosis.  Earlier  I 
suggested  that  the  diagnosis  for  our 
problems  is  an  absence  of  market 
forces.  I would  like  to  explain  what  I 
mean  by  that,  so  that  I can  motivate 
the  possible  solutions. 

By  effective  market  forces  I mean 
strong  private  sector  incentives  that 
reward  not  only  the  provider  but  the 
consumer — both  consumer  and 
provider — for  making  wise  choices 
among  costly  resources.  Presently 
such  incentive  forces  do  not  exist  in 
our  system,  and  I want  to  back  that  up. 
We  can  say  that  systems  of  people — 
including  the  medical  care  system, 
or  government  bureaucracy,  or 
corporations — behave  the  way  that 
they  are  structured  and  rewarded  to 
behave.  And  the  medical  care  system 
is  misbehaving,  if  you  will,  exactly  the 
way  that  society  has  structured  and 
rewards  it  to  misbehave.  It  is  not  a 
problem  of  doctors  or  hospitals  out  to 
do  the  public  ill;  in  fact  they  are  trying 
to  do  us  too  much  of  their  kind  of  good. 
Even  if  we  had  a group  of  saints  and 
put  them  in  our  medical  care  system, 
we  would  produce  exactly  the  same 
performance  that  we  are  observing. 
The  problem  is  not  conspiratorial,  it  is 
structural.  And  so  we  need  to  under- 
stand the  structure  and  incentive  fac- 
tors that  are  producing  the  present 
behavior  of  the  system. 

Now  the  first  point  is  about  medical 
care  itself.  Medical  care  is  indefinitely 
expandable.  We  can  always  legiti- 
mately do  more.  Why  do  $50  worth  of 
tests  to  be  90%  sure  of  your  diagnosis  if 
you  can  do  $250  worth  of  tests  and  be 
93%  sure  of  your  diagnosis?  That’s  not 
bad  care,  that’s  good  care.  If  you’ve  got 
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more  and  more  hopeless  patients,  and 
someone  will  pay,  why  not  do  all  the 
expensive  things  that  we  can  figure 
out  to  do  in  the  hope  that  we  might 
save  the  one  in  a thousand.  That’s  not 
bad  care,  that’s  good  care.  We  can  al- 
ways screen  for  rarer  and  rarer  dis- 
eases. If  an  annual  physical  is  good, 
why  not  a semi-annual  physical?  We 
can  carry  these  things  as  far  as  we 
want;  they  are  not  bad  medical  care, 
they  are  good  medical  care.  The  objec- 
tion is  simply  that  they  are  cost- 
ineffective  medical  care.  If  you  took 
the  same  money  and  put  it  to  improv- 
ing lifestyle,  cleaning  up  the  environ- 
ment, better  nutrition,  etc.,  you  would 
get  a lot  more  health  for  your  money. 
So  we  can  pose  a medical  Parkinson’s 
law:  standards  and  styles  of  practice 
will  escalate  to  absorb  the  dollars 
available. 

Now,  secondly,  the  incentives  in  the 
present  system  are  powerfully  skewed 
towards  the  high  cost  end  of  this  end- 
lessly expansible  medical  care  spec- 
trum. For  example,  one  of  the  most 
powerful  incentives  that  operates  here 
is  professional  challenge  and  reputa- 
tion. We  want  people  to  think  good  of 
what  we  do,  and  doctors  and  hospital 
people  want  their  colleagues  to  think 
they  are  good  at  what  they  do.  So  they 
do  those  things  which  build  profes- 
sional reputation.  And  those  things 
tend  to  be  arcane,  highly  technological 
things.  We  do  not  get  professional 
brownie  points  for  going  out  and  treat- 
ing five  or  six  thousand  clamoring 
general  practice  patients  in  North 
Waterpump,  Minnesota.  Professional 
reputation  accrues  to  practicing  in  the 
metropolitan  medical  temples,  play- 
ing with  the  blinking  lights,  and  rear- 
ranging people’s  innards.  Prestige  ac- 
crues with  dealing  with  horizontal  pa- 
tients, not  vertical  patients. 

A second  powerful  incentive  is  fi- 
nancial. We  pay  doctors  fee  for  service, 
we  pay  hospitals  their  cost.  That  is  a 
veritable  financial  engine  to  generate 
more  services,  more  complex  services, 
and  more  costly  services.  You  pay  me 
cost,  and  I can  certainly  increase  the 
costs  of  what  I do.  Now,  some  people 
claim  that  providers  are  deliberately 
over-providing  services  to  rip  off  the 
public;  that  is  simply  not  the  case. 
Rather  the  case  is  that  such  open- 
ended  financing  creates  a "spare-no- 
expense”  atmosphere.  The  emphasis 


becomes  solely  quality  and  hang  the 
bill.  I suggest  each  physician  here 
compare  to  himself  his  office  practice 
with  his  hospital  practice.  In  the  office 
I suspect  you  keep  costs  more  in  mind. 
The  patient  probably  isn’t  covered, 
certain  tests  may  require  the  incon- 
venience of  his  going  elsewhere  or 
coming  back,  and  so  on.  But  once  the 
patient  gets  in  the  hospital  where  it’s 
covered  and  everything  is  available, 
you  just  forget  about  cost.  You  do  ev- 
erything that  occurs  in  your  mind  that 
might  help.  And  a lot  of  those  things 
make  little  or  no  difference. 

Another  perverse  incentive  comes 
from  our  legal  doctrine  where  if  you  as 
the  physician  don’t  do  everything  that 
some  judge  in  his  wisdom  deems  is  the 
standard  of  medical  care,  no  matter 
how  superfluous  or  unnecessary  you 


We  recognize  that  cost  effec- 
tiveness must  be  incorpo- 
rated into  (medical  school) 
curriculum. 

— Edward  J.  Stemmier,  MD, 
Philadelphia 
Taken  from  PMS  audiovisual  presentation, 
" The  Cost  Containment  Challenge” 


might  think  it,  you’re  in  trouble  if 
something  untold  happens  and  mal- 
practice is  brought  against  you.  Par- 
ticularly perverse  incentives  are 
created  by  the  fragmentation  in  the 
system.  That  is,  we  have  separate 
primary  physicians,  separate  special- 
ists, separate  hospitals,  and  so  on.  And 
frequently  the  costs  and  savings 
created  by  one  unit  in  the  system  do 
not  come  back  to  it,  they  come  back  to 
some  other  unit.  That’s  what  the 
economists  call  externalities,  and  it 
leads  to  uneconomic  behavior.  You  are 
not  rewarded  for  appropriate  use  of  re- 
sources. 

For  example,  the  hospital  is  a free 
shop  to  the  doctor.  So  he  has  no  reason 
not  to  over-use  that  very  costly  re- 
source. For  another  example,  hospi- 
tals and  medical  staff  are  indepen- 
dent. Hospitals  do  not  win  patients  by 


being  efficient.  They  win  patients  by 
adding  doctors  to  their  medical  staff, 
and  so  they  compete  for  medical  staff, 
and  they  provide  everything  that  will 
draw  doctors  to  them.  And  if  they 
don’t,  these  incentives  will  kill  them. 

These  incentives  are  not  academic, 
they  are  very  real,  powerful  forces. 
There  is  a hospital  in  Minnesota 
where  the  chief  of  the  medical  staff  got 
very  conscientious  and  instituted  a 
very  tough  admissions  and  length  of 
stay  review.  And  he  lowered  the  cen- 
sus from  280  patients  a day  to  190  pa- 
tients a day  and  put  that  hospital  on 
the  financial  rocks.  Now  his  board  did 
not  hire  him  to  do  this,  and  if  he  didn’t 
turn  that  census  around,  the  board 
would  replace  him  with  someone  who 
would.  I don’t  know  how  many  physi- 
cians left  the  staff  of  that  hospital  be- 
cause of  that  conscientious  effort.  But 
if  you  have  a situation  where  the  in- 
centives in  the  system  penalize  you  for 
achieving  public  objectives,  do  not 
expect  that  system  to  achieve  public 
objectives.  Expect  it  to  do  what  it  is 
structured  and  rewarded  to  do. 

The  last  incentive  factor  that  we 
should  discuss  is  third  party  reim- 
bursement. We  have  a system  that  can 
always  legitimately  do  more.  The  in- 
centive forces  point  the  system  toward 
the  high  cost  technological  end  of  that 
spectrum.  And  third  party  coverage 
virtually  opens  the  national  treasury 
to  underwrite  these  tendencies.  In  es- 
sence, insurance  lowers  the  price  to 
the  consumer,  so  that  he  has  no  incen- 
tive to  be  cost-conscious.  It  gives  a vir- 
tually blank  check  to  the  provider,  so 
that  he  has  no  incentive  to  be  cost- 
conscious.  And  it  places  payment  in 
the  hands  of  an  insurer  in  no  position 
to  control  anything.  If  that  insurer  in- 
tervenes between  the  patient  and  the 
provider,  then  the  patient  looks  for  a 
new  insurance  company  (unless  he  is 
in  medicaid  and  has  no  choice)  and  the 
provider  starts  refusing  to  serve  sub- 
scribers of  that  insurer.  That  pretty 
well  keeps  the  insurers  in  line. 

Taken  together  all  these  structure 
and  incentive  forces  constitute  a ver- 
itable engine  to  escalate  costs.  When 
someone  else  pays,  we  all  want  the 
best,  no  matter  how  marginal  the 
added  benefit  may  be.  And  doctors  and 
hospitals  want  to  give  it  to  us.  The 
same  structure  and  incentive  factors 
explain  the  other  problems  we  are 
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having  in  the  system.  Consider  mal- 
distribution problems.  Why  should  I 
go  out  to  rural  Minnesota  and  treat 
five  or  six  thousand  clamoring  general 
practice  patients  with  no  back-up  doc- 
tor to  spell  me  off,  when  I can  come  to 
the  big  city  and  treat  a dozen  or  so 
dialysis  patients  and  make  just  as 
much  income?  There  is  always  some 
legitimate  exotic  sub-specialty  or  ser- 
vice in  over-served  areas  that  a physi- 
cian can  go  into,  as  long  as  insurance 
will  pay.  And  so  what  happens  is  we 
keep  on  piling  up  services  and  prices 
on  the  fixed  group  of  people  in  attrac- 
tive urban  areas,  and  there  is  no  in- 
centive to  move  out  to  underserved 
areas.  There  is  no  way  the  present  sys- 
tem can  "saturate”  in  areas  of  surplus 
manpower  and  facilities,  so  there  is  no 
mechanism  which  drives  them  out. 
Unlike  McDonald’s  hamburgers — you 
can  only  sell  so  many  McDonald’s 
hamburgers  in  the  city  and  then,  if  you 
want  to  grow,  you  have  to  go  out  to  the 
rural  area  and  put  in  a McDonald’s 
stand  out  there — that  doesn’t  happen 
in  medical  treatment.  You  can’t  satu- 
rate, so  you  get  maldistribution. 

Strategy  options  (therapies) 

OK,  what  can  we  do  to  change  all  of 
this?  We’re  going  to  have  to  change  the 
incentives.  More  precisely,  we  shall 
have  to  restructure  the  present  system 
to  the  extent  necessary  to  alter  or 
counter  the  present  incentive  forces 
producing  the  problems.  I mentioned 
earlier  that  we  had  two  big  choices:  a 
restructured  private  market-oriented 
system  or  a public  regulatory  ap- 
proach. I want  to  suggest  two  market 
models  that  might  work  and  then  two 
regulatory  models,  one  of  which  I 
think  might  work  and  the  other  one 
that  we’re  drifting  into  now  if  we  do 
nothing  further. 

Strong  cost-sharing 

The  first  market  model  that  might 
work  is  proposed  by  Professor  Feld- 
stein  of  Harvard  and  Professor  Pauly 
of  Northwestern.  It  is  based  on  strong 
cost-sharing  by  consumers.  It  argues 
that  if  insurance  removes  the  incen- 
tive on  consumers  to  use  medical  care 
prudently  and  choose  efficient  provid- 
ers, then  let  us  get  rid  of  insurance. 
Now  that’s  obviously  carried  too  far, 
because  we  want  to  financially  protect 
people.  But  what  it  says  is  let’s  get  rid 


of  the  front  end  of  insurance.  In  other 
words  let’s  have  a new  kind  of  insur- 
ance, called  "major  risk  insurance”  in 
which  we  put  very  substantial  deduct- 
ibles and  co-insurance  amounting  to 
about  10  percent  of  a person’s  income. 
Any  medical  expenditures  above  10 
percent  of  income  will  be  totally  cov- 
ered, so  people  are  very  well  protected 
from  undue  expense.  But  below  10 
percent  of  income,  people  must  pay 
their  medical  bills  out  of  their  pockets 
(10  percent  is  too  much  for  the  poor. 
We  obviously  have  to  income  relate 
the  cost  share.  For  the  near  poor  we 
might  lower  it  to  5 percent  of  income, 
and  for  the  very  poor  we  would  cover 
everything  100  percent.)  But  for  the 
majority  of  us  in  the  middle  class  who 
are  well  able  to  afford  it,  the  cut  would 
be  at  10  percent. 


* 

. . . the  hospital  is  one  of  the 
most  expensive  settings  in 
which  we  treat  our  patients. 
Unfortunately , our  insur- 
ance system  encourages  a 
hospital-centered  practice. 
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— Joseph  J.  Trautlein,  MD,  Hershey 
Taken  fromPMS  audiovisual  presentation, 

” The  Cost  Containment  Challenge" 


Now,  there  is  substantial  evidence 
that  if  we  did  that,  medical  care  costs 
would  be  contained.  We  would  have  to 
do  a little  supplemental  regulation  on 
expenditures  above  the  threshold,  but 
most  of  us  would  be  paying  most  of  our 
medical  bills  out  of  our  own  pocket.  We 
would  not  have  to  be  asked  or  begged 
or  pleaded  with  to  get  a second  opin- 
ion. We  would  constantly  be  pressur- 
ing our  doctor  "gee  that’s  awfully  ex- 
pensive, isn’t  there  something  a little 
less  expensive  that  we  could  try  first?” 
For  example,  the  most  common  sur- 
gical procedure  is  a tonsillectomy. 
There  are  two  ways  to  treat  tonsillec- 
tomies. One,  you  can  put  the  child  in 
the  hospital  and  yank  the  tonsils.  The 
other  is,  you  can  send  him  home,  medi- 
cate him,  bedrest,  and  you  observe 
him,  and  if  after  a year  he  still  has  the 
problem  then  you  take  the  tonsils  out. 


So  we  can  say  that  there  are  two  medi- 
cally acceptable  ways  to  treat  tonsil 
disease.  They  may  be  equally  accept- 
able medically,  but  they  are  not 
equally  acceptable  financially.  These 
differences  in  style  are  the  key  to  cost 
containment.  The  key  is  shifting  to 
lower  cost  styles  when  they  give  as 
good  (or  better)  results  as  high  cost 
styles.  If  we  practiced  this  lower  style 
of  treating  tonsil  disease,  then  80  per- 
cent of  tonsillectomies  in  this  country 
would  be  obviated. 

Now,  if  the  consumer  has  his  own 
money  at  stake,  he  will  be  motivated 
to  become  a much  wiser,  more  prudent 
buyer  of  medical  care,  and  he  will 
pressure  providers  to  become  much 
more  prudent  suppliers  of  medical 
care.  Consumers  may  not  always  be 
good  judges  of  medical  care,  but  in  my 
opinion  they  are  the  best  judges  of 
medical  care.  I respect  this  solution 
enormously  because  I don’t  want  gov- 
ernment to  take  my  money  away  from 
me  and  say  I will  get  this  medical  care 
in  return.  I would  prefer  to  have  my 
own  money  and  make  my  own  deci- 
sions about  what  medical  care  I want. 

There  is  a lot  of  research  on  this  and 
it  suggests  that  this  proposal  might 
work.  It  could  contain  cost  without 
harm  to  the  health  of  the  American 
people.  However,  the  problem  with 
this  solution  is  that  I don’t  see  much 
hope  of  getting  there  from  here.  I can’t 
imagine  Tobey  Lapakko  (member  of 
commission,  Minnesota  AFL-CIO) 
going  back  to  her  union  folks  and  say- 
ing, "I’ve  got  this  wonderful  health  in- 
surance plan:  it  takes  away  all  your 
front-end  benefits.”  I can’t  imagine 
Senator  Staples  (Minnesota)  getting 
too  enthusiastic  about  going  back  to 
her  district  with  this  plan.  We  have 
good  evidence  that  people  want  com- 
prehensive insurance,  not  big  deduct- 
ibles. The  moral  of  the  story  then  is 
that  we  may  not  be  able  to  get  there, 
but  let’s  not  forget  about  this.  Let’s  not 
give  away  the  cost-sharing  that  we 
have  now.  I would  not  like  to  see  the 
United  States  get  into  the  position  of 
Canada  where  all  consumers  feel  that 
medical  care  is  "free.”  And  of  course 
their  providers  give  them  all  this 
"free”  medical  care,  and  the  poor  gov- 
ernment is  left  trying  to  hold  the  fort 
against  the  rising  cost.  The  consumers 
will  not  even  support  the  government 
on  necessary  regulation.  I predict  in 
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such  a world  that  the  providers  will 
eventually  become  heroes  defending 
the  public  against  the  stingy  govern- 
ment. But,  on  the  other  hand,  provid- 
ers would  have  to  practice  medicine 
out  of  a recipe  book  written  in 
Washington,  D.C.  It  is  not  a very 
pretty  picture. 

Competing  health  delivery  plans 

Given  that  there  is  going  to  be  com- 
prehensive insurance,  how  do  we  in- 
stall market  forces  in  a world  of  com- 
prehensive insurance?  The  second 
market  approach,  developed  by  In- 
terStudy,  addresses  this  question,  and 
it  goes  something  like  this:  Under  the 
present  system  there  is  no  reward  for 
consumers  to  choose  efficient  provid- 
ers. You  could  go  to  the  most  expensive 
hospital  or  the  most  efficient  hospital, 
and  your  insurance  will  pay  and  your 
premium  is  unchanged.  If  you  are  a 
provider,  you  are  penalized  for  being 
efficient.  You  are  paid  less  if  you  order 
fewer,  more  appropriate  services,  and 
your  efficiency,  far  from  being  a sell- 
ing point  to  consumers,  is  irrelevant 
and  even  invisible  to  them. 

We  can  change  that  if  we  create 
groupings  of  providers,  among  whom 
consumers  can  choose  for  comprehen- 
sive care,  such  that  the  premium  re- 
flects the  efficiency  of  the  provider 
grouping  chosen.  Let’s  run  that  one  by 
again.  Let  us  consider  a health  care 
system  where  providers  are  organized 
into  groupings  competing  for  consum- 
ers. Call  these  provider  groupings 
"health  care  plans,”  as  distinct  from 
health  insurance  plans.  Health  care 
plans  provide  care;  health  insurance 
plans  only  pay  for  it.  Each  plan  can  be 
organized  in  any  way  the  participat- 
ing providers  wish.  Thus  they  can  in- 
clude most  existing  professional  ar- 
rangements with  rather  minimal 
modification.  For  example,  the  most 
organized  type  of  plan  would  probably 
be  a hospital-based,  group  practice 
HMO.  The  least  organized  might  be  an 
"alliance”  of  independent  solo  fee-for- 
service  doctors  and  hospitals. 

Consider  the  HMO  example.  It  is  not 
the  fact  that  they  are  HMOs,  not  the 
way  that  they  are  internally  organ- 
ized, that  creates  market  forces.  What 
creates  the  market  forces  is  that  we 
draw  a circle  around  a specific  group  of 
doctors  and  hospitals,  and  we  say  to 
the  consumer  if  you  choose  these  pro- 


viders as  your  source  of  care,  then  you 
will  pay  a premium  X which  is  differ- 
ent than  premium  Y if  you  go  to  any- 
body under,  say,  Blue  Cross.  Andsoyou 
have  a choice.  And  if  you  pick  the  more 
efficient  plan  you  will  be  rewarded  by 
a lower  premium  and  greater  benefits. 
And  a more  efficient  grouping  of  pro- 
viders will  be  rewarded  by  having 
your  business,  and  the  less  efficient 
groupings  of  providers  will  be  penal- 
ized by  less  business.  That’s  called  a 
market  system. 

But  a provider  grouping  need  not  be 
tightly  organized  into  an  HMO  to  be 
efficient.  Many  solo  fee-for-services 
doctors  already  practice  efficient,  con- 
servative medicine.  They  could  create 
market  forces  under  comprehensive 
insurance  if  they  would  participate 
with  selected,  equally  efficient  col- 


...  a patient’s  costs  as  well  as 
length  of  stay  are  directly  af- 
fected by  the  way  the  physi- 
cian schedules  diagnostic 
services. 
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— Charles  T.  Curtin,  MD,  Scranton 
Taken  from  PMS  audiovisual  presentation, 
" The  Cost  Containment  Challenge” 


leagues  in  what  we  call  a "health  care 
alliance,”  which  is  probably  the  most 
loosely  organized  type  of  health  care 
plan.  An  alliance  is  almost  a con- 
ventional insurance  plan,  but  with  an 
important  difference.  It  defines  a spe- 
cific set  of  providers  accountable  to 
provide,  directly  or  through  referral, 
the  medical  care  to  enrolled  consum- 
ers. For  the  alliance  to  reimburse  a 
service,  the  enrolled  consumer  must 
agree  to  go  to  a participating  provider 
or  to  providers  referred  by  participat- 
ing providers.  (To  assure  good  choice 
and  competition,  an  alliance  must  not 
be  permitted  to  be  a monopoly  of  every 
provider  in  town.  Then  it  is  just  an 
insurance  plan,  and  no  economic  com- 
petition among  groupings  of  providers 
is  created.) 

As  an  example,  think  of  an  alliance 
called  the  Gold  Cross  plan,  wanting  to 


compete  against  Blue  Cross.  The  Gold 
Cross  plan  organizers — might  be 
physicians  or  others — look  around  the 
community  for  efficient,  high  quality 
doctors  and  ask  them  to  participate.  In 
the  present  system  the  consumer  can’t 
identify  these  physicians  as  more  effi- 
cient. But  in  the  Gold  Cross  plan,  the 
consumer  will  be  able  to  see  the  pre- 
mium and  know  whether  this  set  of 
doctors  is  more  efficient.  The  Gold 
Cross  plan  does  not  ask  its  doctors  to 
be  at  risk  or  give  up  their  offices.  It 
asks  them  simply  to  continue  doing 
what  they  are  already  doing  so  well, 
and  pays  them  fee-for-service  on 
whatever  basis  is  mutually  agreeable 
to  all  participating  providers.  It  also 
signs  up  some  efficient  hospitals.  If  the 
organizing  physicians  have  done  a 
good  job  of  selecting  attractive,  effi- 
cient providers,  then  they  can  say  to 
consumers,  "if  you  join  our  Gold  Cross 
plan  and  you  go  to  the  providers  on  our 
list,  because  they  are  efficient  your 
premium  will  be  less  than  if  you  join 
Blue  Cross.”  Thus  this  has  created  an 
effective  market  system  of  choice  and 
competition  among  providers  over 
premiums  and  benefits.  It  can  accom- 
modate most  existing  professional  ar- 
rangements with  minimal  modifica- 
tion. 

Two  common  questions  asked  by 
physicians  are:  (1)  Do  we  have  to  go 
this  far;  won’t  this  put  groups  of  physi- 
cians at  each  other’s  throats?,  and  (2) 
Won’t  providers  in  these  plans  skimp 
on  quality  to  keep  their  premium  com- 
petitive? 

In  regard  to  the  first  question,  both 
theory  and  experience  make  me  skep- 
tical that  anything  less  will  do  the  job. 
Choice  and  competition  are  proven  in- 
centives. I have  not  seen  physicians 
get  really  tough  on  inefficient  peers 
and  hospitals  except  under  the  pres- 
sure of  healthy  competition.  I have 
seen  foundation  plans  take  steps  with 
wastrel  colleagues  and  hospitals  that 
they  never  would  have  taken  under 
conventional  medical  society  peer  re- 
view procedures.  The  health  care  plan 
data  system  provides  information  on 
peer  performance  almost  impossible  to 
set  up  or  obtain  otherwise,  and  com- 
petitive pressure  supplies  the  motiva- 
tion for  corrective  action.  Voluntary 
action  through  conventional  peer  re- 
view seldom  motivates  necessary  ac- 
tion, and  the  whole  thing  smacks  too 
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much  of  a cartel  for  government  to 
leave  it  alone.  Thus  voluntary  medical 
society  efforts,  especially  if  ineffective, 
are  prone  to  increasing  regulatory  in- 
tervention and  oversight,  as  the  his- 
tory of  PSRO  demonstrates. 

Regarding  the  possibility  of  delivery 
plan  physicians  skimping  on  quality,  I 
think  some  might.  Some  physicians 
are  deliberately  over-serving  under 
fee-for-service — a practice  as  danger- 
ous as  underservice — but  I do  not  in- 
dict fee-for-service  because  of  this;  the 
great  majority  of  fee-for-service  physi- 
cians are  highly  conscientious.  You 
can’t  condemn  either  fee  for  service  or 
health  care  plans  for  the  actions  of  a 
few  unscrupulous  professionals.  I 
think  most  physicians  would  leave  a 
health  care  plan  that  deliberately  un- 
derserved. And  eventually  consumers 
will  get  wind  of  under-service  and 
leave  a plan  of  dubious  reputation. 
Physicians  who  deliberately  under- 
serve or  overserve  should  be  weeded 
out  of  both  systems. 

On  the  other  hand,  I do  not  equate 
quantity  with  quality.  Physicians  who 
avoid  marginal  tests,  unnecessary 
admissions,  and  unproven  procedures, 
and  otherwise  practice  conservative, 
low-style  medicine  within  the  bounds 
of  good  medical  judgment  can  be  as 
much  or  more  effective  than  their 
high-style  colleagues.  Referring  spe- 
cialty services  to  a central  tertiary 
center  rather  than  having  them  at  a 
plan  hospital  is  not  denying  quality,  it 
is  simply  efficient  practice.  In  short, 
most  physicians  want  to  practice  high 
quality  medicine.  In  the  absence  of 
cost-effective  incentives,  most  do  so 
wastefully,  as  in  the  present  system. 
In  a health  care  plan,  most  will  do  so 
more  cost-effectively. 

To  maintain  good  competition  and 
avoid  possible  collusion,  it  is  impor- 
tant that  there  be  a diversity  of  health 
care  plans.  If  one  is  physician-run  and 
one  is  consumer  run,  it  is  hard  to  be- 
lieve that  they  are  going  to  collude  on 
anything.  Similarly,  non-profit  plans 
and  for-profit  plans  should  find  collu- 
sion difficult,  because  they  come  from 
such  different  places.  Likewise,  group 
practice  plans  and  solo  practice  plans, 
or  salaried  plans  and  fee-for-service 
reimbursed  plans.  Competition  should 
be  good.  So  diversity  is  extremely  im- 
portant. It  is  also  extremely  important 
that  there  be  ease  of  entry  into  the 


market,  so  that  new  plans  can  start 
without  great  barriers.  The  threat  of 
new  plans  coming  in  will  help  keep 
existing  plans  efficient  and  everyone 
trying  to  satisfy  the  consumer. 

So  we  need  to  create  a lot  of  these 
new  plans,  and  that’s  going  to  be 
tough.  It’s  going  to  take  time  to  get 
that  all  going.  I don’t  see  that  we  can 
do  it  in  less  than  three  to  five  years  if 
we  worked  full  out  starting  today.  It 
will  take  even  more  time  for  the  new 
plans  to  begin  impacting  traditional 
providers. 

The  first  response  of  traditional 
providers  to  a world  of  competing 
health  care  plans  will  be  to  ignore 
them  and  continue  to  do  what  they  do 
now.  As  plans  grow  and  the  base  of 
patients  for  traditional  providers  de- 
clines, such  providers  will  try  to  main- 


* 

Since  the  initiation  of  ge- 
neric substitution  ( at  Carlisle 
Hospital),  the  program  has 
been  quite  successful. 
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tain  desired  income  by  raising  their 
prices  and  their  service  rates  to  the 
remaining  patients.  Eventually  that 
will  force  up  the  insurance  premiums 
of  traditional  providers  faster  than  for 
efficient  health  care  plans,  and  you 
will  get  an  accelerating  shift  of  con- 
sumers into  these  plans. 

As  health  care  plans  become  com- 
mon, a number  of  shifts  should  occur. 
First,  there  will  be  a gradual  shift  in 
specialty  mix.  Efficient  health  care 
plans  maintain  a physician  to  popula- 
tion ratio  (adjusted  to  a typical  rather 
than  employed  population)  of  about 
1.3  physicians  per  1000  enrollees, 
about  60  percent  of  whom  are  in  pri- 
mary specialties.  This  compares  with 
the  present  U.S.  ratio  of  1.8  physicians 
per  1000  population  with  about  40 
percent  in  primary  specialties.  Pri- 


mary doctors  will  find  themselves  in 
demand,  and  their  status,  income  and 
number  should  increase  commensu- 
rately.  Specialists,  especially  those 
specialties  with  surpluses,  will  find 
their  practice  opportunities  shrinking 
with  the  declining  base  of  traditional 
patients.  They  will  have  to  move, 
change  specialties,  or  face  decreased 
income,  until  their  number  is  more 
appropriate. 

Second,  hospitalization  and  hospital 
capacity  should  decline.  Efficient 
health  care  plans  use  less  than  800 
hospital  days  and  2.6  beds  per  1000 
population  (adjusted  for  a typical 
rather  than  employed  population). 
The  comparable  U.S.  average  is  1200 
days  and  4.5  beds  per  1000  population. 
Hospitals  not  participating  in  health 
care  plans  will  eventually  find  their 
use  shrinking  to  the  point  where  they 
will  have  to  consolidate  or  go  out  of 
business  (Efficient  plans  will  also  tend 
to  refer  very  specialized  services  to  a 
few  outside,  efficient  regional  tertiary 
centers.) 

I point  out  these  effects  to  suggest 
that  this  approach  can  potentially 
handle  very  difficult  issues  which  are 
presently  objectives  of  public  policy. 
And  it  can  handle  them  in  the  private 
sector  in  an  evolutionary  way  under 
the  steady  pressure  of  effective  market 
forces.  Little  public  intervention  and 
regulation  would  be  necessary. 

That’s  the  market  model  that  I 
think  has  the  most  promise,  but  it  will 
be  extremely  difficult  to  bring  off.  We 
will  not  do  it  unless  we  have  real  sup- 
port and  endorsement  from  medicine. 
We  will  also  need  the  support  of  busi- 
ness and  of  labor.  People  will  have  to 
agree  this  is  what  we  want  to  do. 

Piecemeal  public  utility 

Suppose  we  do  not  get  either  market 
model.  What  regulatory  model  might 
work?  There  are  two  regulatory  mod- 
els that  bear  discussion.  The  first  one, 
I am  sure,  will  not  work.  I call  it  the 
"Omnibus  Tinkering  Piecemeal  Pub- 
lic Utility  Approach”  to  medical  care. 
It  is  the  one  we  are  drifting  into  now. 
You  take  each  piece  of  the  cost  equa- 
tion, and  you  clap  an  independent  reg- 
ulatory program  on  it.  So  we  have 
state  rate  review,  medicare  utilization 
review,  HSAs  to  review  whether  we 
need  certain  facilities,  PSRO  for  re- 
view of  appropriate  use,  and  so  forth. 
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Bills  are  now  in  the  hopper  to  restrict 
manpower  production  and  to  require 
doctors  to  practice  some  years  in  cer- 
tain places  once  they  get  their  degree. 
There  is  an  increasing  array  of  such 
piecemeal  controls,  each  trying  to  con- 
trol some  portion  of  the  expenditure 
equation,  all  unlikely  to  work. 

First  of  all,  it  is  extremely  difficult 
to  get  your  various  bureaucrats  to  talk 
to  each  other.  And  so  you  get  very  un- 
coordinated actions.  If  you,  a provider, 
try  to  satisfy  one  agency,  then  you  of- 
fend another.  For  example,  the  state 
says  you  must  have  holes  in  the  fire 
doors,  but  the  feds  say  you  can’t  have 
holes  in  the  fire  doors.  Or  is  it  the  other 
way  around?  One  agency  says  account 
your  budget  this  way,  another  says  ac- 
count it  that  way.  But  beyond  coordi- 
nation there  are  even  more  fundamen- 
tal problems.  First,  piecemeal  regula- 
tion will  not  contain  costs  because  the 
medical  care  system  with  its  expan- 
sionary incentives  will  distort  to  find 
the  cracks  between  the  regulatory 
pieces  and  expand  in  all  the  unregu- 
lated areas.  We  have  a whole  Europe 
full  of  these  piecemeal  controls  and 
distortions.  Fees  in  some  Euopean 
countries  are  kept  ridiculously  low.  So 
the  system  beats  it  by  generating  fifty 
thousand  two-minute  office  visits,  and 
so  on.  Each  piece  of  regulation  will 
temporarily  restrain  the  cost  rise,  but 
then  the  system  will  figure  it  out  and 
costs  will  start  up  again.  There  are 
5,000  of  you  for  every  one  of  me,  so  I 
have  confidence  you  will  beat  me. 
(You’re  probably  paid  more,  too,  so  you 
can  afford  to  hire  smarter  people.) 

Perhaps  the  biggest  flaw  in  this  ap- 
proach is  that  the  appropriate  price  of 
services,  the  appropriate  quantity  of 
services,  the  appropriate  mix  of  ser- 
vices, is  finally  a medical  decision. 
And  so  I have  an  impossible  choice  if  I 
am  trying  to  regulate  this  way.  Either 
I turn  these  decisions  over  to  bureau- 
crats, who  have  no  professional  com- 
petence to  decide  such  things,  or  I turn 
it  over  to  physicians,  which  is  a bit  like 
putting  the  fox  in  charge  of  the  hen 
house.  Not  only  your  self-interest  as 
physicians,  but  your  professional  in- 
terest puts  you  in  an  impossible  con- 
flict of  interest  situation. 

Lid-oriented  public  utility 

If  we  are  going  to  control  expendi- 
tures by  a public  utility,  let  us  at  least 


try  to  do  it  right.  To  do  it  right,  we 
must  shift  over  to  the  other  side  of  the 
cost  equation,  to  total  expenditures. 
The  public  utility  approach  most 
likely  to  work  would  put  a lid  on  total 
expenditures  and  gear  all  regulatory 
controls  to  keep  the  system  within 
that  lid.  This  is  the  way  we  buy  educa- 
tion in  this  country.  It  is  the  way  we 
buy  defense.  It  is  the  way  England 
buys  medical  care.  The  British  first 
decide  how  much  they  are  willing  to 
spend  for  medical  care,  and  they  give  it 
to  the  providers  and  they  say  here  it  is, 
do  the  best  that  you  can  for  that,  there 
is  no  more.  There  is  a fair  amount  of 
evidence  from  England  and  from  pub- 
lic education  here  that  this  lid-type  of 
public  utility  approach  can  make  ex- 
penditures controllable.  There  are  a 
lot  of  reasons  to  believe  we  might  not 


Were  conducting  a study  of 
blood  ordering  at  the  Medical 
College  of  Pennsylvania  to 
identify  the  high  risk  patient 
who  is  more  likely  to  require 
blood  transfusions. 
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— John  R.  Clarke,  MD,  Philadelphia 
Taken  from  PMS  audiovisual  presentation , 
" The  Cost  Containment  Challenge” 


always  make  wise  decisions  on  what 
the  budgetary  lid  should  be;  we  might 
under-invest  or  over-invest.  But  at 
least  we  will  be  able  to  make  the  deci- 
sion. In  the  present  system  we  can’t 
decide;  the  medical  care  system  now 
does  whatever  it  will,  and  we  run  after 
it  shoveling  out  the  money. 

The  lid  approach,  while  it  could  con- 
tain expenditures,  will  likely  suffer 
from  all  the  defects  of  any  public  mo- 
nopoly. We  are  now  beginning  to  de- 
velop theories  of  regulatory  failure  as 
sophisticated  as  our  theories  of  market 
failure.  We  know  that  certain  condi- 
tions have  to  be  met  in  order  to  have  an 
effective  working  market.  We  are  also 
beginning  to  learn  that  there  are  cer- 
tain conditions  that  have  to  be  met  if 
government  is  going  to  be  effective  at 
what  it  does.  I would  refer  to  every 


thinking  person  in  this  room  an  article 
that  summarizes  the  theory  of  reg- 
ulatory failure.  It’s  by  Charles 
Schultze  in  the  May,  1977,  issue  of 
Harper’s  called  the  Public  Use  of  the 
Private  Interest.  It  says  heretofore 
when  we  had  a problem  in  the  private 
sector,  we  attempted  to  clap  a public 
regulatory  "command  and  control” 
structure  on  it.  It  used  to  be  sufficient 
to  show  how  the  private  sector  was 
failing  and  then  to  recommend  turn- 
ing the  problem  over  to  government  on 
the  implicit  assumption  that  govern- 
ment will  do  better.  We  now  are  find- 
ing out  that  under  rather  predictable 
conditions  government  may  do  worse. 
It  is  no  longer  enough  to  show  the 
market  is  failing,  you  must  also  show 
that  you  can  expect  government  to  do  a 
better  job. 

Let  me  suggest  some  potential  pit- 
falls  that  research  has  identified  in  a 
public  regulatory  approach.  The  first 
pitfall  is  that  government  responds  to 
strong  producer  interests,  whereas 
markets  respond  to  broad  consumer 
interests.  Individual  consumers  do  not 
have  the  interest,  time  or  money  to 
make  their  views  known  to  regulatory 
bodies,  whereas  producers  cannot  af- 
ford not  to. 

A second  pitfall  is  that  it  is  difficult 
for  government  to  delegate  much  lati- 
tude for  judgment  to  civil  servants,  be- 
cause errors  in  judgment  will  not 
stand  up  well  in  the  political  limelight 
or  in  courts  of  law.  Therefore  govern- 
ment is  forced  to  substitute  for  judg- 
ment a set  of  administrative  rules, 
procedures,  requirements,  and  due 
process  that  we  must  go  through.  Now 
the  rules  and  procedures  must  be  sim- 
ple and  explicit  enough  that  they  can 
be  administered  by  a set  of  average 
civil  servants,  yet  they  must  apply 
everywhere.  There  is  no  set  of  simple 
rules  that  will  apply  equally  in  rural 
areas  and  suburbs  and  inner  cities. 
And  so  inevitably  these  requirements 
will  be  akin  to  weeding  your  lawn  with 
a bulldozer.  For  one  example,  govern- 
ment usually  is  forced  to  equate 
equity,  which  is  a judgmental  thing, 
with  uniformity,  which  is  not.  In  a 
market  you  like  Ford,  I like  Chevy;  in 
a public  utility  we’ll  get  a Fordalet, 
and  that’s  all  that  will  be  available. 

Conclusions 

So  there  are  problems  with  regula- 
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tory  failure  that  are  perhaps  as  strong 
as  the  problems  with  market  failure, 
and  we  have  got  to  ask  ourselves 
which  of  these  imperfect  models  or 
what  combination  of  them  do  we  want 
for  our  future  medical  care  system 
that  might  be  better  than  what  we 
have  today.  We  can  set  ourselves  up  as 
a council  of  perfection  and  say:  "Oh, 
this  market  approach  won’t  work”  or 
"oh,  this  regulatory  model  won’t 
work.”  But  I assure  you  if  we  do  noth- 
ing because  our  council  of  perfection 
declares  that  all  models  are  imperfect, 
we  will  drift  into  an  ever  more  imper- 
fect world  of  piecemeal  regulation,  be- 
cause government  is  going  to  act  now. 
Even  if  it  is  ineffective,  they  will  have 
to  show  that  they  are  doing  something 
about  runaway  cost. 

If  physicians  wish  to  have  a voice  in 
how  the  nation  solves  these  problems, 
you  will  have  to  get  behind  a credible 
solution.  I have  given  you  my  thoughts 
on  what  the  credible  alternatives  are: 
Either  a restructured  private  system 
with  many  health  care  plans  compet- 
ing with  each  other  and  traditional 
providers.  Or  a "lidded”  public  utility 
system  in  which  regulators  control 
rates,  capital  and  entry  (of  manpower 
and  facilities)  to  stay  within  a 
specified  budget.  I am  skeptical  that 
anything  less  will  work  simply  be- 
cause the  structure  and  incentives  will 
not  be  powerful  enough  to  do  the  job. 

Realistically,  physicians  will 
probably  find  that  government  will 
continue  to  pursue  the  regulatory 
course  to  some  extent,  even  if  provid- 
ers propose  a credible  market  ap- 
proach. If  the  market  approach  doesn’t 
happen  or  doesn’t  work,  there  will  be 
no  recourse  but  to  strong  regulation. 
The  private  sector  will  have  to  take 
the  lead  to  make  a market  approach 
happen.  But  providers  have  been  busy 
taking  care  of  patients,  and  have 
largely  ignored  these  larger  policy  is- 
sues. So  they  do  not  have  a history  that 
gives  government  leaders  confidence 
that  the  private  sector  can  and  will  do 
the  job.  So  government  will  want  some 
kind  of  back-up  regulatory  approach 
going.  Nevertheless,  if  after  a few 
years  the  private  sector  demonstrates 
that  the  restructured  market  ap- 
proach has  momentum  and  looks  like 
it  is  working,  then  government  inter- 
est and  emphasis  on  further  regula- 
tion should  wane.  Government  does 


not  enjoy  being  in  an  area  where  hard, 
unpopular  trade-offs  must  be  made.  It 
has  been  forced  into  it  by  the  intoler- 
able cost  rise.  If  the  private  sector  can 
slow  the  cost  rise  by  itself,  I think  gov- 
ernment will  be  happy  to  step  aside. 

If  we  are  to  pursue  a market  ap- 
proach and  regulatory  approach 
simultaneously,  then  we  ought  at 
least  to  make  the  regulations  support- 
ive of  the  market.  Present  regulation 
inhibits  innovative  market  ap- 
proaches. The  regulatory  sun  shines 
equally,  perhaps  even  harder,  on  the 
efficient  than  on  the  inefficient.  One 
way  to  make  regulation  more  support- 
ive would  be  to  exempt  health  care 
plans  from  cost  controls.  As  long  as  the 
plan  is  a serious  effort  and  not  a facade 
for  business  as  usual,  the  competitive 


We  depend  on  expensive  pro- 
cedures for  a diagnosis 
rather  than  using  . . . our 
hands,  our  ears,  and  a little 
common  sense. 
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economic  pressure  and  incentives  on  it 
make  cost  control  regulation  superflu- 
ous. Giving  health  care  plans  an 
exemption  would  reward  innovative 
providers  by  getting  regulation  off 
their  backs.  It  would  give  the  private 
system  maximum  opportunity  and 
incentive  to  do  the  job  themselves. 
Planning  agencies  should  give  just  as 
much  emphasis  to  making  the  market 
approach  work  as  they  give  to  regulat- 
ing the  system. 

I highly  recommend  to  physicians 
that  you  give  the  restructured  market 
approach  your  best  shot.  If  you  can 
make  it  work,  then  further  regulation 
will  be  unnecessary.  If  you  don’t  like 
it,  or  if  the  American  people  won’t  buy 
it,  then  of  course  there  will  be  no  other 
course  but  strong  regulation.  But  even 
if  the  market  approach  proves  insuffi- 


cient by  itself  to  contain  costs,  to  the 
degree  that  you  have  some  market 
forces  working,  the  regulation  can  be 
that  much  more  minimal.  On  the  other 
hand,  if  we  go  to  the  regulatory  route 
first,  and  we  don’t  like  it,  we  can’t  re- 
sort to  the  market.  There  is  little  his- 
tory of  deregulation.  It  is  very  hard  to 
dismantle  or  reorient  regulation  once 
in  place. 

There  are  several  things  physicians 
should  do  to  implement  a restructured 
market  approach.  First,  organized 
medicine  must  endorse  the  concept 
and  promote  it.  State  and  county  med- 
ical societies  must  actively  espouse  a 
private  pluralistic  system  which  in- 
cludes a diversity  of  health  care  plans 
as  well  as  traditional  practitioners. 
You  must  discourage  overt  and  covert 
opposition  to  new  competitive 
plans — discourage  such  things  as  de- 
nial of  hospital  privileges  or  profes- 
sional ostracism  of  participating 
physicians.  You  must  publicize  the 
concept  so  that  all  physicians  under- 
stand what  it  is  and  why  it  is  desirable, 
so  that  consumers  see  good  new  plans 
as  acceptable.  You  need  to  encourage 
leading  physicians  to  participate  in 
such  plans,  so  that  the  idea  acquires 
stature  and  reputation.  Don’t  leave  it 
to  the  marginal  members  of  medicine. 

Secondly,  you  will  have  to  promote 
the  idea  very  actively  to  business  and 
labor,  too,  because  it  is  these  people 
who  can  open  the  market  for  new  plans 
to  employees.  Business  and  labor  have 
the  market,  and  they  will  have  to  be 
convinced  that  this  is  a good  deal.  I 
think  they  can  be  convinced  because  I 
think  giving  people  their  choice  is 
something  both  labor  and  business 
would  approve  of.  You  would  also  ben- 
efit from  the  help  of  business  to  get 
management  expertise  and  the  capital 
required  to  get  a new  plan  underway.  I 
think  that  you  will  find  them  inter- 
ested, because  the  cost  problem  is  also 
being  particularly  felt  by  business  and 
labor;  and  I am  sure  business  will  be 
sympathetic  to  avoid  this  $180  billion 
industry  slipping  over  onto  the  federal 
payroll. 

Every  doctor  does  not  have  to  go  out 
and  join  one  of  these  plans  to  get  this 
approach  going.  But  every  physician 
who  is  interested  should  explore  the 
possibility  actively.  And  those  who 
don’t  want  to  do  it  should  tolerate,  if 
not  support,  their  colleagues  who  do.  □ 
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The  ‘Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited.  Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
wliich  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  voi 
know,  there  is  substantia 
literature  on  this  subject  I ipr 
affecting  many  drugs,  ini  nc 
eluding  such  antibiotics  wr 
as  tetracycline  and  ery-  i n 
thromvein.  The  record  oi 
drug  recalls  and  court  apt 
actions  affirms  strongly  res 
that  there  are  differences  3 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur-  fu 
ance.  c 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 


s 
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FACT:  PMA  companies 
make  90  to  95  percent  of  a 
the  drug  supply,  includ- 
ing, therefore,  most  of  tin 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


r' Matters, . 


jYTH:  Generic  options  al- 

rost  always  exist. 

m 

tia'ACT:  About  55  percent 
ctifprescription  drug  ex- 
penditure is  for  single- 
Kpurce  drugs.  This 
• leans,  of  course,  that  for 
icily  45  percent  of  such 
xpenditure,  is  a generic 
v describing  option  avail- 
esble. 
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IYTH:  Generic 
descriptions  are  filled  with 
lexpensive  generics,  thus 
iving consumers  large 
ims  of  money’. 


■ ACT:  Market  data  show7 
latvou  invariably 
- describe — and  pharma- 
ists  dispense — both 
dand  and  generically 
ibeled  products  from 
mown  and  trusted 
ources,  in  the  best  inter- 
st  of  patients.  In  most 
f ases  the  patient  receives 
i proven  brand  product. 
lf  iavings  from  voluntary 
>r  mandated  generic 
describing  are  grossly 
exaggerated . 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how'  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money’. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — h orn  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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Pharmaceutical  Manufacturers  Association 
1155  Pifteenth  Street,  N.W. 

Washington,  D.C.  20005 


MDs  in  the  news 


William  P.  Camp,  MD,  recently  re- 
tired as  director  of  Friends  Hospital, 
Philadelphia,  after  1 1 years  of  service. 
He  was  honored  at  a reception. 


DR.  CAMP  DR.  SOLL 


David  B.  Soil,  MD,  professor  and 
chairman  of  the  department  of 
ophthalmology,  Hahnemann  Medical 
College  and  Hospital,  recently  at- 
tended eye  conferences  in  Tuscon, 
Arizona,  and  New  Orleans,  Louisiana. 
He  was  welcomed  as  past  president  of 
the  American  Society  of  Ophthalmic, 
Plastic,  and  Reconstructive  Surgery  at 
the  society’s  annual  meeting  in  Tus- 
con. In  New  Orleans  he  was  guest  lec- 
turer at  a meeting  of  the  American 
Academy  of  Facial,  Plastic,  and  Re- 
constructive Surgery. 

The  Kidney  Foundation  of  Central 
Pennsylvania  has  named  Drs.  Anton 
Schoolwerth  and  Francis  Duggan 
as  chairmen  of  the  professional  advi- 
sory board  and  professional  education 
committee,  respectively.  Dr.  School- 
werth is  director  of  the  renal  depart- 
ment at  Hershey  Medical  Center.  Dr. 
Duggan  is  a urologist  in  private  prac- 
tice in  Harrisburg. 

Thomas  Clemens,  MD,  Mount 
Gretna,  recently  made  a report  to  the 
Eastern  Pennsylvania  regional  meet- 
ing of  the  American  College  of  Physi- 
cians. His  report,  on  the  monitoring  of 
heart  patients  by  telephone,  was  based 
on  a study  done  in  association  with 
Charles  A.  Laubach,  Jr.,  MD,  while 
the  two  were  at  Geisinger  Medical 
Center. 


Joseph  C.  Maroon,  MD,  chief  of 
neurosurgical  service  at  Presby- 
terian-University  Hospital,  Pitts- 
burgh, has  been  elected  to  the  execu- 
tive committeee  of  the  Congress  of 
Neurological  Surgeons.  Dr.  Maroon 
has  been  the  team  neurosurgeon  for 
the  Pittsburgh  Steelers  since  1977.  He 
also  is  associate  professor  of  neurolog- 
ical surgery  at  the  University  of 
Pittsburgh  School  of  Medicine. 

Donald  A.  Dupler,  MD,  BrynMawr 
physician  and  chief  of  the  cardiovascu- 
lar diseases  section  at  Lankenau  Hos- 
pital, was  the  1979  recipient  of  the 
Distinguished  Fellowship  Award  of 
the  American  College  of  Cardiology. 
The  award  was  presented  at  the  recent 
28th  annual  scientific  session  of  the 
college  at  Miami  Beach. 


Orlo  G.  McCoy,  MD,  Canton,  re- 
cently was  honored  by  the  Can- 
ton Rotary  and  Lions  Clubs  as 
citizen  of  the  year.  About  1 70  of 
his  friends  and  relatives  gath- 
ered for  a testimonial  dinner  in 
his  honor.  Dr.  J.  K.  Young, 
master  of  ceremony,  thanked  Dr. 
McCoy  for  33  years  of  service  to 
Bradford,  Sullivan,  Tioga,  and 
Lycoming  Counties.  In  addition 
to  a private  practice  in  general 
medicine,  the  physician  also 
served  for  1 4 years  on  the  staff  of 
the  Blossburg  State  Hospital.  He 
was  president  of  the  hospital’s 
medical  staff  and  for  seven  years 
was  chairman  of  the  obstetrical 
department,  where  he  delivered 
more  than  4,000  babies.  Dr. 
McCoy  is  a former  president  of 
the  Bradford  County  Medical 
Society  and  represented  the 
State  Society’s  12th  councilor 
district  in  1978.  For  many  years 
he  has  been  the  Canton  Area 
School  Districts  physician. 


A testimonial  dinner  was  held  to 
honor  George  E.  Mark,  MD, 
Meadowbrook,  who  recently  cele- 
brated his  30th  year  with  Frankford 
Hospital.  Dr.  Mark  has  been  ap- 
pointed emeritus  director  of  the  hospi- 
tal’s department  of  medicine. 

After  10  years  of  service  to  Indiana 
University  of  Pennsylvania,  Charles 
Beymer,  MD,  director  of  the  univer- 
sity health  center,  has  retired.  Dr. 
Beymer,  who  has  worked  54  years  in 
the  medical  field,  previously  prac- 
ticed at  the  University  of  Georgia. 

Dennis  M.  Scully,  MD,  has  been  ap- 
pointed chairman  of  the  department  of 
family  practice  at  Hamot  Medical 
Center,  Erie. 

Bijan  K.  Basak,  MD,  Coudersport, 
has  been  appointed  director  of  the  de- 
partment of  anesthesiology,  respi- 
ratory medicine,  and  the  newly  estab- 
lished pain  clinic  at  Charles  Cole  Me- 
morial Hospital,  effective  July  1. 

Joseph  W.  Piekarski,  MD,  Wilkes- 
Barre,  recently  was  honored  for  50 
years  in  the  continuing  practice  of 
medicine  by  the  staff  at  Retreat  State 
Hospital.  He  has  been  a member  of  the 
hospital  staff  since  1961. 

John  P.  Lim,  MD,  Stroudsburg,  has 
been  chosen  as  the  1979  recipient  of 
the  Golden  Deeds  Community  Service 
Award  by  the  East  Stroudsburg  Ex- 
change Club.  He  has  been  practicing 
medicine  in  Stroudsburg  for  40  years. 

Ernest  A.  Spiegel,  MD,  professor  of 
neurology  at  Temple  University 
Medical  School,  Philadelphia,  has 
been  awarded  the  Erb  Medal  by  the 
German  Neurological  Association. 
This  honor  is  in  recognition  of  his  work 
with  electrodes  in  the  study  of  the 
human  subcortex. 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  iscompatible  with  such  drugs  as  hypoglycemics  and  miotics. 

Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


"Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  Indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg,  bottles  of  100,  1000,  5000  and  Unit  Dose:  Tablets, 

20  mg„  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S Pal  No  3,056,836 


VASODILAN  20!mg  tablets 

(ISOXSUPRINE  HCI) 


20  mg  q.i.d.  recommended  dosage 


PHARMACEUTICAL  DIVISION 
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Each  capsule  or  toblespoonful  ( 1 5 ml)  liquid 
contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guaiacolate  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  branchospasnc 
conditions  such  os  bronchial  asthma,  chronic  bronchitis, 
and  pulmonary  emphysemo 

Warnings:  Do  not  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  reaal  dose  of  any  prepara- 
tion containing  theophylline  or  aminophyllme  Do  nor 
give  other  compounds  containing  xanthine  derivatives 
concurrently 

Precautions:  Use  with  coution  in  patients  with  cardiac 
disease,  hepatic  or  renal  impairment  Concurrent  adminis- 
tration with  certain  antibiotics,  i.e  clindamycin,  erythro- 
mycin, rroleandomycin,  may  result  in  higher  serum  levels 
of  theophylline  Plasma  prothrombin  and  faaor  V may 
increase,  but  any  clinical  effect  is  likely  to  be  small.  Metab- 
olites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleoceric  acid  readings,  when  determined 
with  mrrosonaphrhol  reagent  Safe  use  in  pregnancy  hos 
not  been  established  Use  in  case  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  system.  Its  adminisrra- 
rion  may  cause  local  irritation  of  the  gastric  mucosa  with 
possible  gastric  discomfort,  nausea,  and  vomiting  The 
frequency  of  adverse  reactions  is  related  to  the  serum 
theophylline  level  and  is  nor  usually  a problem  or  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  packs  of  100;  Liquid  in  borrles  of  1 pint  and  1 
gallon 

See  package  insert  for  complete  prescribing  information. 


PHARMACEUTICAL  DIVISION 
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Survey  results 


Physicians  suffer  loss  under  state  MA  fees 


Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D. 
Geoffrey  T.  Anders,  J.D.,  CPA 


The  Pennsylvania  Medical  Society  retained  Management  Consult- 
ing for  Professionals,  Inc.,  Bala  Cynwyd,  a firm  of  independent 
medical  practice  consultants,  to  conduct  a study  on  the  average  cost 
to  the  physician  of  an  office  visit  from  a medicaid  patient.  At  the 
present  fees,  physicians  cannot  afford  to  see  unlimited  numbers  of 
medical  assistance  patients,  who  then  seek  care,  at  much  higher  cost 
to  the  state,  in  hospital  emergency  rooms.  Survey  results  follow. 


Pennsylvania  physicians  fre- 
quently claim  that  the  reim- 
bursement rate  for  a Medicaid  pa- 
tient’s office  visits  is  inadequate.  The 
amount — $6 — fails  to  cover  either 
out-of-pocket  expenses  or  compensa- 
tion for  work,  they  say.  Pennsylvania 
does  provide  the  lowest  public  assis- 
tance office  visit  payment  in  the  coun- 
try; that  figure  has  not  been  increased 
since  1974.  These  facts  lend  credence 
to  physicians’  complaints,  but  until  re- 
cently, no  hard,  objective  data  was 
available  either  to  substantiate  or  re- 
fute the  claims. 


Survey  ordered 

Pennsylvania  Medical  Society’s  Ad 
Hoc  Committee  for  the  Medical  Assis- 
tance Program  Improvement  Project 
(MAPIP),  under  the  direction  of  Henry 
Fetterman,  MD,  and  later  Joseph 
Danyo,  MD,  decided  that  documenta- 
tion of  costs  for  visits  to  the  offices  of 
private  practice  physicians  would 


benefit  physicians,  the  Department  of 
Public  Welfare,  and  the  Pennsylvania 
Legislature.  The  committee  decided  to 
focus  the  study  on  primary  care  physi- 
cians, since  refusal  by  some  of  them  to 
see  Medicaid  patients  places  signifi- 
cant upward  pressure  on  medical 
costs,  according  to  some. 

Management  Consulting  for  Profes- 
sionals, Inc.,  was  retained  to  do  the 
study. 

Study’s  scope 

We  struggled  to  decide  how  to  best 
approach  the  measurement  problem. 
The  "target  group”  was  defined  as 
Pennsylvania  family  and  general 
practitioners,  internists,  OB-GYN 
specialists,  and  pediatricians.  The 
issue  to  be  addressed  was  the  cost  of  an 
individual  patient  visit  to  these  doc- 
tors’ offices. 

Rather  than  survey  this  entire 
group  of  some  5,310  physicians,  statis- 
tical selection  techniques  were  used  to 
reduce  the  number  of  contacts.  Since 


overhead  information  was  to  be 
tracked  on  a geographic  as  well  as  spe- 
cialty basis,  the  pool  of  doctors  was 
subdivided  into  both  specialty  and 
Medicare  area  subgroups.  Ques- 
tionnaires were  sent  to  represen- 
tatives from  each  of  the  subgroups. 

The  initial  sample  included  569 
physicians.  This  test  group  was  later 
reduced  to  508  since  61  doctors  re- 
ported that  their  personal  situations 
were  inappropriate  to  the  study.  Those 
excluded  doctors  were  found  to  be  re- 
tired, in  residency  training,  and  the 
like. 

Of  the  survey  group,  22  percent  re- 
turned valid  responses.  Surprisingly, 
the  physicians  responding  most  heav- 
ily were  those  doctors  with  few,  if  any, 
Medicaid  patients  (0-5  percent  of  pa- 
tient load).  This  response,  from  the 
most  uninvolved  group,  is  some  indi- 
cation of  doctors’  interest  in  finding  a 
fair  and  workable  Pennsylvania  Med- 
icaid system  which  might  involve 
them  more  in  the  future. 
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TABLE  1 

Comparison  of  average  annual  visits 

Average  number  of 

Number  of 

Specialty 

visits  per  year 

valid  responses 

General/Family  practice  6,832 

63 

Internal  medicine 

3,037 

27 

OB-GYN 

4,540 

15 

Pediatrics 

5,835 

18 

TABLE  2 

Cost  per  visit  vs.  Medicaid  patient  load 

Percentage  of  practice  patients 
enrolled  in  medicaid  program 

0-5  6-10  11-15  16-20 

20-25  25 

Average  cost 
per  visit 

$6.12  $7.26  $7.24  $6.21 

$7.38  $9.50 

Methodology 

Initial  problems  involved  defining 
"overhead  costs”  and  arriving  at  a sat- 
isfactory means  of  dividing  annual 
costs  to  arrive  at  a per  visit  cost. 

The  former  presented  both  theoreti- 
cal and  practical  considerations. 
Should  overhead  include  any  compen- 
sation to  the  physician/proprietor — 
that  is,  the  economic  cost  of  running  a 
business?  Should  the  salaries  of 
doctor-employees  of  other  physicians 
be  included?  After  careful  considera- 
tion, all  costs  relating  to  physician 
compensation  (salary,  fringe  benefits, 
retirement  plan  contributions,  for 
example)  were  excluded  from  the  defi- 
nition of  overhead. 

Accounting  difficulties  also  were 
encountered.  What  percentage  of  an 
office’s  costs  are  chargeable  to  office 
visit  activity?  Some  means  of  elimi- 
nating the  hospital-related  office  costs 
was  needed.  Physicians  were  re- 
quested to  break  down  their  work 
time:  time  spent  in  hospital-related 
versus  office-related  activities.  Re- 
ported overhead  costs  were  then  re- 
duced by  the  percentage  of  time  spent 
on  hospital  practice  functions.  The 
method  used  results  in  some  over- 
charging of  costs  to  the  hospital  as- 
pects of  practice.  Invariably,  office 
practice  requires  more  overhead  than 
hospital  practice,  which  belies  the  di- 
rect apportionment  method  used. 

These  two,  as  well  as  other  meth- 
odological decisions,  lent  a strong 
conservative  bias  to  the  study 
findings.  It  could  easily  be  shown  that 
considerably  more  "costs”  are  appro- 
priate to  office  practice;  thus  the 
study’s  findings  should  be  interpreted 
as  a minimum  statement  of  physician 
costs. 

To  avoid  difficulties  in  obtaining 
technical  information,  doctors  sup- 
plied a copy  of  the  practice’s  tax 
return  (with  income  and  identification 
removed),  completed  a detailed  step- 
by-step  schedule  of  costs,  or  had  the 
practice’s  accountant  complete  the 
schedule.  In  the  data  compilation 
process,  erroneous  responses  (for 
example,  staff  retirement  contribu- 
tions in  excess  of  staff  salaries)  were 
excluded  from  the  cost  calculations. 

Since  annual  costs  information  was 
used,  determining  the  annual  number 
of  office  visits  was  a necessary  step  in 
order  to  calculate  "per  visit  cost.”  Most 


doctors  do  not  keep  records  of  how 
many  patients  they  saw  during  a year, 
and  physician  estimates  were  thought 
to  be  too  subjective.  Rather  than  at- 
tempt to  calculate  each  doctor’s  an- 
nual number  of  visits,  statistical 
methods  were  used  to  determine  an 
average  number  of  visits  on  a per  spe- 
cialty basis.  Each  questionnaire  recip- 
ient was  asked  to  supply  information 
for  two  randomly  selected  seven-day 
periods.  These  responses  were  ex- 
trapolated to  encompass  a year’s  time; 
the  average  number  of  visits  per  year 
then  was  calculated. 

Several  additional  adjustments 
were  made  in  the  raw  data  for  cost  and 
visit  information  to  accommodate 
group  practices,  "bad  debt”  expenses, 
and  unpaid  office  help. 

Table  1 presents  data  on  the  average 
number  of  annual  visits. 

Findings 

Based  upon  the  returned  ques- 
tionnaires, the  average  cost  of  an  office 
visit  for  all  of  the  specialties  combined 
is  $6.81.  However,  using  only  those 
practices  which  actually  see  Medicaid 
patients,  the  average  cost  per  visit  was 
$6.97.  On  a specialty  basis,  internal 
medicine  ($10.79)  and  OB-GYN 
($6.77)  practitioners  incurred  the 
highest  average  per  visit  costs,  sub- 
stantially above  the  $6  reimburse- 
ment rate. 


Various  breakdowns  of  the  cost  per 
visit  data  showed  some  unusual  var- 
iations. The  most  surprising  trend  was 
that  the  average  cost  per  visit  tended  to 
increase  as  the  percentage  of  a prac- 
tice’s patient  load  enrolled  in  the  Medi- 
cal Assistance  Program  increased. 
This  finding  is  summarized  in  Table  2. 

This  trend  indicates  that  those 
physicians  who  maintain  the  Medi- 
caid portions  of  their  practice  at  min- 
imal levels  also  tend  to  have  the  lowest 
per  visit  cost.  This  may  suggest  a con- 
scious effort  by  some  physicians  to 
contain  overhead  by  limiting  or  elimi- 
nating the  volume  of  Medicaid  pa- 
tients. 

Not  surprisingly,  solo  physicians 
practicing  as  professional  corporation 
incurred  the  highest  cost  per  visit 
($10.43).  Next  in  line  were  corpora- 
tions of  two  or  more  physicians  ( $8. 15). 
Partnerships  and  solo  unincorporated 
physicians  on  average  incurred  costs 
of  $6.38  and  $5.02  per  office  visit. 

No  significant  trends  could  be  iden- 
tified from  the  geographical  informa- 
tion. The  primarily  urban  Medicare 
Area  I and  the  primarily  rural  Medi- 
care Area  IV  showed  the  highest  per 
visit  costs. 

Additional  findings 

An  additional  portion  of  the  survey 
studied  the  relationship  between 
physician  involvement  in  continuing 


32 


Pennsylvania  Medicine,  June  1979 


education  activities  and  the  practice’s 
number  of  Medicaid  patients.  It  was 
hypothesized  that  the  higher  the  per- 
centage of  Medicaid  patients,  the 
lower  the  gross  and  net  incomes  might 
be.  In  turn,  the  physician  might  be  less 
likely  to  spend  additional  time  and 
money  on  continuing  education  ac- 
tivities. The  survey  shows,  however, 
that  no  such  conclusion  can  be  drawn; 
no  trend  or  correlation  was  observed. 

Physicians  were  asked,  also, 
whether  their  practices’  Medicaid  pa- 
tient loads  would  increase  in  the  fu- 
ture. A total  of  52.7  percent  of  the  re- 
sponses indicated  that  no  change  was 
anticipated.  However,  35.7  percent  of 
the  responding  physicians  said  that  an 
increase  in  the  Medicaid  patient  load 
was  expected.  Deteriorating  economic 
conditions  and  other  increases  in  pa- 
tient demand  would  be  the  primary 
reasons  for  a decision  to  refuse  ad- 
ditional Medicaid  patients,  accord- 
ing to  the  majority  of  those  expecting 
such  increases. 

Conclusions 

Based  upon  the  extremely  conserva- 
tive cost  estimate  which  resulted  from 
the  survey,  $6.97  should  be  considered 
an  absolute  minimum  for  the  out-of- 
pocket  expense  incurred  by  physicians 
in  seeing  Medical  Assistance  patients. 
At  the  current  $6  reimbursement  rate, 
almost  $1  is  totally  unreimbursed.  A 
family  practice  having  6,832  office  vis- 
its annually,  25  percent  of  which  are 
devoted  to  Medicaid  patients  is  forced 
to  absorb  at  least  $2,300  a year  (based 
upon  a $7.38  per  visit  cost  per  Table  2). 
Also,  since  the  actual  cash  outways 
are  not  equalled  by  the  Medicaid  re- 
imbursement, no  funds  are  left  over  as 
compensation  to  the  physician. 

When  the  Department  of  Public 
Welfare  reimburses  a physician,  the 
funding  is  drawn  from  the  entire  tax 
paying  population  of  Pennsylvania. 
When  it  is  left  to  the  physician  to  pass 
on  these  costs,  only  other  patients  in 
the  same  community  are  available  to 
foot  the  bill.  The  patients  of  a doctor 
heavily  involved  with  Medicaid  pa- 
tients may  thus  suffer  econom- 
ically— or  be  driven  away  from  that 
doctor. 

It  seems,  then,  that  the  current  rate 
of  reimbursement  for  an  office  visit  by 
the  Medical  Assistance  Program  is 
due  for  an  upward  revision.  □ 


flhrstmark  Capital 

Firstmark  Capital  Corporation  announces  a new  personal 
lending  service  designed  to  meet  the  special  needs  of 
health  care  professionals 

Consider  the  advantages  . . . 

• Only  your  signature  is  required  to  borrow  from  $5,000  to  $25,000, 
terms  to  60  months 

• Quick  confidential  service,  entire  transaction  handled  by  mail 

• Credit  life  insurance  available  at  low  cost  ...  No  physical 
examination  required 

• Loan  is  interest  bearing  . . . You  may  pay  off  or  reduce  the  loan  at 
any  time  without  pre-payment  penalty 

Here's  how  to  apply  . . . 

For  complete  information  and  a simple  loan  application  call  Mr. 
Charles  toll  free  at  1-800-421-0355 

FIRSTMARK  CAPITAL 
7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 

Serving  the  Health  Care  Industry  for  over  50  years 

GEISINGER  MEDICAL  CENTER 
Institute  for  Medical  Education  & Research 

presents: 

ANNUAL  POCONO  COURSE 
CLINICAL  DECISION  MAKING 
Aug.  8 - Aug.  12,  1979 
Pocono  Hershey  Resort 
White  Haven,  PA. 

Aug.  8 - AHA  C.P.R.  Certification  Course  (8  hrs.) 

Aug.  8 - 12  - Clinical  Diagnosis  & Treatment 
Sessions  8 A.M.  - 1 P.M. 

Approved  for  28  hrs.  of  Category  I 
P.M.S.  Credit 

Content  designed  for  physicians  in 
primary  care  practice  and  will  stress 
diagnostic  approach  to  commonly 
encountered  symptoms  and  signs. 

For  further  information  contact:  Ms.  Sharon  Hanley 

Program  Registrar 
Geisinger  Medical  Center 
Danville,  PA  17821 
717-275-6925 
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Governor  sets  policy  in  PMS  address 


Recent  events  at  Three  Mile  Island 
reminded  us  vividly  of  the  impor- 
tance of  protecting  the  public’s  health 
and  safety,  the  invaluable  and  neces- 
sary assistance  the  health  community 
can  provide  in  times  of  emergency 
such  as  this,  and  the  contributions  we 
will  continue  to  need  from  the  health 
professions  in  the  aftermath. 

Most  of  you  have  met  Dr.  Gordon 
MacLeod,  my  Secretary  of  Health — a 
man  who  is  highly  respected  in  the 
medical  community,  and  an  example 
of  the  talent  we’ve  been  fortunate  to 
attract  to  the  Cabinet.  He  will  be  a 
working  partner,  and  I assure  you  the 
Health  Department  will  have  a strong 
voice  in  this  Administration.  What  I 
would  like  to  discuss  with  you  this 
morning  is  my  view  of  the  overall 
health  policies  and  priorities  of  this 
Administration  and  to  solicit  your 
ideas,  suggestions,  and  recommen- 
dations as  to  state  health  problems 
and  needs. 

I don’t  believe  any  of  us  dispute  the 
need  for  a state  goal  of  making  health 
care  available  and  accessible  at  rea- 
sonable cost  to  all  residents  of  this 
great  Commonwealth.  But  to  trans- 
late this  goal  into  practice,  into  action, 
requires  serious  study,  consideration, 
and  discussion  with  all  sectors  of  our 
society.  There  are  a number  of  current 
activities  underway  that  help  contrib- 
ute to  this  goal.  The  voluntary  hospi- 
tal cost  containment  program  in  which 
your  organization  is  involved  will,  we 
hope,  work  in  the  long  term,  and  pre- 
empt any  need  for  a new  federal  and 


state  bureaucracy  on  the  health  care 
field. 

We  have  a system  of  health  agencies 
in  place  to  better  coordinate  health 
services,  the  purchase  of  equipment, 
and  the  expansion  of  facilities.  We  also 


have  a State  Health  Coordinating 
Committee  which  has  recently  fin- 
ished completing  a 400-page  health 
plan  for  Pennsylvania.  We’re  discuss- 
ing the  problems  in  providing  primary 
care  to  rural  areas. 

A consensus  seems  to  be  emerging 
for  legislation  that  will  provide  loan 
forgiveness  programs,  through  the 
Pennsylvania  Education  Finance 
Agency,  for  those  medical  school 
graduates  willing  to  serve  in  such 
areas. 

We  are  attempting  to  beef  up  the 
state’s  medicaid  fraud  enforcement  ef- 


forts through  the  Department  of  Jus- 
tice and  the  Department  of  Public 
Welfare  to  make  sure  state  funds  are 
used  only  for  those  genuinely  in  need. 

In  addition,  Secretary  Helen 
O’Bannon,  provided  we  receive  neces- 
sary funding  from  the  General  As- 
sembly, plans  to  get  the  Medical  Assis- 
tance Management  Information  Sys- 
tem up  and  running  in  the  coming 
year.  This  will  mean  better  policing  of 
the  program.  This  effort,  if  successful, 
can  provide  a basis  for  consideration  in 
the  future  of  means  to  provide  in- 
creased reimbursement  to  providers  of 
health  care. 

I have  asked  for  the  creation  of  a 
strong,  effective  Washington,  D.C., 
Office  that  will  better  enable  the  state 
to  represent  its  and  the  citizens’  inter- 
ests in  Washington. 

As  part  of  this  effort,  I would  hope 
this  office  can  help  the  federal  gov- 
ernment develop  a sensible  approach 
to  health  care  policy.  Your  support  for 
this  office  will  help  us  get  our  fair 
share  of  federal  taxes  returned  to  us  as 
federal  assistance,  and  assure  that  na- 
tional health  policy  development  re- 
flects Pennsylvania’s  interests  as  well 
as  those  of  other  states. 

We  need  to  design  effective  ways  to 
shift  the  current  financial  incentives 
of  federal/state  programs  from  expen- 
sive hospital  care  to  less-expensive 
and  often  more  productive  care  outside 
of  the  hospital.  The  Secretaries  of 
Health  and  Public  Welfare  will  be 
carefully  examining  what  the  state 
can  do  in  this  area  in  coming  months. 


Continuing  Education  Programs 

1978-1979 

Institute  for  Medical  Education  and  Research 
Geisinger  Medical  Center 

For  further  information  write  to: 
Millie  K.  Fleetwood,  Ph  D. 
Geisinger  Medical  Center 
Danville,  Pennsylvania  17821 
or  telephone  (717)  275-6333 

Adult  Congenital  Heart  Disease 

Wednesday,  June  6,  1979 
9 a.m.  to  5 p.m.  Tuition:  $40 

Internal  Medicine-Pocono  Course  - 1979 

August  8-12,  1979 
At  Pocono-Hershey 

As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger 
Medical  Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical 
Association.  (Refer  to  each  program  — full  day -7  hours  credit  and  V2  day -4 
hours  credit). 
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We  need  to  better  use  state  and  fed- 
eral funds  to  focus  on  preventive 
health.  Preventive  care  saves  lives, 
and  it  saves  money.  It  must  not  be  kept 
on  a back  burner. 

We  continue  to  be  faced  with  the 
immediate  need  for  passage  of  state 
legislation  providing  for  a "certificate 
of  need”  process,  but  such  a process 
should  begin  at  the  local  level,  since 
decisions  on  health  facilities  are  best 
made  at  the  local  level. 

Determinations  under  certificate  of 
need  must  not  be  influenced  by 
politics — but  rather  by  the  fair  as- 
sessment of  the  health  care  problems 
of  affected  communities. 

We  need  to  support  and  implement 
expanded  home  health  care  programs 
as  effective  alternatives  to  in- 
stitutionalization, through  changes  in 
federal  reimbursement  practices. 

These  ideas  are  only  part  of  the  un- 
finished agenda.  Many  other  issues 
are  certainly  important  and  need  to  be 
considered. 

Secretary  MacLeod  and  I agree  that 
the  answer  to  meeting  our  goal  of  ade- 
quate health  care  at  reasonable  cost  is 
not  more  regulation. 

Economists  throughout  the  country 
are  becoming  convinced,  in  fact,  that 


deregulation  stimulates  the  type  of 
competition  that  holds  down  cost.  At 
the  state  level  we,  obviously,  must  be 
concerned  about  the  quality  and 
availability  of  health  care,  but  both 
state  and  federal  governments  should 
be  using  financial  and  other  incen- 
tives that  permit  health  care  prac- 
titioners and  providers  to  reach  so- 
cially desirable  goals  without  provid- 
ing reams  and  reams  of  regulations 
listing  each  step  that  must  be  taken  to 
reach  the  goal.  If  the  goals  and  needs 
are  not  being  met,  then  the  incentives 
can  be  adjusted  accordingly. 

Health  care  involves  the  total  citi- 
zenry. And  it  involves  many  different 
state  agencies.  I expect  the  health  de- 
partment to  work  more  closely  than  it 
has  in  the  past  in  relating  its  activities 
to  those  of  the  Departments  of  Envi- 
ronmental Resources,  Labor  and  In- 
dustry, Education,  and  Public  Wel- 
fare. Our  citizens  demand  and  deserve 
no  less.  It  is  a sign  of  the  times  that 
retrenchment  rather  than  growth  is 
the  direction  in  which  we  must  move. 
But  we  can  do  more  with  less  if  we 
restructure  the  regulatory  frame- 
work, the  incentive  structures,  and 
funding  priorities  of  our  health- 
related  efforts. 


All  of  this  brings  me  to  a final  point. 

We’ve  often  been  told  that  if  we  fail 
to  do  a better  job  of  caring  for  the 
afflicted  in  our  society,  at  a cost  that 
all  of  us  can  afford,  then  the  Govern- 
ment will  step  in  with  controls,  and 
rules,  and  regulations  and  procedures 
that  are  repugnant  to  the  physician, 
the  administrator,  the  patient,  and  the 
taxpayer. 

There  are  those  who  believe,  in  fact, 
that  the  spectre  of  government  inter- 
vention is  the  only  thing  that  will 
move  our  health  establishment  to  re- 
form. 

I don’t  believe  this  is  true. 

I don’t  believe  we’ve  forgotten  why 
we’re  in  the  health  service. 

I don’t  believe  we’ve  forgotten  that 
choices  of  life  and  death  are  made  in 
all  corners  of  a hospital — not  just  the 
operating  room. 

And  I don’t  believe  it  takes  an  inva- 
sion of  red  tape  from  Washington  to  tie 
us  to  our  own  patients. 

We  will  find  better  ways  to  serve  our 
people  because  we  care  about  them;  we 
feel  for  them. 

Indeed — in  our  finest  hours — we 
love  them — every  one. 

This  is  our  motive  for  change.  All 
else  is  secondary. 


A full  range  of 
treatment... 


As  an  Air  Force  physician,  you  may  practice 
your  specialty  in  modern,  well-equipped  facili- 
ties with  a complete  support  staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  administra- 
tive support  to  alleviate  most  of  the  clerical 
workload.  The  type  of  medicine  you  will  prac- 
tice is  based  on  the  needs  of  your  patients,  re- 
gardless of  their  financial  status. 

For  yourself  and  your  family.  Air  Force  medi- 
cine will  provide  reasonable  working  hours,  ex- 
cellent pay,  30  days  of  paid  vacation  each 
year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  - a 
reasonable  alternative  for  today's  physicians. 
For  complete  information  contact: 


Mid  to  Eastern  PA 
Capt  Richard  T 
Chamberlain 
USAF  Medical 
Recruiting 

376  Hamburg  Turnpike 
Wayne,  NJ  07470 


Metro  Philadelphia 
Capt  Marty 
Csercsevits 
USAF  Medical 
Recruiting 

2201  Rt  38,  Suite  730 
Cherry  Hill,  NJ  08002 


Western  PA 
Capt  Ron  Hendren 
USAF  Medical 
Recruiting 
3520  5th  Ave., 

Suite  200 

Pittsburgh,  PA  15213 


Air  Force.  A great  way  of  life. 


Bettye  J.  Matthews 
6817  Elbrook  Road 
Lanham,  MD  20801 
(301)  552-3080 


THE 
WILLIAMS  & 
WILKINS  CO. 
Baltimore, 
Maryland 


We  are  proud  to 
announce  that  Bettye 
Matthews  is  our  new 
sales  representative  for 
Maryland,  District  of 
Columbia,  Virginia  §•> 
South  Central  Penn- 
sylvania 

Bettye  is  eager  to 
supply  you  with  books 
and  journals  from 
Williams  SP  Wilkins  as 
well  as  titles  from  Lea 
Sf5  Febiger  and  Little, 
Brown. 

Please  look  for 
Bettye’s  book  display 
in  your  hospital  or 
call  her  at  home  for 
prompt  service. 

Bettye  will  be  happy 
to  accept  your  Master 
Charge  or  VISA  card 
for  any  Williams  & 
Wilkins,  Little,  Brown 
or  Lea  SP  Fibiger  title. 
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Dx:  recurrent 
herpes  labialis 
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{.AST  WHSH  >' 


OTC. 

See  PDR 
for  Product 
Information. 


For  samples,  write  Dept.  D at: 

CAMPBELL  LABORATORIES,  INC. 

RO.  Box  812,  FDR,  N.Y.,  N Y.  10022 
"Hercepin-L  " is  available  at  all  Rea  & Derick,  Thrift 
Drug  Stores  and  other  select  pharmacies. 


Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the 
supervision  of  ten  physiatrists.  Three  year  pro- 
gram and  integrated  internship  residency  with 
opportunity  for  research  and  pursuit  of  special 
interests  both  in  medical  school  and  private 
hospital  settings.  One  year’s  credit  for  four 
years  of  general  practice  experience  or  train- 
ing in  another  specialty.  Stipendsfrom  $13,300 
to  $15,200  depending  on  qualifications.  We 
will  pay  for  visits  in  selected  cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


Specialized  Se 


jpeciaiizea  service 

PROFESSIONAL  LIABILITY  INSURANCE 

is  a 


liujli  marl?  of  distinction 


Since  1899 


Professional  Proiection  Exclusively  since  7899 


EASTERN  PENNSYLVANIA  OFFICE 

L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  E.  P.  Ziembo,  R.  J.  Nolan,  Jr.,  and  W.  J.  Carey,  Representatives 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting  19462  Telephone  (215)  825-6800 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  D.  C.  Hoffman  and  R.  G.  Stewart,  Representatives 
Anderson  Professional  Building,  1701  McFarland  Road,  Pittsburgh  15216  Telephone  (412)  531-4226 


Ophthalmologist  advises: 

Be  ready  when  asked  about  contact  lenses 

Kenneth  I.  Michaile,  MD 


Figure  1.  Hard  and  soft  lenses.  Top  row  is  hard  and  bottom  row  is  a regular  soft  lens 
(right),  and  tinted  soft  lens. 


Approximately  12-14  million  peo- 
ple in  this  country  wear  contact 
lenses  and  that  number  is  increasing 
about  500,000  per  year.  Of  those  who 
want  to  wear  contact  lenses,  95  per- 
cent can  do  so,  if  they  have  healthy 
eyes  and  sufficient  motivation. 

The  basic  principle  of  contact  lenses 
dates  to  the  time  of  Leonardo  Da  Vinci. 
It  wasn’t  until  the  early  1920s,  how- 
ever, that  great  strides  were  made  in 
this  field.  The  modern  contact  lens 
practice  started  in  1944  with  the  ad- 
vent of  the  small,  hard  contact  lens. 
Advances  were  made,  then,  in  the  area 
of  soft  contact  lenses  (on  the  market  in 
1971)  and  gas-permeable,  flexible,  and 
bifocal  lenses. 

The  three  major  types  of  lenses — 
hard,  soft,  and  gas-permeable — are 
described  as  follows: 

The  hard  contact  lens,  or  so-called 
polymethacrylate  lens,  covers  about 
two-thirds  of  the  cornea,  and  may  be 
clear  or  tinted.  This  lens  is  rigid,  and 
forms  a new  corneal  surface  on  the  eye. 
It  is  nonhydrophilic,  and  does  not 
allow  for  oxygen  transmission. 

The  soft  or  gel  lens  is  made  of  a 
polymer  which  absorbs  water  and  be- 
comes flexible.  It  is  larger  than  the 
hard  lens,  and  covers  the  entire 
cornea.  It  encroaches  onto  the  scleral 
area. 

The  gas-permeable  lens  recently  was 
approved  for  marketing.  This  lens 
mistakenly  has  been  called  the 
"semi-hard”  or  the  "semi-soft”  lens. 
The  lens  is  very  similar  in  appearance 
to  a hard  lens.  It  is,  however,  much 
more  flexible,  and  permits  transmis- 


Dr. Michaile  is  director  of  the  depart- 
ments of  contact  lens  and  visual 
physiology  at  Wills  Eye  Hospital , 
Philadelphia. 


sion  of  oxygen  and  other  gases  to  the 
eye’s  surface. 

There  are  variations  in  each  type  of 
contact  lens.  Some  hard  lenses  are 
made  thin  and  slightly  flexible.  Aside 
from  the  small,  hard  contact  lenses, 
there  still  are  comeo-scleral  lenses 
which  cover  the  entire  front  of  the  eye 
(cornea  and  a great  portion  of  the 
sclera).  They  are  used  only  for  severe 
pathological  conditions  of  the  cornea 
and  conjunctiva. 

All  contact  lenses  are  held  in  place 
by  attraction  to  the  film  of  tears  that 
normally  covers  the  front  of  the  eye. 
There  is  a complete  membrane  around 
the  entire  eye,  so  it  is  impossible  for 
the  contact  lens  to  go  anywhere  but 
under  the  lid. 

Myths  about  lenses 

Many  people  fear  to  wear  contact 
lenses  because  they  have  been  told 
that  lenses  are  not  entirely  safe,  and 
that  they  may  have  trouble  wearing 


them.  About  5 percent  of  the  popula- 
tion will  not  be  able  to  wear  any  type  of 
lens  because  of  an  excessive  degree  of 
sensitivity.  However,  when  properly 
fitted,  contact  lenses  are  as  safe  as 
eyeglasses. 

Contact  lens  candidates 

Before  lenses  are  prescribed,  a com- 
plete eye  examination  is  done.  The 
ophthalmologist  determines  if  the  eye 
is  healthy,  and  if  there  are  any  medi- 
cal contraindications  to  the  use  of 
lenses.  Visual  acuity  is  measured  with 
and  without  correction.  Eyelids, 
lashes,  conjunctive,  cornea,  iris,  lens, 
and  the  retina  are  evaluated.  The  pal- 
pebral fissure  must  be  adequate  for 
the  type  of  lens  to  be  fitted.  Tests  for 
corneal  sensitivity  and  lacrimal  secre- 
tion should  be  performed  before  fitting 
any  contact  lens.  The  curvature  of  the 
cornea  must  be  measured,  and  other 
special  tests  performed  including  a 
trial  application  of  a contact  lens,  to 
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TABLE  1 

Types  of  contact  lenses 

Hard  lens 

Advantages 

Vision  is  somewhat  sharper 
Easier  to  care  for 
Less  expensive 

In  extreme  astigmatism  or  near- 
sightedness, the  eyes  appear  more 
normal,  distortion  is  avoided,  and 
better  side  vision  is  obtained 

Disadvantages 
Easier  to  dislodge 
Dust  can  get  under  lens 
Definite  degree  of  discomfort 
for  first  few  weeks 
Must  be  worn  regularly  to 
avoid  restarting  schedule 
of  wear 

Percentage  of  failures  5 to  6% 

Soft  or  gas-permeable  lens 

Usually  more  comfortable 
More  difficult  to  break 
Easier  to  keep  in  place 
Attract  less  glare 

Easier  to  interchange  with  glasses 

Vision  may  not  be  as  sharp 
More  expensive 
Will  not  last  as  long  as 
hard  lenses* 

'There  is  a buildup  of  mucoid  and  protein  deposits  on  the  soft  lens,  which  makes  it  difficult  to  keep  more  than  2 years. 
The  gas-permeable  lens  lasts  2-3  years  with  proper  care.  This  lens,  made  of  cellulose  acetate  butyrate,  is  prone  to  warp- 
ing, easily  bent  by  pressure  of  the  lid  on  the  eye  and  can  become  dry  and  brittle  if  kept  out  of  special  solutions. 

see  how  the  eye  will  react. 

At  the  start,  there  will  be  discomfort 
but  no  pain  when  wearing  the  lens.  As 
the  patient  becomes  accustomed  to  the 
lens,  wearing  time  should  increase  as 
discomfort  decreases  until  maximum 
wearing  time  is  reached.  This  can  take 
three  to  four  days  for  soft  lenses,  and 
from  two  to  four  weeks  for  hard  and 
gas-permeable  lenses.  This  varies,  so 
schedules  are  individualized  for  each 
patient.  The  maximum  continuous 
period  of  time  the  patient  can  safely 
wear  contact  lenses  varies,  also.  I 
usually  recommend  that  a patient 
wear  his  lenses  no  more  than  12  hours 
continuously. 

Most  patients,  especially  with  hard 
lenses,  will  exhibit  some  adaptive 
symptoms — usually  tearing,  blinking, 
head  tilt,  slight  redness  of  eye,  double 
vision,  photophobia,  shadows,  or  tem- 
porary visual  blur.  These  symptoms 
should  disappear  by  the  end  of  the  ad- 
aptation period. 

Strong  motivation  is  necessary  for 
successful  contact  lens  wearing.  If  the 
patient  is  willing  to  experience  the 
discomforts  mentioned  above,  take 
time  to  learn  the  proper  techniques  to 
care  for  the  lenses,  have  regular 
checkups,  and  keep  to  the  proper  wear- 
ing schedule,  he  can  wear  contact 
lenses  successfully. 

Medical  reasons  for  wear 

There  are  many  medical  and  surgi- 


cal indications  for  wearing  contact 
lenses.  Following  cataract  surgery, 
they  can  replace  the  thick  spectacles 
usually  necessary,  and  provide  supe- 
rior vision.  If  a patient  has  had  a 
cataract  removed  from  one  eye,  and 
has  a normal  lens  in  the  other  eye,  he 
cannot  see  clearly  with  both  eyes  at 
the  same  time  unless  a contact  lens  is 
worn  in  the  operated  eye.  A cataract 
spectacle  lens  causes  25  percent  mag- 
nification. A contact  lens  causes  only  a 
3 to  9 percent  magnification.  A 25  per- 
cent size  difference  between  the  eyes 
cannot  be  tolerated  by  the  central 
nervous  system;  double  vision  occurs. 
The  smaller  difference  is  tolerable. 

Contact  lenses  may  be  used  to 
restore  vision  after  injuries  resulting 
in  corneal  scars.  After  surgery  for 
traumatic  cataract,  a contact  lens  al- 
ways is  necessary. 

Keratoconus — a disease  which 
causes  thinning,  outward  bulging,  and 
distortion  of  the  cornea — produces  ir- 
regular refraction  of  the  light  rays  en- 
tering the  eye,  and  cannot  be  corrected 
by  spectacles.  Wearing  a proper  con- 
tact lens  or  combination  of  contact 
lenses  (such  as  a hard  lens  worn  on  top 
of  a soft  lens)  has  been  a help  to  those 
with  keratoconus.  When  the  cone  ad- 
vances beyond  the  stage  where  a con- 
tact lens  can  be  beneficial,  it  is  neces- 
sary for  the  patient  to  have  a corneal 
graft. 

Lenses  sometimes  are  prescribed  for 


protection  in  cases  of  bullous  kera- 
topathy, pemphigus,  and  other  condi- 
tions where  the  cornea  must  be  pro- 
tected from  exposure  to  air  and  move- 
ment of  the  eyelids. 

Cost  of  lenses 

Prices  vary  for  contact  lenses.  In  a 
survey  of  metropolitan  areas  in  the 
United  States,  the  fees  for  contact 
lenses  and  follow-up  care  by  ophthal- 
mologists were  as  follows:  soft  lenses, 
$300-$450;  gas-permeable  lenses, 
$250-$400;  hard  lenses,  $200-$350. 
Specialized  lenses  cost  more. 


Figure  2.  Hard  and  soft  lenses  are  com 
pared. 
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Figures  3 and  4.  The  patient  on  the  left  is  wearing  a soft  lens;  at  right,  a hard  lens  is  worn. 


Lenses  in  the  future 

The  contact  lens  field  has  expanded 
greatly  in  the  last  10  years,  particu- 
larly in  the  areas  of  bifocal  and  mul- 
tifocal lenses,  soft  contact  lenses,  and 
prolonged-wearing  soft  contact  lenses. 
The  prolonged-wearing  contact  lenses 
are  helpful  for  the  very  young,  elderly, 
and  handicapped  who  cannot  insert, 
remove,  or  care  for  the  lens  them- 
selves. These  lenses  can  be  worn  while 
sleeping,  and  are  removed  periodically 
by  the  ophthalmologist  for  cleaning 
and  checking.  This  type  of  lens  has  has 
been  on  the  market  since  1974,  under 
the  brand  name  "Sauflon”  in  England 
and  "Perma”  in  the  United  States.  The 
ophthalmologist  must  watch  for 
neovascularization,  infections,  and 
hypersensitivity  in  the  patient  wear- 
ing this  type  of  lens. 

Tinted  soft  lenses  and  other  soft 
lenses  are  being  tested  constantly  to 
achieve  a more  comfortable  fit  and 
better  visual  acuity.  Currently  in  the 
United  States  there  are  about  seven 
soft  lenses  which  have  FDA  approval. 
In  Canada  and  Japan,  there  are  as 
many  as  20  different  types. 

Advice  and  conclusion 

Contact  lens  wearers  should  carry 
identification,  so  that  the  lenses  can  be 
removed  in  case  of  an  accident.  They 
also  should  have  regular  checkups, 
learn  to  insert  and  remove  lenses  cor- 
rectly, keep  a pair  of  back-up  glasses, 
and  take  care  if  applying  makeup. 

Contact  lens  wearers  should  not  do 
the  following:  rub  eyes  while  wearing 
lenses,  wear  damaged  lenses,  wear 
lenses  while  sleeping  unless  specifi- 
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cally  prescribed  by  your  doctor,  use 
any  eye  drops  without  doctor’s  ap- 
proval, work  with  lenses  over  sink 
basin,  store  lenses  over  anything 
warm  (they  can  melt  and  warp),  or 
wear  lenses  while  under  hair  dryer  or 
around  harsh  fumes. 

A pair  of  well-fitting  contact  lenses, 
worn  regularly  and  kept  in  good  condi- 
tion, can  provide  excellent  optical  cor- 


rection for  those  who  are  motivated  to 
wear  them;  in  medically  indicated 
cases,  contact  lenses  afford  the  best 
optical  correction.  Unlike  glasses,  con- 
tact lenses  approximate  nature’s  own 
system.  When  fitted  by  or  under  the 
supervision  of  a qualified  medical  eye 
doctor,  and  cared  for  properly,  contact 
lenses  are  a significant  benefit.  They 
are  both  safe  and  effective.  □ 
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Each  gram 
contains:  Aerosporin® 
(Rolymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs,  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed  These  symptoms 
regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 


Case  report 


Primary  oat  cell  carcinoma  of  the  larynx 


Stephen  A.  Lorenz,  III,  MD 
Sebastian  Arena,  MD 


A 59-year-old  black  male  was  re- 
ferred to  us  with  a chief  com- 
plaint of  hoarseness.  He  said  he  had 
smoked  two  packs  of  cigarettes  a day 
for  forty  years.  Otolaryngologic  exam- 
ination revealed  a fleshy  lesion  involv- 
ing the  free  margin  of  the  left  vocal 
cord  with  subglottic  extension  of  ap- 
proximately 5mm.  The  vocal  cords 
were  mobile.  There  were  no  palpable 
nodes  in  the  neck.  The  patient  under- 
went direct  laryngoscopy  and  biopsy. 
Pathologic  diagnosis  was  that  of  small 
cell  carcinoma  of  the  larynx,  oat  cell 
type. 

Pre-operative  evaluation  included 
the  following:  a thyroid  scan  which  re- 
vealed suppression  of  the  left  thyroid 
lobe;  esophagram  which  was  normal; 
and  a chest  X-ray  which  revealed  a few 
linear  densities  in  the  left  mid-lung 
field.  Tomograms  of  the  area  were 
within  normal  limits.  Chest  surgeons 
felt  that  the  lungs  were  free  of  disease. 
The  patient  also  underwent  direct 
laryngoscopy,  bronchoscopy,  and 
esophagoscopy.  The  bronchial  wash- 
ings were  class  III  and  class  IV, 
suggestive  of  small  cell  carcinoma.  A 


Dr.  Lorenz,  Pittsburgh,  is  a specialist  in 
otolaryngology  and  maxillo-facial 
surgery.  He  is  deputy  chief  of  the  divi- 
sion of  ophthalmology  and  otolaryn- 
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Arena  is  division  chief.  They  share  a 
private  practice. 
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liver  scan  was  negative;  a bone  scan 
was  performed  and  revealed  "hot” 
areas  in  the  right  fifth  and  sixth  ribs 
and  the  right  tibial  plateau,  indicating 
inflammation.  Tomography  of  the 
larynx  revealed  obliteration  of  the  left 
ventricle,  and  swelling  of  the  subglot- 
tic area  on  the  left  side. 

Treatment 

The  patient  underwent  a total 
laryngectomy,  three-quarter  thy- 
roidectomy, and  a left  radical  neck 
dissection  with  extension  in  the  sub- 
sternal  area.  Postoperatively  he  did 
well;  he  developed  a small  chyle  fis- 
tula which  was  closed  under  local 
anesthesia.  Pathologic  diagnosis  re- 
vealed undifferentiated  small  cell  car- 
cinoma of  the  oat  cell  type,  metastatic 
to  2 of  29  lymph  nodes,  as  shown  in 
Figures  1,  2,  and  3.  The  nodal  in- 
volvement was  limited  to  the  left 
para  tracheal  nodes. 

Discussion 

Oloffsson  and  van  Nostrand1  were 
the  first  to  report  a case  of  primary  oat 
cell  carcinoma  of  the  larynx.  They  re- 
ported on  a 72-year-old  white  female 
whose  lesion  was  subglottic.  Treat- 
ment was  combined  in  the  form  of 
1,140  rads  given  24  hours  pre- 
operatively  followed  by  a total 
laryngectomy,  left  neck  dissection, 
and  thyroidectomy.  The  patient  was 
reported  alive  and  free  of  disease 
years  post-operatively. 

Gelot,  Rhee,  and  Lapidot2  reported  a 
case  of  a 68-year-old  white  female 


smoker  with  infraglottic  oat  cell  car- 
cinoma. This  patient  died  several 
months  after  diagnosis.  The  treatment 
was  partial  laryngectomy  and  excision 
of  neck  mass.  The  neck  mass  recurred 
and  the  patient  then  received  pallia- 
tive radiation  therapy.  Ferlito3  also 
reported  a case  of  a 67-year-old  white 
male  smoker  who  had  an  anaplastic 
small  cell  carcinoma  of  the  larynx. 

Benisch,  et  al*  in  1975  reported  a 
case  of  a 64-year-old  black  male 
smoker  with  oat  cell  carcinoma  of  the 
larynx  who  underwent  pre-operative 
radiation  therapy  followed  by  a radi- 
cal neck  dissection  and  laryngectomy. 


Figure  1.  Submucosal  small  cell  car- 
cinoma of  oat  cell  type.  H & E stain. 
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This  patient  died  five  months  later 
with  chest  wall  metastasis. 

Epidemicologically,  all  these  pa- 
tients were  heavy  smokers  in  the  fifth 
and  sixth  decades  of  their  lives.  Al- 
though there  are  only  a few  reported 
cases,  sex  and  race  distribution  seems 
to  be  equal. 

There  also  have  been  a few  case  re- 


ports of  primary  oat  cell  carcinoma  of 
the  trachea  but  this  entity  is  ex- 
tremely rare. 5,6,7  Only  eight  cases  of 
primary  oat  cell  carcinoma  of  the 
trachea  have  been  reported  through 
1973.  Other  areas  of  the  head  and  neck 
also  have  been  the  site  of  oat  cell  car- 
cinoma, including  the  ethmoids,  the 
maxillary  antra,  the  palate,  and  the 


tonsil.8,9,10  Of  course,  the  predominant 
site  of  oat  cell  carcinoma  is  in  the  dis- 
tal bronchial  tree. 

Pathologically,  the  oat  cell  car- 
cinoma appears  to  have  its  origin  be- 
neath the  columnar  layers  in  the  re- 
serve cells.11,12,13  Other  studies  indi- 
cate that  the  pathology  is  very  similar 
to  that  of  carcinoid  tumors;14  although 
only  a minority  of  the  oat  cell  car- 
cinomas are  hormonely  active,  it  is 
suggested  that  the  origin  is  from  a 
common  cell  derivative. 

The  biologic  behavior  of  this  lesion 
appears  to  be  early  and  aggressive 
local  lymph  node  spread,  with  slightly 
delayed  blood  bom  metastasis.  In  gen- 
eral, a very  poor  prognosis  is  given. 
Treatment  should  be  very  aggressive. 
Optimum  treatment  should  include  a 
wide  field  total  laryngectomy  with  a 
classical  radical  neck  dissection,  and 
substemal  and  paratracheal  node  dis- 
section. Radiation  therapy  may  or 
may  not  have  a part  in  the  treatment 
of  this  disease.  As  the  number  of  re- 
ported cases  increases,  and  the  mo- 
dality of  therapy  is  evaluated,  an  op- 
timum combination  of  treatment 
should  be  decided  upon.  □ 
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V-Cillin  K® 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 
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Product  oi  cost  and  quality  controls 


Peer  review  and  protective  laws  in  Pennsylvania 


Alice  G.  Gosfield,  J.D. 
Gregory  G.  Gosfield 


With  the  increasing  demands  for 
cost  control  and  quality  assur- 
ance in  the  medical  marketplace,  leg- 
islatures have  recognized  the  neces- 
sity and  justification  for  professional 
self-regulation.  At  the  same  time,  they 
have  recognized  the  need  for  open, 
critical  deliberations  if  the  processes 
of  self-regulation  sire  to  achieve  mean- 
ingful results.  It  is  these  needs  and 
requirements  that  instigate  peer  re- 
view protection  acts. 

At  least  45  states  now  have  some 
form  of  peer  review  protection  legisla- 
tion. Such  an  act  passed  in  Pennsylva- 
nia in  1974. 1 The  federal  law  estab- 
lishing the  PSRO  program  provides 
peer  review  protection  for  PSRO  ac- 
tivities only.2  It  is  important  to  note, 
however,  that  at  this  writing  there  are 
no  reported  cases  under  the  PSRO 
statute,  and  only  three  reported  cases 
under  the  Pennsylvania  law.  These 
cases  provide  conflicting  interpreta- 
tions, and  raise  questions  about  the 
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meaning  of  these  laws.  This  article 
discusses  the  impact  and  potential  in- 
teractions of  the  federal  and  state 
laws.  The  examples  used  are  hypothet- 
ical illustrations. 

Types  of  protection 

Pennsylvania  and  federal  laws  pro- 
vide two  kinds  of  protection  to  profes- 
sional health  care  providers:  privi- 
leges and  immunities.  These  are  not 
absolute  protections;  their  applicabil- 
ity is  contingent  upon  certain  cir- 
cumstances. Privileges  ordinarily  pro- 
tect transactions  of  a peer  review  en- 
tity from  disclosure  either  in  the  dis- 
covery process  leading  to  a civil  law- 
suit, or  as  evidence  in  a courtroom.  For 
example,  on$  reported  case  under  the 
privilege  provision  of  the  Pennsylva- 
nia Peer  Review  Protection  Act  held 
that  a hospital  committee  reviewing  a 
surgeon’s  competence  did  not  have  to 
surrender  its  minutes  and  other  in- 
formation to  a patient  who  was  suing 
the  surgeon  for  malpractice,  alleging 
his  incompetence.3 

Immunities  protect  peer  review  par- 
ticipants (i.e.,  members  of  committees, 
committee  employees,  professional 
advisors,  and  witnesses)  from  civil  or 
criminal  suits  that  might  arise  from 
participation  in  peer  review  activities. 
Example  1:  Under  the  Pennsyl- 
vania law,  the  chief  of  a hospital 
department  who  is  acting  under 
committee  authority  recommends 
that  a staff  member  be  dismissed 


for  incompetence.  He  would  not  be 
liable  to  that  staff  member  for 
defamation. 

Example 2:  Under  federal  law,  the 
chairman  of  a PSRO  committee 
recommends  that  a physician  be 
expelled  from  the  Medicare  and 
Medicaid  program  for  consis- 
tently failing  to  adhere  to  PSRO 
norms.  The  chairman  would  not 
be  liable  to  that  physician  for  def- 
amation. 

Entities  protected 

The  Pennsylvania  statute  provides 
confidentiality  for  the  proper  ac- 
tivities of  "review  committees”  when, 
in  the  course  of  litigation,  those  com- 
mittees are  asked  to  disclose  protected 
information.  Unfortunately,  "review 
committees”  are  not  defined.  By  infer- 
ence from  the  other  definitions  pro- 
vided, one  concludes  that  a review 
committee  must  be  a committee  of  a 
"review  organization”  meaning  "any 
committee  engaging  in  peer  review,” 
including  but  apparently  not  limited 
to  15  generically  characterized  com- 
mittees of  professional  societies,  hos- 
pitals, nursing  homes,  convalescent 
homes  or  other  health  care  facilities, 
health  insurance  review  committees, 
and  health  maintenance  organization 
review  committees. 

"Peer  review,”  the  activity  which 
qualifies  a committee  for  protection,  is 
the  "procedure  for  evaluation  by  pro- 
fessional health  care  providers  of  the 
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quality  and  efficiency  of  services  or- 
dered or  performed  by  other  profes- 
sional health  care  providers,”  includ- 
ing but  not  limited  to  seven  different 
kinds  of  peer  review  such  as  medical 
audit,  utilization  review,  claims  re- 
view, and  compliance  with  standards. 

Further  inference  from  the  defi- 
nitions indicates  that  the  peer  review 
process  involves  "professional  health 
care  providers,”  including,  but  again 
not  limited  to,  11  different  types  of 
physician  and  non-physician  prac- 
titioners, as  well  as  health  care  facility 
administrators,  and  organizations 
operating  health  care  facilities. 

Ostensibly,  the  definitions  are  in- 
tended to  be  expansive.  However,  the 
lower  Pennsylvania  courts  are  in  some 
conflict  about  the  applications  and 
breadth  of  the  privileges’  protections. 
One  court  has  applied  the  provision  to 
protect  only  utilization  review  com- 
mittee transactions  but  not  those  of 
the  executive  committee  or  joint  con- 
ference committee.4  Yet  a different 
lower  court  held  that  an  administrator 
was  protected  from  divulging  any 
complaint  information  about  a 
defendant-physician.5  There,  the 
court  did  not  attempt  to  analyze 
whether  the  information  was  related 
to  peer  review  activity,  nor  whether 
the  administrator  was  among  the  class 
of  protected  persons.  Because  of  this 
conflict,  it  is  hard  to  predict  the  ulti- 
mate interpretation  of  the  law  by  a 
higher  court.  The  three  relevant  cases 


so  far  do  not  demonstrate  a close  read- 
ing of  the  statute. 

The  federal  law  does  not  provide  the 
same  kinds  of  privileges  as  the  Penn- 
sylvania statute.  The  PSRO  statute 
requires  a PSRO  to  hold  in  confidence 
any  data  or  information  acquired  in 
the  exercise  of  its  duties  and  functions. 
The  law  prohibits  disclosure  "to  any 
person”  except  as  is  necessary  to  carry 
out  the  purposes  of  the  PSRO  law  or  in 
accordance  with  regulations  issued  by 
the  secretary  of  HEW.  The  provision 
applies  only  to  information  acquired 
by  a PSRO  itself,  although  any  person 
disclosing  that  information  improp- 
erly may  be  fined  up  to  $1,000  and/or 
imprisoned  for  up  to  six  months.  No 
one  has  been  penalized  yet  under  this 
provision. 

The  limits  of  the  prohibition  will  be 
defined  by  the  HEW  secretary’s  regu- 
lations which  at  this  writing  have 
been  issued  only  in  proposed  form6  and 
are  discussed  more  fully  later  in  this 
article.  As  proposed,  the  regulations 
will  allow  divulgence  of  more  informa- 
tion than  the  Pennsylvania  statute 
would  permit. 

Given  the  more  protective  nature  of 
the  Pennsylvania  statute,  there  might 
be  situations  in  which  it  would  be  ad- 
vantageous to  argue  that  a PSRO  is  a 
protected  "review  committee”  for  pur- 
poses of  state  law.  Unfortunately, 
there  is  some  question  as  to  whether 
an  independently  incorporated  entity 
such  as  a PSRO  can  be  considered  a 


"committee.”  There  would  be  no  tech- 
nical problem  in  qualifying  a PSRO’s 
committees  under  the  Pennsylvania 
statute;  however,  in  federal  matters, 
such  as  PSRO  related  problems,  fed- 
eral law  ordinarily  pre-empts  state 
law.  This  does  not  raise  special 
problems  except  at  the  most  localized 
level  of  PSRO  review:  the  hospital 
committee.  If  a patient  sought  infor- 
mation from  a hospital  committee  per- 
forming delegated  review  under  the 
PSRO  program,  though  the  Pennsyl- 
vania statute  might  protect  the  infor- 
mation, the  patient  might  be  able  to 
obtain  much  of  the  same  data  from  the 
PSRO. 

The  difference  in  approach  to  privi- 
leges offered  by  each  statute  is  a re- 
flection of  the  differing  entities  pro- 
tected. PSROs  exist  solely  by  virtue  of 
federal  law,  are  financed  predomi- 
nantly by  public  money,  and  review 
expenditure  of  public  money.  Con- 
sequently, they  are  held  to  standards 
of  public  accountability.  The  peer  re- 
view entities  primarily  covered  by  the 
Pennsylvania  statute  ordinarily  have 
been  considered  private  bodies  whose 
activities,  under  law,  need  not  be  dis- 
closed, except  as  required  in  a lawsuit. 
Prior  to  the  existence  of  the  Peer  Re- 
view Protection  Act,  the  types  of  mate- 
rials now  protected  might  easily  have 
been  obtained  in  litigation.  They  are 
now  protected  even  from  disclosure  in 
the  course  of  litigation.  Despite  the 
common  goal  of  fostering  full  and 
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frank  peer  review  deliberations,  the 
two  statutes  create  different  effects. 

What  is  protected 

The  Pennsylvania  confidentiality 
protection  extends  to  "proceedings  and 
records”  of  review  committees,  includ- 
ing testimony  before  committees. 
Neither  the  law  itself  nor  court  in- 
terpretation have  defined  conclusively 
"proceedings  and  records.”  It  would 
seem  reasonable  to  assume  that  pro- 
ceedings and  records  include  all  mat- 
ter submitted  to  protected  committees, 
such  as  applications  for  staff  privi- 
leges, surgical  case  notes,  and  inter- 
committee  recommendations. 

While  the  state  law  protects  pro- 
ceedings and  records  of  various  review 
committees,  it  does  not  protect  every- 
thing coming  within  a committee’s 
purview.  Information  submitted  to  a 
committee  which  can  be  obtained  from 
the  original  source  is  not  protected  by 
the  confidentiality  requirement. 
Example  3:  A surgeon  applying 
for  staff  privileges  at  a hospital 
submits  a written  application  to 
the  credentials  committee.  A 
former  patient  of  the  surgeon  who 
is  suing  him  for  malpractice  could 
not  get  the  written  application, 
but  could  obtain  directly  from  the 
surgeon  the  information  he 
supplied  on  the  application. 
Example  4:  A patient  disputes  a 
physician’s  bill  and  brings  his 
grievance  before  the  county  medi- 
cal society  grievance  committee. 

In  the  course  of  its  review  of  the 
case,  the  committee  considers  the 
physician’s  fee  schedule  as  stated 
in  his  computerized  profile  com- 
piled by  the  Medicare  Part  B car- 
rier. In  a subsequent  collection  ac- 
tion by  the  physician  against  the 
patient,  the  patient  counter- 
claims against  the  physician  for 
breach  of  contract,  claiming  the 
fee  was  higher  than  that  initially 
agreed  upon.  In  that  action,  the 
patient  could  not  get  the  griev- 
ance committee  records,  but  the 
state  law  would  not  protect  the 
Medicare  carrier’s  fee  schedule. 
Similarly,  any  witness  before  a 
committee,  or  a committee  member,  is 
not  protected  from  testifying  "as  to 
matters  within  his  knowledge,”  but  he 
cannot  be  asked  about  his  testimony 
before  the  committee,  nor  opinions 


formed  by  him  as  a result  of  the  com- 
mittee’s hearings.  It  should  be  noted  in 
addition,  however,  that  a witness  may 
not  be  compelled  to  testify  about  or 
produce  protected  materials,  nor  is  he 
permitted  to  disclose  protected  infor- 
mation, even  when  it  might  be  advan- 
tageous. 

Example  5:  A patient  sues  a 
physician  for  malpractice.  Previ- 
ously the  case  was  reviewed  by 
the  utilization  review  committee. 
The  review  completely  exoner- 
ated the  physician.  The  physician 
cannot  testify  about  the  exonera- 
tion nor  produce  information 
forming  the  basis  of  the  decision. 
Consequently,  analysis  shows  that  de- 
liberations of  committees,  and  records 
of  deliberations  are  completely  pro- 
tected; information  submitted  to  a 
committee  which  forms  the  basis  for 


The  federal  law  does  not  pro- 
vide the  same  kinds  of  privi- 
leges as  the  Pennsylvania 
statute. 
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deliberations  is  only  partially  pro- 
tected. In  this  way,  the  device  of  sub- 
mitting material  to  a committee  in 
order  to  obtain  the  confidentiality  pro- 
tection will  not  succeed  where  that  in- 
formation can  be  obtained  elsewhere. 

Proceedings  and  records  of  the 
committee  which  contain  material 
that  cannot  be  obtained  elsewhere  are 
completely  protected;  however,  com- 
pliance with  an  additional  standard  is 
necessary.  The  proceedings  and 
records  protected  must  be  those  which 
are  the  source  of  the  litigation. 
Example  6:  A physician  is  under 
review  by  the  credentials  commit- 
tee for  his  required  periodic  reap- 
pointment to  the  medical  staff. 
During  the  review,  one  of  his  col- 
leagues defames  him.  Later,  at  a 
joint  conference  committee  meet- 
ing unrelated  to  the  reappoint- 


ment, the  same  colleague  tells  the 
committee  he  hates  the  physician. 
Although  the  defamed  physician 
could  not  obtain  information 
about  the  credentials  committee 
because  it  is  the  source  of  the  def- 
amation, he  could  obtain  the  con- 
ference committee  records,  since 
they  are  unrelated  to  the  defama- 
tion suit. 

Example  6 also  is  related  to  a fur- 
ther qualification  for  the  protection: 
the  litigation  for  which  the  pro- 
ceedings, records,  or  other  testimony 
is  sought  must  "arise  out  of  the  mat- 
ters which  are  the  subject  of  evalua- 
tion and  review  by  the  committee.” 
The  law  does  not  specify  how  the  sub- 
ject matter  of  the  review  will  be  de- 
fined or  limited.  One  standard  the 
courts  will  likely  turn  to  is  the  bylaws 
of  the  hospital  (or  other  committee 
parent  entity,  i.e.,  medical  society, 
HMO)  specifying  the  duties  of  the 
committee.  Also  relevant  to  this  de- 
termination would  be  the  customary 
duties  and  authority  of  the  committee 
which  might  not  be  detailed  in  the 
bylaws,  but  would  be  well  accepted  as 
appropriate  to  the  committee. 
Example  7:  A patient  sues  a 
physician  for  malpractice,  alleg- 
ing negligence  and  failure  to  meet 
appropriate  practice  standards. 
Previously  the  utilization  review 
committee  determined  that  the 
physician  had  not  met  appropri- 
ate standards  of  care.  The  patient 
cannot  obtain  the  proceedings, 
records  or  deliberations  of  the 
committee.  He  might  not  be  able 
to  obtain  even  the  fact  of  the 
committee’s  determination. 

But  the  following  example  demon- 
strates where  materials  can  be  ob- 
tained because  they  do  not  arise  out  of 
the  subject  matter  of  review. 
Example  8:  A hospital  staff 
member  is  being  considered  for 
reappointment.  In  the  course  of 
review  a committee  member 
charges  that  his  colleague  cheats 
on  his  wife  and  fails  to  pay  his 
bills  on  time.  The  staff  member 
under  review  sues  the  committee 
member  for  defamation.  If  the  de- 
famed physician  shows  that  the 
personal  information  submitted  is 
not  appropriate  to  a review  for 
reappointment,  he  will  be  able  to 

continued  on  page  49 
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n Edema  or  Hypertension*  when 
lotassium  balance  is  a concern... 

*otassium-Sparin3 

DYAZIDE 

ch  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
d 25  mg.  of  hydrochlorothiazide. 

takes  Sense 

i Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
Iditive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

i Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
amterene  component  limits  potassium  loss. 

>rum  K+  and  BUN  should  be  checked  periodically 

irticularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
nal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
iazide  alone. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K+  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults.  i 

Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop  I 

nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting  j 

excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  retention  and  , 

elevated  serum  K + . Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been  | 

reported  in  patients  receiving  triamterene,  and  > 

leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred  i; 

with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  ! 

Unit  Packages  of  100  (intended  for  institutional  use 
only). 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


DESCRIPTION:  Methyltestosterone  is  17P-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone Is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3.  Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  ol  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  ot  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric. 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  1 0 to  40  mg.  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency.  10  to  40  mg., 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  R.  B 
Greenblatt,  M.D  R Witherington,  M.D.:I  B Sipahioglu. 
M D Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976 
SUPPLIED:  5,  10,  25  mg  in  bottles  of  60,  250  Rx  only 


Methyltestosterone  U.S.P  Tablets 

A well  absorbed  oral  androgen. 

Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric/eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 
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obtain  the  records  and  deliber- 
ations which  document  the  defa- 
mation. 

Unlike  the  Pennsylvania  statute, 
the  PSRO  statute  does  not  specifically 
mention  "proceedings  and  records”  of 
PSROs  as  prohibited  from  disclosure. 
Instead  the  prohibition  in  the  statute 
applies  to  "data  or  information  ac- 
quired.” Proposed  regulations  expand 
this  notion  to  include  data  and  infor- 
mation generated  by  the  PSRO  as  well 
as  data  and  information  obtained  by  it 
from  other  sources. 

The  proposed  regulations  establish 
two  categories  of  information:  "confi- 
dential” and  "non-confidential.”  Con- 
fidential information  is:  that  which 
identifies  an  individual;  sanction  re- 
ports and  recommendations;  Medical 
Care  Evaluation  (MCE)  study  infor- 
mation which  identifies  patients, 
practitioners  or  institutions;  PSRO  de- 
liberations; and  any  other  PSRO  in- 
formation which  contains  the  preced- 
ing four  categories  of  information. 

Although  under  the  proposal  this  in- 
formation must  be  held  confidential,  it 
can  be  disclosed  under  certain  cir- 
cumstances. Patient-identified  infor- 
mation can  be  disclosed  to  the  patient 
himself.  Practitioner-identified  in- 
formation can  be  disclosed  to  the  prac- 
titioner. Under  certain  circumstances, 
claims  payment  agencies,  investiga- 
tive and  prosecutional  agencies, 
licensing  bodies,  state  and  local  public 
health  officials,  medical  review 
boards,  researchers  or  statistical 
agencies,  and  the  General  Accounting 
: Office  can  obtain  otherwise  confiden- 
tial information. 

Nonconfidential  information — such 
as  norms,  criteria  and  standards  used 
in  review,  statistical  information,  non 
identifiable  Medical  Care  Evaluation 
(MCE)  studies,  and  other  institution- 
identified  data — can  be  obtained  rela- 
tively easily.  Furthermore,  HEW  has 
specifically  requested  comments  on  a 
proposal  to  give  PSROs  discretionary 
authority  to  "disclose  information 
identifying  practitioners  and  provid- 
ers but  not  patients,  concerning  pat- 
terns of  practice  and  medical  care 
evaluation  studies.” 

Finally,  because  of  the  public  nature 
of  the  PSRO  program,  there  may  be 
situations  in  which  the  two  statutes 
will  conflict. 


Example  9:  A patient  sues  a 
physician  for  malpractice,  alleg- 
ing negligence  and  failure  to  meet 
appropriate  practice  standards.  A 
utilization  review  committee  per- 
forming delegated  review  under 
the  PSRO  program  has  deter- 
mined that  the  physician  has 
failed  to  meet  appropriate  stan- 
dards. The  Pennsylvania  act 
would  shield  from  discovery  the 
deliberations  of  the  committee,  its 
findings,  and  the  standards  it 
applied.  But  the  patient  could  get 
from  the  PSRO  the  norms, 
criteria,  and  standards  applicable 
in  his  case;  the  average  length- 
of-stay  for  his  diagnosis,  both  in 
the  hospital  in  which  he  received 
his  care  and  throughout  the  PSRO 
area;  and  the  rate  of  PSRO  ap- 
proval or  disapproval  of  the 
utilization  review  committee’s  ac- 
tions. 

Although  the  Pennsylvania  law 
does  allow  a litigant  to  obtain  infor- 
mation from  an  original,  external 


Peer  review  no  longer  is  a 
strictly  voluntary  venture. 

9 


source,  without  the  existence  of  the 
PSRO  program  there  would  not  be  any 
external  source  for  the  data  sought  in 
Example  9.  A litigant  will  seek  to  use 
the  more  permissive  PSRO  standards 
to  obtain  relevant  information.  In 
addition,  since  PSRO  disclosure  can  be 
obtained  outside  the  bounds  of  a law- 
suit, a potential  litigant  also  can  look 
to  the  PSRO  program  as  an  informa- 
tion source  about  health  care  delivery 
within  the  relevant  PSRO  area. 

Lawsuit  immunity 

In  contrast  with  privileges  which 
merely  prevent  disclosure  of  informa- 
tion in  the  course  of  a lawsuit,  im- 
munities preclude  liability,  and 
thereby  can  prevent  the  lawsuit.  Both 
the  Pennsylvania  and  PSRO  statutes 
provide  immunity  from  suit  to  review- 


ers and  those  assisting  them,  as  long 
as  they  are  performing  properly  their 
review  related  responsibilities.  Like 
the  privileges,  however,  the  immu- 
nities are  not  absolute.  To  be  immune, 
actions  of  the  review  participants 
must  meet  certain  standards.  The  lan- 
guage in  both  statutes  is  the  same.  In 
both,  different  standards  are  imposed 
on  review  organization  members,  em- 
ployees, and  professional  advisors,  as 
distinguished  from  witnesses  before 
and  informants  to  review  bodies. 

Members,  employees,  and  profes- 
sional advisors  generally  are  immune 
to  civil  and  criminal  suits  based  on 
their  performance  of  any  duty,  func- 
tion, or  activity  authorized  or  required 
of  the  review  organization.  For  the 
protection  to  apply,  however,  the  par- 
ticipant must  have  acted  with  "due 
care.”  Neither  statute  states  the  stan- 
dard for  "due  care.”  For  example,  it  is 
unclear  if  the  participant  must  act 
with  what  he  believes  is  due  care  (a 
subjective  standard),  or  whether  he 
must  act  as  any  reasonable  man  in  the 
same  circumstances  (an  objective 
standard).  The  subjective  standard 
would  be  more  permissive. 

In  addition,  the  noninformant  par- 
ticipant will  lose  protection  if  his  ac- 
tions to  create  liability  are  motivated 
by  malice.  The  malice  standard  al- 
ways is  a difficult  one  to  apply  because 
it  involves  proof  of  the  state  of  mind  of 
the  actor.  In  Pennsylvania,  malice  has 
been  recognized  to  mean  motivation 
by:  ill  will,  an  unjust  cause,  no  just 
cause,  and  willful  recklessness.  Fur- 
thermore, it  is  unclear  how  much  mal- 
ice is  necessary  to  cut  off  immunity 
protection. 

Example  10:  A physician  par- 
ticipating in  review  of  a surgeon 
colleague  performs  his  review  re- 
sponsibilities properly,  with  due 
care.  But  the  reviewer  harbors  a 
longstanding  dislike  for  his  col- 
league, dating  back  to  their  days 
in  medical  school.  As  a result  of 
the  committee  review,  the  sur- 
geon’s operating  privileges  are 
curtailed,  and  he  sues  the  re- 
viewer and  others,  alleging  busi- 
ness interference  and  loss  of  in- 
come. In  order  to  avoid  the  immu- 
nity, he  also  alleges  malice  on  the 
part  of  his  colleague. 

Neither  statute  provides  guidance 
on  whether  the  reviewer  could  main- 
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TABLETS:  500  mg,  250  mg,  and  125  mg 


tain  immunity.  A cautious  review  par- 
ticipant would  be  prudent  to  disqual- 
ify himself  if  the  person  under  review 
was  known  to  be  litigious  and  to  bear 
animosity  toward  this  reviewer.  How- 
ever, it  would  seem  unfair  and  unjusti- 
fiable for  him  to  lose  immunity  solely 
because  of  the  existence  of  ill  will.  The 
statutes  do  indicate  that  the  criteria 
for  reviewers’  immunity  are:  activity 
proper  to  the  functions  and  duties  of 
the  review  organization;  due  care  in 
performance;  and  absence  of  malice. 

A witness  or  informant  to  a review 
committee/PSRO  need  not  meet  the 
"due  care”  standard  in  order  to  be  im- 
mune. Whether  or  not  he  is  motivated 
by  malice  also  is  irrelevant  to  the  ap- 
plication of  immunity.  An  information 
giver  is  immune  from  civil  and  crimi- 
nal liability  for  providing  information 
to  a review  organization,  unless  the 
information  provided  is  unrelated  to 
the  performance  of  the  duties  and 
functions  of  the  review  organization. 
Example  11:  A tissue  committee 
reviewing  a case  of  questionable 
surgery  receives  information  that 
the  surgeon  was  drunk  when  he 
operated.  The  surgeon  sues  the  in- 
formant for  defamation.  The  in- 
formant would  not  be  immune 
from  suit  if  the  surgeon  can  show 
that  the  question  of  his  drunken- 
ness was  outside  the  scope  of  the 
committee’s  review  of  the  neces- 
sity of  surgery. 

A committee  informant  will  lose  his 
immunity  not  only  if  his  information 
is  irrelevant  to  the  work  of  the  review 
organization,  but  also  if  his  informa- 
tion is  false,  and  he  knew  it  was  false 
or  had  reason  to  believe  it  was  false. 
Example  12:  A credentials  com- 
mittee reviewing  a surgeon’s  ap- 
plication for  staff  privileges  prop- 
erly considers  the  competence  and 
ethics  of  the  surgeon.  An  infor- 
mant tells  the  committee  that  he 
knows  of  an  instance  where  the 
surgeon  was  drunk  when  he  oper- 
ated, but  the  informant  is  lying. 
The  informant  could  be  sued  for 
defamation. 

The  criteria  for  immunity  of  infor- 
mants and  witnesses  are,  then:  the 
relevance  of  the  information  submit- 
ted to  the  scope  of  review,  and  the  ve- 
racity of  the  information  submitted 
and  the  informant’s  knowledge  of  that 
veracity. 


Conclusion 

Peer  review  traditionally  has  been 
an  activity  conducted  on  a voluntary 
basis  by  professional  equals  seeking  to 
uphold  professional  standards.  When 
public  monies  began  to  buy  a greater 
share  of  the  services  available  in  the 
medical  marketplace,  public  policy 
demanded  increased  accountability 
from  the  professionals  whose  services 
were  bought.  Peer  review  no  longer  is 
a strictly  voluntary  venture;  nor  are 
peer  review  activities  conducted  solely 
by  professional  equals.  Non-medical 
professionals  as  well  as  lay  people  are 
included  in  these  government 
sanctioned,  essentially  self-regulatory 
processes.  Peer  review  protection  acts 
are  a reflection  of  the  public’s  need  for 
better  control  and  quality  assurance. 
The  protection,  when  applied,  extends 
to  all  peer  review  participants,  not  just 
physician  peers.  The  theory  behind 
these  laws  is  that  by  shielding  peer 
reviewers  from  legal  reprisals  for  their 
activities,  they  will  be  more  likely  to 
perform  in  a critical  and  accountable 
manner.  The  Pennsylvania  Peer  Re- 
view Protection  Act  reflects  these  pub- 
lic policy  demands. 

At  the  same  time,  however,  the 
PSRO  program  presents  a competing 
system.  Seeking  to  encourage  active 
professional  standards  review,  the  law 
provides  confidentiality  privileges  as 
well  as  immunities  to  PSRO  partici- 
pants. But  the  law  also  reflects  com- 
peting public  policy  demands  for  pub- 
lic accountability  by  allowing  the 
HEW  secretary  to  establish  regula- 
tions which  reflect  interests  of  all 
PSRO  system  participants — pro- 
viders, practitioners,  patients,  and  the 
public. 

The  interaction  of  both  statutes  can 
be  troublesome  in  individual  situ- 
ations. Taken  together,  the  statutes 
indicate  the  great  importance  now 
placed  on  improved  peer  review  re- 
sults. □ 

1. /Pa.  Stat.  Ann.  tit.  63,  §425.1 — ,4(Purdon 

Supp.  1978),  as  amended  by  Pa.  H.B. 
2067  (1978). 

2. /42  U.S.C.  §1320c-16,  and  §1320c-17  (a) 
and  (b). 

3 . /Schwartz  v.  Tri-County  Hospital,  74  D & 
C 2nd.  52  (Phila.  County  C.P.  1975). 

4.  /Holliday  v.  Klimowski,  75  D.  & C.  2nd. 
408  (Washington  County,  C.P.  1976). 

5 JBandes  v.  Klimowski,  3 D.  & C.  3d  11 
(Fayette  County  C.P.  1977). 

6./44  Federal  Register  3058  (January  15, 
1979). 

Pennsylvania  Medicine,  June  1979 


Angina 

freedom 

fighter... 


ft 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cardllate'  (erythrltyl  tetranltrata) 

! INDICATIONS  For  the  prophylaxis  and  long-term  treatment  ot  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  In  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

FIOW  SUPPLIED:  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5.  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1,000 

Also  available  Cardilate®-P  (Erythrityl  Tetramtrate  with  Phenobarbital)*  Tablets 
(Scored) 

(•Warning — may  be  habit-forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


Cerebro-Nicin 
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functioning 
in  the 
sunset 
years 


Treat  the  symptoms  in 
the  geriatric  patient 

apathy 
irritability 
forgetfulness 
confusion 


CAPSULES 


A gentle  cerebral  stimulant  _ 
and  vasodilator  for  the 


geriatric  patient 


Each  CEREBRO-NICIN*  capsule 


contains: 

Pentylenetetrazole  100  mg. 

Nicotinic  Acid 100  mg 

Ascorbic  Acid 100  mg 

Thiamine  HCL  25  mg 

l-Glutamic  Acid 50  mg 

Niacinamide 5 mg. 

Riboflavin 2 mg, 

Pyridoxine  HCL 3 mg. 


AVAILABLE:  Bottles  100,  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription 
Keep  out  of  reach  of  children. 


new  members 


BERKS  COUNTY: 

Barry  Kniazer,  MD,  Obstetrics/Gynecology.  1517  Hill  Rd  . Apt  5K,  Reading  19602 

BLAIR  COUNTY: 

Salee  L.  Hoffman,  MD.  Internal  Medicine,  616  32nd  St.,  Altoona  16602 

BUCKS  COUNTY: 

Joseph  A Calderazzo,  MD,  Pediatrics,  258  Osborne  Ave  , Mornsville  19067 

CHESTER  COUNTY: 

Matthew  B Naegle,  MD,  Internal  Medicine,  Tinkerhill  Rd  , RD  #2,  Phoemxville 
19460 

DAUPHIN  COUNTY: 

James  J Richter,  MD,  Anesthesiology,  M S Hershey  Med  Ctr , Hershey  17033 
Alan  E Storch,  MD.  Radiology,  M S Hershey  Med  Ctr . Hershey  17033 

FAYETTE  COUNTY: 

Leopold  Bobak,  MD,  Internal  Medicine,  125  Simpson  Rd.,  Brownsville  15417 

LEBANON  COUNTY: 

Ricke  L.  Spotts,  MD,  Family  Practice.  1824  Plaza  Apts.,  Lebanon  17042 

McKEAN  COUNTY: 

Dilbagh  Singh,  MD,  Family  Practice.  116-156  Interstate  Pkwy  , Bradford  16701 

MONROE  COUNTY: 

John  P Tinsley.  MD,  Pathology,  1404  Spring  Ln  . East  Stroudsburg  18301 

NORTHAMPTON  COUNTY: 

Arthur  J Lunsk,  MD.  Obstetrics/Gynecology.  800  Ostrum  St.,  Bethlehem  18015 
James  J Boylan,  MD,  Internal  Medicine,  800  Ostrum  St.,  Bethlehem  18015 
Wesley  P Kozinn,  MD,  Internal  Medicine,  929  Powder  Mill  Rd  , Bethlehem  18017 
Douglas  R Stutzman,  DO,  Internal  Medicine,  130  N.  West  St.,  Allentown  18102 

NORTHUMBERLAND  COUNTY 

Joseph  F Bacak,  MD.  Internal  Medicine,  800  Ostrom  St.,  Bethlehem  18017 
Laurence  H Blackburn,  Jr . MD,  56  Woodcrest  Ln  , Doylestown  18901 
Hiram  T Dale,  Jr . MD,  Internal  Medicine,  St.  Luke’s  Hosp  , Card.  Unit.  Bethlehem 
18015 

Theodore  L,  Hetrick,  Jr . MD,  Family  Practice,  R D.  #1,  Beavertown  17813 
Anthony  F Moscato,  MD,  Internal  Medicine,  2529  Northampton  St.,  Easton  18042 
Ardeshir  T Tamboli,  MD,  Pediatrics.  50  N Maple  St.,  Mt  Carmel  17851 

PHILADELPHIA  COUNTY: 

Susan  B Giesecke,  MD,  Radiology,  4000  Gypsy  Ln  , #232.  Philadelphia  19144 
Bradford  Schwartz.  MD,  Urology,  Naval  Reg  Med  Ctr , Urology  Dept  . Philadelphia 
19145 

Albert  L Bundy,  MD,  Radiology,  #212,  2201  Penna  Ave  . Philadelphia  19130 
Byoung  S Cho,  MD,  Physical  Medicine  & Rehabilitation,  8520  Ridgeway  St., 
Philadelphia  19111 

Leonard  H.  Cohen.  MD,  General  Surgery,  1258  Meinel  Rd  . Huntingdon  Valley 
19006 

Allan  R Dejong,  MD.  Pediatrics,  1512  Brookhaven  Rd  , Wynnewood  19097 
Arthur  M Feldman,  MD,  Internal  Medicine.  116  E Montgomery  Ave  , 310,  Ardmore 
19003 

William  J Goldman,  MD.  Internal  Medicine,  832  Winter  Rd  . Rydal  19046 
Baxter  C Holland,  MD  Pediatrics,  1725  Willow  Grove  Ave  , Laverock  19118 
Anne  A Idiculla,  MD,  Physical  Medicine  & Rehabilitation,  597  Hermit  St., 
Philadelphia  19128 

Ivan  T Krohn.  MD.  Family  Practice,  111  E Waverly  Rd  , Wyncote  19095 
Ruey-Yen  Lin,  MD,  Pathology,  250  Beverly  Blvd  , H-101,  Upper  Darby  19082 
Bruce  E Northrup,  MD.  Neurological  Surgery,  1025  Walnut  St , Philadelphia  19107 
Rick  Okagawa.  MD,  Internal  Medicine,  GSB  Barclay  Bldg  , 202,  Bala  Cynwyd  19004 

POTTER  COUNTY: 

John  D Culberson,  MD,  Pathology,  Baker  Cr  Rd  , RD#1.  Coudersport  16915 

SCHUYLKILL  COUNTY: 

John  J Karlavage,  MD,  Family  Practice,  334  W Pine  St.,  Mahanoy  City  17948 

UNION  COUNTY: 

George  C Miller.  II.  MD.  Obstetrics/Gynecology.  3 Hospital  Dr . Lewisburg  17837 


Write  for  literature  and  samples 

(BRfSHD  THE  brown  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  IPDR 


VENANGO  COUNTY: 

Agop  Caglar,  MD,  Anesthesiology,  Titusville  Hosp  . Titusville  16354 
Robert  L.  Gabriele,  MD,  Ophthalmology,  205  W 1st  St.,  Oil  City  16301 
Kenneth  W.  Laird,  MD,  Family  Practice,  117  N.  Franklin  St.,  Titusville  16354 

WARREN  COUNTY: 

Parvin  FI  Javadi,  MD,  Anesthesiology,  309  Market  St. . Warren  16365 


WASHINGTON  COUNTY: 

Edwin  L.  Hartman,  MD,  Internal  Medicine,  1312  W Main  St. , New  Eagle  15067 

WESTMORELAND  COUNTY: 

Praful  V Desai,  MD,  Urology,  132  Tippecanoe  Rd  , Greensburg  15601 

Anthony  J Nicolette,  Jr , MD,  Radiology,  929  Country  Club  Dr , Greensburg  15601 

YORK  COUNTY 

Liam  E Boyle,  MD,  Internal  Medicine,  9 Rathon  Rd  , York  17403 
Dennis  A Carlini,  MD,  Orthopedic  Surgery.  1930  Security  Dr  , York  17402 
Richard  W Dabb,  MD,  Plastic  Surgery,  5 Rathon  Rd.,  York,  17403 
Mary  A Farrell,  MD,  Family  Practice,  277  W Jackson  St. , York  17403 
Gary  L.  Gasowski,  MD,  Radiology,  Hanover  Hosp  . Hanover  17331 
George  E Graning,  MD,  Family  Practice,  York  Hosp  , FPC,  York  17403 
Thomas  A.  Nett,  MD,  Family  Practice.  367  Hill-N-Dale  Dr.,  N , York  17403 
Churdchai  Patanasiri,  MD,  Neurology,  752  S.  George  St.,  York  17403 
Thomas  V.  Rankin.  MD  Neurological  Surgery,  1601  S Queen  St  , York  17403 
Thomas  Ryscavage.  MD,  Orthopedic  Surgery,  1930  Security  Dr , York  17403 
Dennis  L.  Swartout,  MD,  Family  Practice,  460  Ludlow  Ave.,  York  17403 
Anne  M.  Woods,  MD,  Family  Practice,  300  B Queensdale  Dr.,  York  17403 
John  M Fink,  MD,  Obstetrics/Gynecology,  1776  S Queen  St.,  York  17402 
Trent  W Nichols,  MD,  Internal  Medicine,  317  Highland  Ave  , Hanover  17331 
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Smith,  Kline  & French  Laboratories  47 

Thomas  Jefferson  University  Hospital  36 

Upjohn  Co 10 

U.S.  Air  Force  35 

Williams  & Wilkins  Publishers  35 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®(300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 


LIPO-NICIN*/250  mg. 

Each  yellow  tablet  contains 

Nicotinic  Acid 250  mg 

Niacinamide  75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


1 BFtoMJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 


classifieds 


PHYSICIANS  WANTED 

Psychiatrists  and  Physicians — Board-certified  or  board  eligible 
Pennsylvania  licensure  required.  Immediate  openings.  Excellent 
opportunity  to  work  in  developing  new  programs  in  a state  hos- 
pital. Salary  competitive.  Limited  housing  available.  Excellent 
fringe  benefits.  Forty  miles  east  of  Pittsburgh,  PA.  Call  (412) 
459-8000  or  write  to  Ray  Bullard,  MD,  Superintendent,  Torrance 
State  Hospital,  Torrance,  PA  15779.  An  Equal  Opportunity 
Employer,  M/F. 

Staff  psychiatrists — full  or  part-time  positions  immediately  avail- 
able. Our  hospital  is  looking  for  psychiatrists  with  fresh  ideas  and 
strong  convictions  on  public  sector  mental  health  care.  We  are 
located  in  pleasant,  residential  Northeast  Philadelphia  and  can 
offer  the  area's  unparalled  opportunities  for  professional  growth 
and  development.  Good  salary  and  benefits.  Requirements  are 
Pennsylvania  state  license  and  board  certification  or  eligibility. 
Contact,  in  strict  confidence:  Franklyn  R.  Clarke,  MD,  Superin- 
tendent, Philadelphia  State  Hospital,  14000  Roosevelt  Blvd., 
Philadelphia,  PA  19114,  (215)  671-4101. 

Angiographer — (Abdominal  and  peripheral).  Faculty  position 
available  at  Thomas  Jefferson  University  Hospital  beginning  July 
1,  1979.  Salary  to  be  discussed.  Send  C.V.  to  Jack  Edeiken,  MD, 
Professor  and  Chairman,  Department  of  Radiology,  Thomas  Jef- 
ferson University  Hospital,  11th  and  Chestnut  Streets,  Philadel- 
phia, PA  19107.  Affirmative  Action/Equal  Opportunity  Employer. 

Physicians  wanted,  Pennsylvania  license  required — Polk 
Center,  a center  for  the  mentally  retarded,  is  looking  for 
additional  physicians  to  join  our  staff.  The  center  is  located  in 
Northwestern  Pennsylvania  approximately  85  miles  north  of 
Pittsburgh.  It  currently  houses  1500  residents  and  has  an  em- 
ployee complement  of  2100.  Income  levels  for  this  position  would 
range  from  $40,000  to  $45,000  annually,  dependent  upon  the 
candidate  s experience  and  training.  Additionally,  all  state  bene- 
fits including  public  liability  insurance  are  offered  in  this  pack- 
age. To  find  out  more  on  this  opportunity,  please  write  Polk 
Center,  Box  94,  Polk,  PA  16342,  attention  Tom  Young. 

Immediate  opening — For  a full-time  emergency  room  physician 
in  a 24-hour  department  of  a 107  bed  JCAH  approved  hospital  in  a 
historic  South  Central  Pennsylvania  community.  More  than 
18,000  emergency  care  visits  annually  with  full  specialty  backup 
provided.  Standard  40-hour  work  week  with  salary  and  benefits 
commensurate  with  experience.  Send  curriculum  vitae  to  Dr. 
Leah  Maitland,  c/o  Annie  M Warner  Hospital,  South  Washington 
Street,  Gettysburg,  PA  17325,  (717)  334-2121,  extension  138. 

Wanted — third  pediatrician  for  primary  pediatric  care  in  17- 
member  multispecialty  group,  rural  college  community  in  north- 
west Pennsylvania.  New  offices.  Modern  200-bed  hospital,  level  II 
pediatrics.  Salary,  partnership  one  to  two  years.  Contact  Robert 
W.  Monroe,  MD,  90  Shenango  Street,  Greenville,  PA  16125. 

Physician's  assistants — become  a warrant  officer  of  the  Pennsyl- 
vania Army  National  Guard  in  a unit  near  your  home.  Serve  one 
weekend  a month  and  a fifteen  day  annual  training  period  each 
year.  You  will  be  eligible  for  continuing  professional  education, 
monthly  pay,  and  a substantial  non-contributory  retirement  plan. 
Enjoy  the  personal  satisfaction  of  doing  an  important  job  for  your 
stateand  nation.  Forfurtherinformation  contact  Major  Eugene  P. 
Klynoot,  Department  of  Military  Affairs,  Pennsylvania  Army  Na- 
tional Guard,  Annville,  PA  17003,  (717)  783-3430. 

Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 


preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 

Camp  doctors  needed — Camp  Chen-A-Wanda.  Fine  Pennsylva- 
nia private  co-ed  camp.  Season  begins  June  29,  ends  August  25. 
Physicians  accepted  for  two  weeks  to  entire  season.  Excellent 
living  accommodations  for  doctor  and  family.  Write  Mr.  and  Mrs. 
Morey  Baldwin,  8 Claverton  Court,  Dix  Hills,  NY  11747,  or  call 
(516)  643-5878  in  the  evenings. 

Physicians — consider  a real  change  of  pace!  Accept  a commis- 
sion as  an  officer  of  the  Pennsylvania  Army  National  Guard.  Serve 
one  weekend  each  month  and  two  weeks  each  summer.  Benefits 
include  continuing  professional  education,  non-contributory  re- 
tirement plan,  military  pay,  and  a great  deal  of  enjoyment  and 
satisfaction.  Let  the  “Guard”  become  your  hobby.  Contact:  Major 
Eugene  P.  Klynoot,  Department  of  Military  Affairs,  Annville,  PA 
17003,  (717)  783-3430. 

Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Psychiatrist — Board-certified  or  board-eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia, 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  superintendent,  Clarks  Summit  State 
Hospital,  Clarks  Summit,  PA  18411;  (717)  586-2011. 

NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Anesthesia  resident  training  program  seeks  qualified  Pennsyl- 
vania applicants.  Experience  in  general  practice  or  primary  care 
preferred.  Enquire:  Lucien  E.  Morris,  MD,  Department  of  Anes- 
thesia, Medical  College  of  Ohio,  Caller  Service  #10008,  Toledo, 
Ohio  43699. 

Excellent  opportunity — GP/family  practice  for  growing  area  near 
university.  Private  practice  urgently  needed.  Active  local  medical 
society,  new  and  well  equipped  hospital.  Dr.  S.W.  Greenwald,  290 
Grant  Street,  Indiana,  PA  15701 ; call  (412)  479-2800  or  (412)  463- 
0508. 
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Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Psychiatrists — Board-certified  or  eligible.  Immediate  openings. 
Good  salary.  Excellent  benefits.  Residence  available.  Located  in 
central  Pennsylvania  within  minutes  of  1-80  and  1-81 . Pennsylva- 
nia license  required.  Call  (717)  275-7201  or  write:  Mr.  Donald 
Campbell,  Acting  Superintendent,  Danville  State  Hospital,  Dan- 
ville, PA  17821.  An  Equal  Opportunity  Employer. 


Pennsylvania:  Emergency  Physician — 200-bed  general  hospital 
in  university  community,  located  in  Western  Pennsylvania.  New 
construction  project  includes  emergency  department,  just  com- 
pleted. Salary  highly  competitive.  PA  license  required.  Contact: 
William  B.  Yeagley,  MD,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701. 


Emergency  room  physician — For  private  physician  group  staff- 
ing ERs  in  Philadelphia  and  Delaware  County.  Must  be  Pennsyl- 
vania licensed.  Forty-hour  week,  competitive  salary,  paid  mal- 
practice, liberal  fringe  benefits,  profit  sharing.  Send  curriculum 
vitae  to  Emergency  Medical  Associates,  Ltd.,  15th  and  Upland 
Avenue,  Chester,  PA  19013,  or  call  (215)  874-8177. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121 M University  Place,  Pittsburgh,  PA  15213,  (412)  621- 
9975. 


House  Staff  Physician — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $35,000  peryear  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 


Physicians:  general  practice — Openings  in  areas  of  medical  care 
in  a large  psychiatric  hospital  which  is  fully  integrated  with  com- 
munity agencies,  hospitals,  and  base  service  units.  Conveniently 
located  near  Pittsburgh.  Accredited  by  JCAH  and  meets  stan- 
dards for  Medicare,  Medicaid,  and  Medical  Assistance.  Annual 
salary  up  to  $34,739  with  excellent  fringe  benefits  including  op- 
portunities for  continuing  medical  education.  Pennsylvania 
license  required  (FLEX  certification  required  for  graduates  of 
foreign  medical  schools).  Contact  Dr.  Betty  H.  Bradley,  Clinical 
Director  of  Medical/Surgical  Services,  Mayview  State  Hospital, 
Bridgeville,  PA  15017,  (412)  343-2700,  extension  500. 

Family  practice  physician — License  state  of  Pennsylvania,  for  a 
residential  treatment  facility  for  developmentally  disabled  chil- 
dren and  adults.  Located  in  Bucks  County.  Send  resume  or  con- 
tact the  personnel  office  of  The  Woods  School,  Langhorne,  PA 
19047,  (215)  757-3731,  extension  251.  Equal  Opportunity 
Employer. 

Wanted — Camp  doctors  at  New  Jersey  YMHA  camps  in  Milford 
and  Lake  Como,  PA.  Excellent  salary.  Fine  living  accommo- 
dations for  families.  Contact:  New  Jeresey  Y camps,  589  Central 
Ave.,  East  Orange,  NJ  07018,  (201)  678-7070. 


Pennsylvania:  Emergency  Physician  System — Needs  several 
full-time  emergency  physicians  for  Western  Pennsylvania  area 
emergency  departments.  Independent  contractor  arrangements. 
Eligible  for  corporate  membership  within  two  years.  The  system 
is  on  a "fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

POSITIONS  WANTED 

F.P.-G.P.-solo — 17  years  experience.  Seeks  position.  Rea- 
son— security,  more  regular  hours.  Will  send  resume.  Please 
give  particulars.  Write  Department  820,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  PA  17043. 


Physician’s  assistant — March  1979  graduate  of  Pennsylvania 
State  University's  P.A.  program.  Certification  eligible.  Seven 
years'  experience  as  medical  technologist  (ASCP).  Desires  posi- 
tion with  physician,  hospital,  or  clinic  in  Pennsylvania.  Area  pop- 
ulation: rural  to  150,000.  Contact  David  Wolfe,  P.O.  Box  144, 
Kemblesville,  PA  19347. 

CONTINUING  EDUCATION 

Civil  War  Medicine:  Travel-study  course — Gettysburg,  Manas- 
sas, Harper's  Ferry  area.  Tuition,  lodging,  transportation  in- 
cluded. Category  II  continuing  medical  education  credit — 23 
hours.  August  19-24,  1979.  Contact  History  Department,  Edin- 
boro  State  College,  Edinboro,  PA  16444,  (814)  732-2575  for  full 
information. 

FOR  SALE 

Picker  Mammorex  Unit,  A-1  condition.  Complete  with  self- 
standing frame  and  multiple  cones.  Produces  very  good  low  dose 
mammograms.  Priced  right  for  quick  sale.  (215)  435-5393. 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  Tract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-470 7,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 
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obituaries 


• Indicates  membership  in  Pennsylvania  Society  at  time  of  death. 


• Louis  M.  Diemer,  Jr.,  Philadelphia;  Hahnemann  Medical  Col- 
lege, 1939;  age  65,  died  September  14,  1978.  A general  prac- 
titioner, he  joined  the  Philadelphia  County  Medical  Society  in 
1959. 

• Michael  J.  Gold,  Wilmington,  North  Carolina;  Temple  Univer- 
sity Medical  School,  1922;  age  84,  died  September  1978.  He  had 
practiced  medicine  in  Philadelphia. 

• Susan  Moyer  Kalen,  Pittsburgh;  Women’s  Medical  College  of 
Pennsylvania,  1917;  age  89,  died  April  8,  1979.  Dr.  Kalen,  a gen- 
eral practitioner,  joined  Allegheny  County  Medical  Society  in 
1920. 

• Peter  O.  Kwiterovich,  Danville;  Temple  University  Medical 
School,  1933;  age  73,  died  March  27,  1979.  He  conducted  his 
psychiatric  practice  for  30  years,  prior  to  retirement  four  years  ago. 
He  also  was  assistant  superintendent  of  the  Danville  State  Hospi- 
tal for  10  years,  and  served  as  clinical  director. 

• Ellis  J.  Lindenbaum,  Philadelphia;  Philadelphia  College  of 
Osteopathy,  1957;  age  51,  died  April  9,  1979.  He  was  a member  of 
the  teaching  staff  at  Philadelphia  College  of  Osteopathic  Medicine 
and  was  on  the  staffs  of  Parkview,  Oxford,  and  Rolling  Hill  Hospi- 
tals. 

• Henry  B.  Mikelberg,  Philadelphia;  University  of  Pennsylvania 
Medical  School,  1917;  age  85,  died  February  8,  1979;  He  was  a 
member  of  the  medical  staff  at  Children’s  Hospital,  Philadelphia. 

• John  P.  Primiano,  Philadelphia;  Hahnemann  Medical  College, 
1939;  age  70,  died  January  1,  1979.  He  was  a family  physician. 

• Jack  C.  Reed,  Sharon;  University  of  Pittsburgh  School  of  Medi- 
cine, 1938;  age  67,  died  March  26,  1979.  A general  practitioner,  he 
opened  his  practice  in  Sharon  in  1940.  In  1969  he  was  named 
corporate  medical  director  of  Sharon  Steel  Corp. 

• Lewis  B.  Thomas,  Sr.,  Lake  Silkworth;  Hahnemann  Medical 
College,  1935;  age  78,  died  March  6,  1979.  Dr.  Thomas  was  physi- 
cian for  Lake  Lehman  School  District  for  20  years.  He  was  em- 
ployed by  Retreat  State  Hospital  from  1965  to  1977. 

Charles  R.  Elicker,  Pottstown;  Jefferson  Medical  College,  1927; 
age  74,  died  March  4,  1979.  He  was  a staff  member  of  Pottstown 
Memorial  Medical  Center  and  practiced  medicine  in  the  Pottstown 
area  for  more  than  48  years. 

Thomas  F.  Furlong,  Jr.,  Ardmore;  University  of  Wisconsin, 
1930;  age  78,  died  February  18,  1979.  He  was  emeritus  chief  of  the 
ear,  nose,  and  throat  department  at  Bryn  Mawr  Hospital. 

John  R.  Gilleland,  Jr.,  McKees  Rocks;  Ohio  State  University 


School  of  Optometry;  age  72,  died  January  24,  1979.  He  main- 
tained his  practice  for  44  years. 

Josephine  L.  Hopwood,  Kennett  Square;  Women’s  Medical  Col- 
lege Hospital,  1933;  age  70,  died  February  12,  1979.  Dr.  Hopwood 
worked  for  Philadelphia  School  District  for  15  years,  retiring  in 
1973. 

R.  Faber  Jordan,  Clearwater,  Florida;  69,  died  March  22,  1979. 
He  practiced  medicine  in  Pittsburgh  for  40  years  prior  to  his  move 
to  Clearwater  in  1975. 

Oh-Hyuk  Kim,  Lebanon;  Seoul  National  University  College  of 
Medicine,  1950;  age  51,  died  February  24,  1979.  For  three  and 
one-half  years  he  was  a physician  at  the  Lebanon  VA  Medical 
Center. 

Stephen  E.  Murry,  Delray  Beach,  Florida;  University  of  Penn- 
sylvania School  of  Medicine,  1928;  age  78,  died  April  4,  1979.  He 
practiced  in  Easton  from  1934  to  1968  and  served  as  chief  of 
obstetrics  and  gynecology  at  various  times  at  Easton,  Warren,  and 
the  former  Betts  Hospitals.  He  was  a founder  of  the  American 
College  of  OB-GYN  and  was  certified  as  a diplomate  of  the  board. 

Floyd  W.  Shafer,  Stroudsburg;  Temple  University  School  of  Med- 
icine, 1932;  age  74,  died  March  1,  1979.  He  was  a general  prac- 
titioner in  Stroudsburg  and  a member  of  the  staff  at  Pocono  Hospi- 
tal. 

Stephen  P.  Toth,  Shenandoah;  Illinois  College  of  Pediatric  Medi- 
cine; died  February  6,  1979.  He  was  a podiatrist  and  former  presi- 
dent of  the  Berks  County  Podiatry  Society. 

Alex  E.  Valibus,  Pottsville;  Hahnemann  Medical  College,  1925; 
age  79,  died  February  20,  1979.  Dr.  Valibus  served  as  chief  resi- 
dent at  Women’s  Homeopathic  Hospital,  Philadelphia,  and  was 
honored  for  50  years  of  medical  service  to  the  Minersville  commu- 
nity. 

Michele  Viglione,  Bryn  Mawr;  Hahnemann  Medical  College, 
1931;  age  73,  died  April  10, 1979.  He  had  most  recently  worked  in  a 
Veterans  Administration  outpatient  clinic,  Philadelphia,  and  at 
the  Veterans  Administration  Hospital  in  Coatesville.  He  retired 
from  private  practice  in  1964  after  more  than  30  years  of  work. 

Pascal  J.  Viola,  Drexel  Hills;  Hahnemann  Medical  College,  1952; 
age  55,  died  March  14,  1979.  He  was  a pathologist  and  director  of 
laboratory  medicine  at  the  Hospital  of  the  University  of  Pennsyl- 
vania. 

William  S.  Woods,  Blairsville;  Jefferson  Medical  College,  1934; 
age  70,  died  January  30, 1979.  He  was  a practicing  physician  in  the 
Blairsville  area  since  1935. 
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Ubrium 

chlordiazepoxide  HO/. 'Roche 


□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage:  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e_g_,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, BorlOmgt.i.d.  orq.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions. ) 

Supplied:  Librium  ® (chlordiazepoxide  HC1)  Capsules,  5 
mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose  ® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ® (chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 


synonymous 
withrelief of  anxiety 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Please  see  following  page. 


Li briu me 

chlordiazepaxide  HO /Roche 

5 mg,  10  mg,  25  mg  capsules 


MO  I OOP 


Coping  with  grief. . . 


new 

600 mg  tablets 

Motrin 


buprofen,Upohn 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three  w*, 
Motrin  tablet  strengths 
to  choose  from-  ^0  ^ 
600  mg,  400  mg,  and  300  mg 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U S A. 
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PHYSICIANS  AFFECTED 
BY  RATIONING  PLAN 


CERTIFICATE  OF  NEED 
DUE  SENATE  ACTION 


SENIOR  PHYSICIANS 
COMMITTEE  PROPOSED 


EIGHTH  POLIO  CASE 
RECORDED  IN  STATE 


I 


HOSPITAL  RULES 
BLOCKED  AGAIN 


No  blanket  exemption  from  gas  rationing  was  made  for  physi- 
cians by  Governor  Dick  Thornburgh  in  announcing  on  June  27 
regulations  controlling  the  sale  of  gasoline  in  the  state. 
When  physicians  are  using  their  vehicles  for  professional  or 
emergency  purposes,  however,  they  will  be  exempt  from  the 
odd-even  rationing  plan  imposed  by  the  governor.  Operators 
of  vehicles  transporting  patients  who  can  present  a physi- 
cian's signed  exemption  statement  also  are  exempt  from  the 
rationing  plan.  On  June  22  PMS  issued  recommendations  to 
all  members  for  coping  with  the  gas  crisis.  A letter  from 
PMS  President  John  B.  Lovette,  MD,  included  a sun  visor  ID 
card.  In  extreme  emergency  situations,  physicians  are  asked 
to  call  upon  taxis,  ambulances,  or  the  local  law  enforcement 
agency  for  transportation. 

Physicians'  offices  are  excluded  from  the  certificate  of 
need  bill,  H.B.  308,  which  was  approved  by  the  Senate  Health 
and  Welfare  Committee  June  12.  The  bill  was  sent  to  the 
Appropriations  Committee  for  a fiscal  note.  The  full  Senate 
then  will  debate,  and  possibly  amend,  the  legislation.  The 
bill,  in  its  amended  version,  calls  for  establishment  of  an 
advisory,  rather  than  a policy  board  to  assist  the  secretary 
of  health  in  his  decisions  on  the  need  for  new  equipment  and 
expansion  for  hospitals.  Federal  funds,  $66  million  in  1980 
alone,  could  be  withheld  unless  CON  legislation  is  passed. 
PMS  President  John  B.  Lovette,  MD,  testified  at  Senate 
hearings  in  May. 

The  PMS  Council  on  Member  Services  on  June  23  established 
a senior  physicians  advisory  committee.  William  A.  Shaver, 
MD,  Council  chairman,  temporarily  heads  the  committee.  The 
committee's  purpose  is  to  assist  physicians  in  preparing  for 
all  aspects  of  retirement. 

Pennsylvania's  eighth  polio  victim  is  a 9-month-old  Amish 
boy.  This  case  was  reported  June  22,  just  three  days  after 
the  boy  had  been  immunized.  Since  the  usual  incubation 
period  is  seven  days,  health  department  officials  believe 
"he's  part  of  the  epidemic."  The  department  is  checking  to 
make  sure  the  boy  did  not  contract  the  disease  from  the 
vaccine,  a l-in-10  million  occurrence.  Physicians  who  are 
approached  by  patients  about  immunization  can  get  new  polio 
vaccine  information  by  calling  the  Department  of  Health, 
(717)  787-6923,  or  PMS,  (717)  763-7151. 

The  Pennsylvania  Supreme  Court  on  May  30  ordered  the  Depart- 
ment of  Health  not  to  implement  or  enforce  certain  regula- 
tions for  hospitals.  The  temporary  injunction  followed  the 
Hospital  Association  of  Pennsylvania's  appeal  of  a decision 
by  Commonwealth  Court  February  5,  1979.  This  decision 
dissolved  the  lower  court's  injunction  on  the  same  rules. 

HAP  has  been  fighting  enforcement  of  portions  of  the  rules 
since  their  adoption  in  1977.  Arguments  before  the  Supreme 
Court  are  scheduled  for  the  week  of  September  17. 
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PMS  BOARD  SUPPORTS 
THC  CLINICAL  STUDY 

The  Society's  Board  of  Trustees  at  its  May  meeting  said 
that  marijuana  (delta-9  tetrahydrocannabinol,  or  THC)  shoulc 
be  available  for  medical  research  in  Pennsylvania.  The 
Board  recommended  that  the  Pennsylvania  Department  of  Healtt 
seek  a new  drug  application  from  the  Food  and  Drug  Adminis- 
tration so  that  individual  physicians  can  conduct  research. 
The  Board  opposes  reclassification  of  THC  as  a Schedule  I 
drug  in  Pennsylvania  as  long  as  the  federal  classification 
remains  unchanged.  The  Pennsylvania  House  of  Representa- 
tives meanwhile  passed  H.B.  1342,  which  would  establish  a 
health  department  board  composed  of  three  physicians  to 
supervise  experimental  marijuana  programs  with  cancer  and 
glaucoma  patients. 

TMI  HEALTH  SURVEY 
IN  FIVE-MILE  AREA 

The  survey  of  the  effect  of  the  Three  Mile  Island  nuclear 
accident  on  the  health  of  area  residents  is  in  progress. 
Secretary  of  Health  Gordon  K.  MacLeod,  MD,  said  the  health 
census  will  provide  data  to  the  panel  he  has  appointed  to 
oversee  health  studies  related  to  the  TMI  accident.  Leroy 
Burney,  MD,  former  U.S.  surgeon  general,  is  chairman  of  the 
panel  composed  of  10  nationally  recognized  physicians  and 
scientists.  Dr.  MacLeod  said  that  initial  federal  govern- 
ment and  private  funding  of  $580,000  has  been  assured. 

GROUP  SURVEYS  COST 
AMONG  PHYSICIANS 

The  National  Opinion  Research  Center  will  conduct  a random 
sample  of  12,750  physicians  in  18  different  specialties  this 
summer.  Those  to  be  interviewed  by  telephone  have  received 
an  explanation  and  confidentiality  statement  by  mail.  The 
survey  is  part  of  a five-year  study  of  medical  practice 
expenditures.  The  data  will  be  used  to  improve  health 
insurance  reimbursements  in  the  face  of  inflationary  prac- 
tice costs,  the  research  center  said. 

PMS  AND  AMA  OPPOSE 
CLINICAL  LAB  BILLS 

The  PMS  Board  of  Trustees  has  joined  the  AMA  in  voicing 
opposition  to  U.S.  Senate  Bills  505  and  509,  which  would 
affect  the  licensing  and  reimbursement  of  clinical  labora- 
tories. The  bills  would  establish  federal  standards  for 
the  practice  of  medicine,  and  would  require  physicians 
to  perform,  or  at  the  minimum,  physically  supervise  all 
laboratory  tests,  creating  a hardship  for  small  hospitals 
that  share  pathology  services. 

MEDICAID  FRAUD  PANEL 
HOLDS  FIRST  HEARING 

The  Pennsylvania  Senate's  Special  Committee  on  Medicaid 
Fraud  conducted  its  first  hearing  in  June.  Among  those 
testifying  were  Secretary  of  Public  Welfare  Helen  O’Bannon, 
and  Walter  Greissinger,  MD,  a member  of  the  Allegheny 
County  Medical  Society.  Dr.  Greissinger  said  he  was 
testifying  "as  a private  citizen  and  an  outspoken  physician 
concerned  with  the  health  care  of  the  poor."  He  told  the 
committee  that  the  state's  medical  assistance  program  "is 
unacceptable  to  many  physicians  and  therefore  participation 
by  these  physicians  in  our  Commonwealth  is  less  than  the 
national  average."  Participation  is  46  percent  in  Penn- 
sylvania; 66  percent  nationally.  Secretary  O'Bannon  told 
the  committee  she  will  seek  the  help  of  the  Pennsylvania 
Medical  Society  in  putting  the  medical  assistance  program 
in  order. 
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Bioavailability  equal  to  an  elixir1 
• Achieves  blood  levels  rapidly1 

1 Tinkelman,  D G . Carroll.  M S.,  Vanderpool,  G , Jones.  M The 
bioavailability  of  theophylline  in  elixir  and  micro-pulverized  forms 
Medical  Challenge  10:24-26,  1978. 
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BREON  LABORATORIES  INC. 

90  Park  Avenue.  New  York.  N Y 10016 


BRONKODYLf 

BRAND  OF  THEOPHYLLINE,  USP  (ANHYDROUS) 

BRIEF  SUMMARY  Before  prescribing,  please 
consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

I NDI CATIONS:  For  relief  and/or  prevention  of 
bronchospasm  associated  with  bronchial  asthma, 
chronic  bronchitis  and  emphysema 
CONTRAINDICATIONS:  Hypersensitivity  to  any  of 
its  components. 

WARNINGS:  Theophylline  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs 

Status  asthmaticus  is  a medical  emergency  Addi- 
tion of  corticosteroids  and  other  medications  to 
bronchodilator  therapy  may  be  required 
Serum  theophylline  levels  should  be  monitored  at 
appropriate  intervals  for  dosage  adjustment  High 
serum  levels  of  theophylline  and  resultant  toxicity 
may  occur  with  conventional  doses  in  patients  with 
decreased  theophylline  clearance  as  found  with 
cardiac  failure,  liver  disease,  chronic  obstructive 
pulmonary  disease,  and  in  geriatric  patients 
Early  signs  of  theophylline  toxicity,  such  as  nausea 
and  restlessness  may  not  occur  prior  to  convul- 
sions or  ventricular  arrhythmias  Pre-existing 


arrhythmias  may  be  worsened  by  theophylline 
Usage  in  Pregnancy  Theophylline  safety  in  preg- 
nancy has  not  been  established  Use  of  Bronkodyl 
during  lactation  or  in  women  of  childbearing  poten- 
tial requires  that  possible  benefits  of  the  drug  be 
weighed  against  possible  hazards  to  fetus  or  child 
PRECAUTIONS  Smokers  may  require  larger 
doses  of  theophylline  because  of  a shorter  half-life 
in  these  patients 

Theophylline  should  not  be  administered  con- 
currently with  other  xanthines 
Caution  should  be  observed  in  patients  with 
cardiac  disease,  severe  hypoxemia,  hypertension, 
hyperthyroidism,  acute  myocardial  iniury,  cor 
pulmonale,  congestive  heart  failure,  liver  disease, 
peptic  ulcer,  and  in  the  elderly  and  neonates  Pa- 
tients with  congestive  heart  failure  in  particular 
may  have  markedly  prolonged  serum  half-lives  of 
theophylline 

ADVERSE  REACTIONS  Most  adverse  reactions 
to  theophylline  are  seen  with  serum  levels  exceed- 
ing the  therapeutic  range  Gastrointestinal  nausea, 
vomiting,  epigastric  pain,  hematemesis.  diarrhea 
CNS  headache,  irritability,  restlessness,  insomnia, 
reflex  hyperexcitability,  muscle  twitching,  clonic 
and  tonic  generalized  convulsions  Cardiovascular 
palpitations,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular 
arrhythmias  which  rriay  be  life-threatening  Respir- 
atory: tachypnea.  Renal:  diuresis,  albuminuria. 
Other:  hyperglycemia,  inappropriate  ADH 


secretion 

Drug  Interactions:  Toxic  synergism  with  ephedrine 
and  other  sympathomimetic  bronchodilators  may 
occur 

OVERDOSAGE  Treatment: 

A If  potential  oral  overdose  is  established  and 
seizure  has  not  occurred  1)  Induce  vomiting 

2)  Administer  a cathartic  3)  Administer  ac- 
tivated charcoal 

B If  patient  is  having  a seizure.  1)  Establish  an 
airway  2)  Administer  O2  3)  Treat  the  seizure  with 
intravenous  diazepam,  0 1 to  0 3 mg/kg  up  to  10 
mg  4)  Monitor  vital  signs,  maintain  blood  pres- 
sure and  provide  adequate  hydration 
C Post-seizure  coma  1)  Maintain  airway  and  oxy- 
genation 2)  If  a result  of  oral  medication,  follow 
above  recommendations  to  prevent  absorption 
of  drug,  but  intubation  and  lavage  will  have  to 
be  performed  instead  of  inducing  emesis,  and 
the  cathartic  and  charcoal  will  need  to  be  intro- 
duced via  a large  bore  gastric  lavage  tube 

3)  Continue  to  provide  full  supportive  care  and 
adequate  hydration  while  waiting  for  drug  to  be 
metabolized  In  general,  the  drug  is  metabolized 
sufficiently  rapidly  so  as  to  not  warrant  consider- 
ation of  dialysis 

HOW  SUPPLIED: 

Bronkodyl  100  mg. 

brown  and  white  capsules  in  100's  Code  1831 
Bronkodyl  200  mg, 

green  and  white  capsules  in  100s  Code  1833 


editorials 


Physicians'  own  company  serves  them  best 


The  contractual  arrangement  with  Frank  B.  Hall  and 
Company  of  Pennsylvania,  brokers  for  the  Pennsylvania 
Medical  Society  Liability  Insurance  Company  (PMSLIC), 
ended  May  31, 1979.  Hall  is  soliciting  physicians  to  change 
their  professional  liability  insurance  coverage  to  Pennsyl- 
vania Hospital  Insurance  Company  (PHICO),  owned  by  the 
Hospital  Association  of  Pennsylvania.  Hall  is  among  80 
insurance  brokers  being  used  by  PHICO  to  market  its 
scheme.  The  actual  malpractice  coverage  will  be  written  by 
Pennsylvania  Casualty  Company  (PCC),  a relatively  new 
company. 

PCC  will  not  be  offering  "equal”  or  comparable  malprac- 
tice coverage  for  some  two-thirds  of  PMSLIC’s  poli- 
cyholders who  currently  carry  occurrence  type  insurance. 
The  claims-made  type  policy  being  sold  by  PCC  does  prom- 
ise a premium  saving  but  with  reduced  benefits.  Claims- 
made  policies  provide  coverage  to  the  individual  only  so 
long  as  the  policy  is  in  force  with  the  insurance  carrier.  This 
sort  of  insurance  limits  the  liability  of  the  insurer  and  thus 
will  probably  become  increasingly  popular  among  remain- 
ing malpractice  carriers.  A retired  physician  or  a physician 

Essence  of  medicine 

Something  is  missing.  Maybe  we  have  lost  the  essence 
that  is  medicine — involvement  in  people’s  lives,  in  death 
and  disease,  and  in  personal  tragedies.  Our  emotional  re- 
sponse is  isolated  by  a high  degree  of  medical  technology 
and  specialization. 

Rarely  do  truly  close  physician-patient  interactions  exist 
today.  Maybe  it’s  a case  of  low  morale.  Ever-increasing 
federal  government  attacks  on  medicine,  and  the  individ- 
ual physician,  as  well  as  imposed  regulation  and  reg- 
imentation would  cause  even  the  most  competent  person  to 
wonder  whether  the  best  quality  of  care  is  being  rendered. 

Maybe  our  patients,  the  general  public,  no  longer  value 
physicians  as  they  once  did.  The  picture  of  the  physician  as 
the  kindly  old  country  doctor  who  was  willing  to  go  out  in 
the  middle  of  the  night  to  answer  a call  of  distress  has 
changed.  Now  the  physician  is  a person  who  is  a stranger, 
who  charges  too  much,  who  is  too  busy  to  listen,  and  who 
would  rather  not  get  up  in  the  middle  of  the  night.  Perhaps 
there  is  a slowly  growing  frustration  and  discontent  in  the 
medical  profession.  While  efforts  are  made  to  meet  higher 
standards  of  health  care  at  reasonable  costs,  regulatory 
agencies  apply  rule  upon  rule,  decreasing  efficiency  while 
increasing  paperwork  and  costs. 

The  intangibles  are  the  life  and  meaning  of  medicine. 
Concern,  attention,  worry  and  emotional  sharing — none  of 
which  can  be  measured — are  the  practice  of  medicine. 
These  experiences  cannot  be  legislated  or  regulated.  They 
can  not  be  recorded  in  a chart  or  on  a medicare  form. 
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who  opts  to  change  companies  would  be  vulnerable  for  the 
periods  that  claims-made  policies  were  in  force.  In  Penn- 
sylvania, the  malpractice  act  demands  the  purchase  of 
"long-tail”  insurance,  that  is,  coverage  for  the  period  in- 
sured under  the  claims-made  policies  in  case  of  a suit  after 
the  termination  of  the  policy.  While  "tail”  coverage  seems 
prudent  under  the  claims-made  system,  it  is  unnecessary 
under  the  occurrence  system.  Premiums  for  occurrence  are 
higher  but  all  claims  for  the  period  insured  are  covered 
regardless  of  the  date  lodged. 

A switch  from  occurrence  to  claims-made  seems  absurd. 
A switch  from  claims-made  to  another  claims-made  is  not 
so  attractive  financially  when  the  long  tail  is  considered. 
Capitalization  of  yet  another  company  is  extravagant.  A 
change  from  a company  owned  by  physicians  to  a company 
whose  primary  interest  is  centered  elsewhere  is  foolhardy. 
Do  not  be  misled  by  attractive  advertising.  PMSLIC  may 
not  be  flashy,  but  it  is  solid  and  solvent,  and  with  you. 

David  A.  Smith,  MD 

Medical  Editor 


Utilization  review,  PSRO,  HSA,  and  HEW  have  little  effect 
on  them  except  to  extract  their  toll  in  time  that  would 
otherwise  be  spent  in  patient  care.  It  is  in  this  respect  that 
the  regulatory  agencies  are  deadly. 

Americans  have  come  to  believe  that  they  can  buy  their 
way  to  just  about  anything.  What  becomes  too  expensive 
must  be  controlled.  The  realization  that  with  regulation  we 
waste  billions  of  dollars  on  paperwork  and  induce  ineffi- 
ciency and  procrastination  does  not  dawn  until  it  is  too  late, 
and  the  controlling  mechanism  is  deeply  entrenched.  Like 
a cancer,  it  is  a formidable  opponent,  difficult  to  dislodge. 
The  time  is  coming,  if  it  is  not  already  here,  when  more  time 
will  be  spent  in  the  paperwork  for  a patient  then  in  seeing 
and  relating  to  that  patient. 

Regulation  has  occurred  which  never  will  be  completely 
erased,  but  can  be  curtailed  and  possibly  reversed.  This  we 
must  do  before  medicine  becomes  no  more  than  an  assem- 
bly line  practice,  and  the  physician  no  more  that  a techni- 
cian. Physicians  must  emphasize  the  concerns  and  needs  of 
each  patient.  This  is  the  gift  the  physician  has  to  offer.  No 
regulatory  agency  should  be  allowed  to  interfere.  This  gift 
can  restore  the  essence  and  high  morale  of  medicine,  and  a 
sense  of  value  and  personal  satisfaction  to  the  physician. 

Hippocrates  has  observed,  "Wherever  the  art  of  medicine 
is  loved,  there  also  is  love  of  humanity.”  Only  the  physician 
can  show  that  love. 

David  A.  Smith,  MD 
Medical  Editor 
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When  it 

comes  to  professional  lia- 
bility insurance,  doctors  have 
special  needs.  That's  why  there 
is  a special  company  like  us. 

Quite  frankly,  we're  not  in 
business  to  make  money.  We're 
committed  to  zero-profit. 

You  see,  PMSLIC  is  a 
physician-owned  and  oper- 
ated company  that  is  endorsed 
by  the  Pennsylvania  Medical 
Society.  In  fact,  all  but  two  of  our 
sixteen  member  governing 
board  and  all  members  of  our 
Underwriting  and  Claims 
Committees  are  physicians. 

This  means  we  understand 
what  you  want  in  liability  insurance.  It 
means  we  provide  both  claims-made  and 
occurrence  policies,  offer  an  appeal  mechanism  for 
pre  mium  and  settlement  disputes  and  accept  quarterly  premiums 
on  annual  policies. 

Find  out  how  we  can  fill  your  professional  liability  needs.  Send  in 
the  coupon  today  or  call  (717)  774-4370. 


PMSLIC 


Pennsylvania  Medical  Society 
Liability  Insurance  Company 

RO.  Box  303  • Lemoyne,  Pa.  17043 
Please  send  me  more  information  on  PMSLIC. 
Name 


Address. 


newsfronts 


PMS  leaders  briefed  on  federal  legislation 


Susan  J.  Mohler 
Assistant  Managing  Editor 

Federal  legislators  heard  from  more 
than  20  PMS  members  who  traveled  to 
the  capital  on  May  23  to  discuss  issues 
of  concern  to  all  physicians.  "They 
heard  us  loud  and  clear,”  said  R. 
William  Alexander,  MD,  chairman  of 
the  PMS  Council  on  Legislation,  who 
led  the  Washington  delegation.  "A 
variety  of  issues  were  addressed  from 
a physician’s  point  of  view.  I would  say 
our  trip  was  a success.” 

Contributing  to  the  success  of  the 
trip  were  four  full-time  lobbyists  from 
the  American  Medical  Association’s 
Washington  staff.  In  a briefing  to 
physicians  before  they  departed  for 
Capitol  Hill,  these  lobbyists  — John 
Zapp,  DDS,  Harley  Dirks,  Ken  Ben- 
jamin, and  A1  Facca  — gave  an  update 
on  legislation  affecting  the  health  care 
industry.  Discussion  focused  on  cost 
containment  and  national  health  in- 
surance legislation,  and  the  role  that 
physicians  can  play  in  the  legislative 
process. 

"Hospital  cost  containment  legisla- 
tion goes  through  four  committees  in 
the  Legislature,  one  of  the  few  pieces 
of  legislation  that  does,”  explained  Dr. 
Zapp.  "One  advantage  of  this  process 
is  that  it  brings  out  the  best  of  all  four 
committees.  But  the  worst  of  each  is 
also  seen,  as  compromises  are 
reached,”  he  said.  "The  committees 
have  slowed  down  the  process.” 

Benjamin  saw  the  cost  containment 
issue  as  a struggle  between  alterna- 
tives. "You  have  the  administration’s 
proposal  of  a mandatory  cap  with  a 
trigger  that  the  HEW  secretary  can 
pull.  And  then  you  have  the  reim- 
bursement-reform proposal  with  new 
incentives  for  efficiency  built  in.  We 
support  the  latter.” 

All  of  the  lobbyists  praised  the  vol- 
untary effort  by  hospitals  and  physi- 
cians across  the  nation  to  control 
health  care  costs.  They  pointed  out 
that  in  March,  while  the  overall  Con- 
sumer Price  Index  was  up  1% , hospital 


room  charges  rose  only  .6%;  prescrip- 
tion drugs  were  up  .6%;  and  the  cost  of 
physician  services  rose  .5%.  At  the 
same  time,  the  cost  of  food  and  bev- 
erages was  up  .9%;  housing  costs  rose 
.9%;  and  energy  costs  increased  2.6%. 

"We’re  still  convinced  we  can  win  — 
but  not  easily,”  said  Dr.  Zapp,  "We’re 
optimists.  We’ve  been  told  before  we 
couldn’t  win  and  we  did.”  He  urged  all 
physicians  to  "lobby  at  home.  Your 
legislators  have  to  listen  to  you.” 

Following  the  AM  A briefing,  PMS 
members  met  with  their  congressmen 
and  senators  on  Capitol  Hill.  The 
Pennsylvania  congressional  delega- 
tion was  well  represented  at  a buffet 
reception  at  the  end  of  the  day,  where 


physicians  again  stressed  their  views 
on  pending  legislation. 

The  following  physicians  partici- 
pated in  the  Washington  trip:  Drs. 
John  B.  Lovette,  Matthew  Marshall, 
Jr.,  Paul  S.  Friedman,  Norman  Gold- 
stein, Norman  L.  Ekberg,  Joseph  Sil- 
verman, William  D.  Lamberton, 
Joseph  V.  Caliguiri,  H.  Keith  Fischer, 
Charles  D.  Saunders,  R.  William  Alex- 
ander, Frederick  G.  Brown,  Paul  A. 
Cox,  Thomas  J.  Kardish,  David  L.  Mil- 
ler, A.  Linn  Weigel,  Eddie  L.  Clark, 
Timothy  J.  Michals,  Matthew  Cap- 
puccio,  Donald  E.  Harrop,  David  J. 
McAleer,  John  L.  Kelly,  Henry  H.  Fet- 
terman,  Alexander  G.  Paterson,  and 
John  H.  Boal,  Jr. 


Ken  Benjamin,  left,  from  the  AMA’s  Washington  staff,  briefed  PMS  physicians  before 
visit  to  Capitol  Hill.  Later,  physicians  and  legislators  gathered  at  a reception.  Pictured  in 
the  usual  order  at  the  right  are  Representative  John  P.  Murtha,  12th  District;  John  B. 
Lovette,  MD,  PMS  president;  and  Robert  Copeland,  a sophomore  medical  student  from 
Temple  University,  one  of  the  medical  students  who  presented  a statement  on  medical 
education  costs  to  Senators  Schweiker  and  Heinz.  A report  of  the  students’  statement 
on  the  HEAL  loan  program  appears  on  the  following  page. 


Twentieth  District  Representative  Joseph  Gaydos,  of  Allegheny  County,  talks  with 
Matthew  Marshall,  Jr.,  MD,  president  elect  of  the  State  Society. 
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PMS  Washington  visit 

Senators  listen  as  students  speak  on  loans 


Gathering  at  the  reception  in  Washington  for  legislators  and  PMS  physicians  are,  from 
left,  John  G.  Krah,  assistant  executive  director  of  Allegheny  County  Medical  Society; 
Congressman  Douglas  Walgren,  18th  District;  Florrie  Eubanks,  secretary  to  the  con- 
gressman; and  Joseph  V.  Caliguiri,  MD,  Coraopolis,  immediate  past  president  of  the 
Allegheny  County  Medical  Society 


A statement  assailing  flaws  in  the 
proposed  Health  Education  Assis- 
tance Loan  (HEAL)  program  was 
submitted  to  U.S.  Senators  John 
Heinz  and  Richard  Schweiker  by  two 
medical  students  who  accompanied 
the  PMS  delegation  to  Washington. 

HEAL  was  proposed  by  the  federal 
government  to  replace  the  capitation 
program,  which  recently  was  termi- 
nated. Under  the  latter  program,  med- 
ical schools  across  the  nation  were  re- 
imbursed directly  by  the  federal  gov- 
ernment, based  on  the  number  of  stu- 
dents attending  the  institution.  Under 
HEAL,  governmental  loans  will  be 
made  directly  to  medical  students. 

Calling  HEAL  a "high  interest, 
short-term  loan  program,”  Adriana  M. 
Selvaggio  and  Robert  Copeland,  who 
will  be  juniors  in  September  at  Temple 
University  Medical  School,  predicted 
a decrease  in  the  numbers  of  middle 
class  and  minority  students  who  will 
be  able  to  afford  to  attend  medical 
school. 

"Due  to  the  12  percent  interest  rate 
(of  the  program),  a student  could  eas- 
ily pay  $150,000  for  a four-year  medi- 
cal education,  by  borrowing  $10,000 
a year  for  four  years,”  the  students 
wrote.  "Further,  each  year’s  interest  is 
deducted  from  the  loan  prior  to  its  dis- 
persal. Therefore,  the  first  year  a stu- 
dent would  receive  $8,800,  then 
$7,600,  then  $6,400,  and  finally 
$5,200  . . . The  loan  clearly  does  not 
meet  the  financial  needs  of  the  stu- 
dent.” 


HEAL,  according  to  Selvaggio  and 
Copeland,  permits  only  a three-year 
deferment.  "This  limits  graduate 
training  to  family  practice,  internal 
medicine,  and  pediatrics,  for  the  med- 
ical students,  and  general  practice  for 
dental  students,”  they  said.  "A  student 
of  medicine  or  dentistry  should,  after 
completing  eight  to  1 1 years  of  educa- 
tion, be  allowed  to  choose  his  area  of 
specialty.” 

They  say  another  flaw  with  the  loan 
program  — students  who  are  in  need  of 
funds  are  not  permitted  to  simultane- 
ously take  advantage  of  lower  interest 
sources. 


"The  HEAL  program  is  not  a finan- 
cial aid  to  the  health  profession.  It  is  a 
financial  burden,”  the  students  wrote. 
If  abolishment  is  not  the  answer,  they 
said,  then  the  following  changes 
should  be  made: 

• A maximum  of  7 percent  interest 
should  be  charged,  and  interest  should 
not  begin  to  accrue  until  training  is 
completed. 

• An  optional  five-year  deferment 
should  be  built  into  the  program  for 
those  students  who  are  completing 
training  in  areas  such  as  pathology 
and  surgery. 

• Simultaneous  use  of  lower  inter- 
est sources  should  be  allowed. 

"Please  do  not  allow  the  burden  of 
costs  to  fall  upon  the  student  who  is 
least  of  all  able  to  carry  it,”  they  con- 
cluded. 


Mercedes  McCambridge,  actress,  author, 
and  lecturer  spoke  about  her  work  in  al- 
coholism at  the  May  dinner  meeting  of  the 
Dauphin  County  Medical  Society.  Greet- 
ing Ms.  McCambridge  are,  from  left,  Frank 
Lawlor,  director  of  Alcoholism  Services, 
E.l.  Dupont;  Lewis  Patterson,  MD,  presi- 
dent of  the  county  medical  society ; and  R. 
Keith  Whiting,  MD,  chairman  of  the  county 
society’s  program  committee.  Currently 
the  actress  is  president  of  the  Livengrin 
Foundation,  Inc.,  an  alcoholic  rehabilita- 
tion center  for  men  and  women  in  Bucks 
County. 
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HTECT 

SLEEP 


DALMANE 

(flurazepam  HCI)<§ 


30-MG  AND  15-MG  CAPSULES 


SLEEP  LABORATORY  PROOF: 


□significant  effectiveness  from  night  1 through  night  28  in  chronic  insomnecs1 

Insomnia  is  often  transient  and  the  prolonged  administration  of  Dalmane 
seldom  necessary.  When  extended  therapy  is  required,  periodic 
blood  counts  and  liver  and  kidney  function  tests  should  be  performed. 

□ no  insomnia  rebound  when  discontinued  after  14  consecutive  nights  of  use" 


Please  see  reverse  side  for  a summary  of  product  information 


<s> 


The  model  of  hypnotic  evaluation  and  efficacy 

DALMANE 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — recommended  dosage 
for  elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective 
sleep  laboratory  data  have  shown  effective- 
ness for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often 
transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alert  ness  (e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide,  diazepam,  and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  tri- 
mester of  pregnancy.  Dalmane,  a 
benzodiazepine,  has  not  been  stud- 
ied adequately  to  determine  whether 
it  may  be  associated  with  such  an 
increased  risk.  Because  use  of  these 
drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should 


almost  always  be  avoided.  Consider 
possibility  of  pregnancy  when  insti- 
tuting therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Not  recommended  for  use  in  persons  under 
15  years  of  age.  Though  physical  and 
psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated, 
limit  dosage  to  15  mg  to  reduce  risk  of  over- 
sedation, dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects 
with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  patients  who 
are  severely  depressed,  or  with  latent 
depression  or  suicidal  tendencies,  or  with 
impaired  renal  or  hepatic  function.  Periodic 
blood  counts  and  liver  and  kidney  function 
tests  are  advised  during  repeated  therapy. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  seda- 
tion, lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or 
overdosage,  have  been  reported.  Also 
reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkative- 
ness, apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint 


pains  and  GU  complaints.  There  have  also 
been  rare  occurrences  of  leukopenia, 
granulocytopenia,  sweating,  flushes,  diffi- 
culty in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness 
of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations, 
paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum 
beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debili- 
tated patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

REFERENCES:  1.  Kales  A,  et  al:  Clin 
Pharmacol  Ther  18:  356-363,  Sep  1975 
2.  Kales  A,  et  al:  Clin  Pharmacol  Ther  19 
576-583,  May  1976.  3.  Dement  WC,  et  al: 
Long-term  effectiveness  of  flurazepam 
30  mgh.s.  on  chronic  insomniacs.  Presented 
at  the  15th  annual  meeting  of  the  Associa-  i 
tion  for  Psychophysiological  Study  of  Sleep. 
Edinburgh,  Scotland,  Jun  30-Jul  4,  1975. 

4.  Kales  A,  et  al:  J Clin  Pharmacol  17: 

207-213,  Apr  1977. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


Cumberland  County  physicians,  lawyers  meet 


Arbitration  director  calls  for  malpractice  act  change 


The  medical  malpractice  arbitra- 
tion system  as  set  up  by  Act  111  can 
work,  but  not  without  some  changes, 
according  to  Arthur  S.  Frankston, 
Esq.,  director  of  the  Office  of  Malprac- 
tice Arbitration  for  the  past  10 
months. 

"Changes  have  to  be  made.  And  they 
have  to  be  made  immediately,” 
Frankston  told  a joint  meeting  of  the 
Cumberland  County  Bar  Association 
and  Cumberland  County  Medical  So- 
ciety on  May  22.  "No  one  could  have 
foreseen  the  number  of  claims  that 
were  to  be  filed,  nor  the  intensity  of 
the  litigation  which  would  surround 
them,”  he  said. 

Currently,  there  are  about  2,000 
cases  recorded  in  Frankston’s  office,  of 
which  1,800  are  active. 

Blue  Shield  reorganizes, 
elects  new  chairman 

Pennsylvania  Blue  Shield  achieved 
a 50-50  balance  of  subscriber  and 
doctor-dentist  members  on  its  board  of 
directors  at  its  May  17  meeting.  The 
change  was  mandated  by  the  state. 

Elected  board  chairman  was  Harry 
V.  Armitage,  MD,  a Chester  surgeon. 
He  succeeds  Wilbur  E.  Flannery,  MD, 
New  Castle,  who  retired. 

Named  to  other  offices  on  the  board 
were  James  A.  Collins,  Jr.,  MD,  Dan- 
ville, first  vice  chairman;  A.  Reynolds 
Crane,  MD,  Philadelphia,  second  vice 
chairman;  and  Jeffery  J.  Burdge, 
Camp  Hill,  third  vice  chairman. 

Business  facts  for  1978  include: 

• Claims  for  all  programs  adminis- 
tered by  PBS  totaled  approximately 
16.8  million,  almost  two-and-one-half 
times  the  number  received  10  years 
ago. 

• PBS  received  more  than  6.5  mil- 
lion medicare  Part  B claims  and  paid 
out  more  than  $312  million  in  bene- 
fits. 

• Participating  doctors  increased 
3.3  percent  to  an  all-time  high  of 
21,882. 

• The  total  claim  payout  under  the 
UCR  program  reached  $335.5  million. 

• PBS  served  8.1  million  Pennsyl- 
vanians and  paid  out  a total  of  $765.8 
million. 


Two  areas  where  changes  could 
streamline  the  arbitration  process  are 
in  the  selection  of  arbitration  panels, 
and  the  scheduling  of  hearings,  ac- 
cording to  Frankston. 

"The  present  arbitration  system 
doesn’t  provide  early  hearings.  Be- 
cause of  various  Rules  of  Civil  Proce- 
dure (guide  by  which  arbitration  hear- 
ings must  be  conducted),  two  to  three 
years  can  elapse  before  the  'discovery’ 
process  has  been  completed.” 

Frankston  said  that  Pennsylvania’s 
seven-member  panel  is  the  largest  in 
the  country.  "The  panel  selection 
process  is  time  consuming,  frustrating 
...  No  seven-member  panel  has  ever 
met.”  He  explained  that  parties  have 
been  so  frustrated  that  they  have 
agreed  to  three-  and  five-member 
panels  instead. 

"The  seven-member  panel  is  un- 
suitable now  and  will  be  unworkable 


when  more  parties  press  for  hearings. 
Seven-member  arbitration  panels  are 
a luxury  our  system  can  ill  afford,” 
Frankston  said. 

Some  progress  is  being  made,  how- 
ever. Nine  panels  are  formed  and  are 
waiting  for  hearings;  30  are  in  the 
process  of  being  formed.  According  to 
the  arbitration  director,  there  was  no 
backlog  until  one  month  ago  when 
more  than  25  parties  wanted  arbitra- 
tion panels  and  the  requests  couldn’t 
be  met. 

A solution  described  by  Frankston 
and  supported  by  PMS  is  for  three- 
member  tenured  panels  to  be  ap- 
pointed for  two  or  three  year  terms 
after  consultation  with  various  public 
interest  groups. 

"We’re  going  to  stop  being  the  'Las- 
sie.’ We’ll  be  the  'Catcher  in  the  Rye’ 
and  help  those  people  who  need  to  be 
helped,”  he  said. 


The  medical  malpractice  arbitration  system  was  the  topic  of  discussion  at  a joint 
meeting  of  Cumberland  County  Bar  Association  and  Medical  Society.  Arthur  S. 
Frankston,  above,  left,  director  of  the  Office  of  Malpractice  Arbitration,  talks  with 
Herbert  C.  Perlman,  MD,  secretary  treasurer,  and  Thomas  A.  Green,  MD,  president  of  the 
county  medical  society. 
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1,068  enter  residencies,  50%  out  of  state 


Pennsylvania's  seven  medical  schools  award  MD  degrees 


Some  1068  new  MDs  are  ready  to 
enter  the  medical  field  this  year,  after 
receiving  degrees  from  one  of  Penn- 
sylvania’s seven  medical  schools.  Med- 
ical school  graduates  number  22  more 
than  last  year.  A summary  of  each 
school’s  commencement  exercises  is 
given  below. 

Hahnemann  Medical  College 

Carleton  B.  Chapman,  MD,  presi- 
dent of  the  Commonwealth  Fund  ad- 
dressed Hahnemann’s  170  medical 
school  graduates  June  6.  Joseph  R. 
DiPalma,  MD,  senior  vice  president  of 
academic  affairs  and  dean  of  the  medi- 
cal college  presented  diplomas. 
William  Likoff,  MD,  president  and 
chief  executive,  presided. 

Jefferson  Medical  College 

At  the  155th  commencement  exer- 
cises of  Jefferson  Medical  College  on 
June  8,  45  women  and  170  men  re- 
ceived medical  degrees.  A majority  of 


the  graduates  will  enter  the  primary 
care  specialties.  Dr.  Lewis  W. 
Bluemle,  president,  presided  at  the 
ceremonies. 

MCP 

At  the  June  2 commencement  exer- 
cises of  the  Medical  College  of  Penn- 
sylvania, 61  men  and  61  women  were 
awarded  medical  degrees.  Of  these  122 
graduates,  86  are  Pennsylvania  resi- 
dents. A majority  of  these  graduates 
will  practice  internal  medicine. 

Isaac  Asimov,  Ph.D.,  author,  gave 
the  commencement  address.  Robert  E. 
Cooke,  MD,  president,  presented  di- 
plomas. 

Pennsylvania  State  University 
Ninety-eight  students  received  MD 
degrees  May  19  at  the  ninth  com- 
mencement of  The  Pennsylvania  State 
University  College  of  Medicine  at  the 
Milton  S.  Hershey  Medical  Center. 
Their  graduation  raised  to  610  the 


number  of  medical  degrees  awarded 
since  the  medical  school’s  first  class 
was  graduated  in  1971.  The  MD  class 
included  77  men  and  21  women.  About 
40  percent  will  remain  in  Pennsylva- 
nia for  residency  training  at  21  hospi- 
tals in  13  communities.  Seventy-one 
percent  will  be  taking  residency  train- 
ing in  the  primary  care  specialties  of 
family  medicine,  pediatrics,  and 
internal  medicine. 

Commencement  speaker  was  Dr. 
Eric  A.  Walker,  president  emeritus  of 
Penn  State.  He  discussed  "Medical 
Care  and  Pandora’s  Box.” 

University  of  Pittsburgh 

The  University  of  Pittsburgh  School 
of  Medicine  awarded  medical  degrees 
to  96  men  and  34  women  during  com- 
mencement exercises  May  29.  Of  the 
130  graduating  physicians,  109  are 
Pennsylvania  residents.  Internal 
medicine  will  be  the  specialty  of  32;  23 
will  specialize  in  pediatrics;  22  desig- 
nated family  practice  as  their  area  of 
interest;  and  6 plan  to  pursue 
obstetrics/gynecology. 

Kenneth  F.  Schaffner,  professor  of 
history  and  philosophy  of  science,  and 
adjunct  professor  of  medicine  at  Pitt, 
spoke  during  commencement. 

University  of  Pennsylvania 

The  University  of  Pennsylvania 
School  of  Medicine  awarded  medical 
degrees  to  157  men  and  women  during 
ceremonies  May  21.  Cartoonist  Garry 
Trudeau  addressed  the  graduates. 
Martin  Meyerson,  president,  and  Ed- 
ward J.  Stemmier,  MD,  dean  of  the 
medical  school,  presided. 

Temple  University 

Commencement  exercises  at  Tem- 
ple University  School  of  Medicine 
were  held  May  24,  with  176  men  and 
women  receiving  medical  degrees. 
About  80  percent  of  these  graduates 
are  Pennsylvania  residents.  A major- 
ity will  practice  internal  medicine. 

Presiding  at  the  ceremonies  were 
Dr.  M.  Prince  Brigham,  acting  dean 
and  associate  dean  of  student  affairs; 
Hugo  Dunlap  Smith,  MD,  associate 
dean  of  curriculum;  and  William  P. 
Barba,  II,  MD,  vice  president  of  affilia- 
tions. 


Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the 
supervision  of  ten  physiatrists.  Three  year  pro- 
gram and  integrated  internship  residency  with 
opportunity  for  research  and  pursuit  of  special 
interests  both  in  medical  school  and  private 
hospital  settings.  One  year’s  credit  for  four 
years  of  general  practice  experience  or  train- 
ing in  another  specialty.  Stipendsfrom  $13,300 
to  $15,200  depending  on  qualifications.  We 
will  pay  for  visits  in  selected  cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 
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PMS  trustee  is  president-elect 


Family  physicians  name  Drs.  Hill,  Davis  to  top  offices 


Shamokin  family  physician  J.  Mos- 
tyn  Davis,  MD,  PMS  Fourth  District 
trustee,  is  president  elect  of  the  Penn- 
sylvania Academy  of  Family  Physi- 
cians. His  term  as  president  will  begin 
in  May  1980. 

"Family  practice,  as  a separate  en- 
tity, has  enjoyed  recent  wide  popular 
acceptance.  We  still  have  a long  way  to 
go  before  we  can  enjoy  the  prestige  and 
acceptance  of  many  older  specialty 
societies.  As  a group,  however,  we  are 
working  hard  to  live  up  to  our  poten- 
tial, and  to  fill  the  need  in  this  specific 
area  of  medical  practice,”  said  Dr. 
Davis. 

Elected  president  at  the  academy’s 
May  14  meeting  was  Walter  C.  Hill, 
MD,  York,  who  succeeds  Howard  H. 
Weaner,  Jr.,  Montgomery.  Also  elect- 
ed were  Drs.  Brian  A.  Wummer, 
Womelsdorf,  vice  president;  Henry  G. 
Klinges,  Jr.,  Philadelphia,  secretary; 
and  F.  Wendel  McLaughlin,  Lancas- 
ter, treasurer. 

Dr.  Davis  received  his  undergrad- 
uate degree  from  Gettysburg  College 


DR.  DAVIS 


and  graduated  from  Jefferson  Medical 
College  in  1956.  He  did  his  internship 
at  Geisinger  Medical  Center  and  has 
practiced  family  medicine  since  1957. 

A member  of  the  PMS  publication 


committee,  Dr.  Davis  is  a frequent 
contributor  to  PENNSYLVANIA  MEDI- 
CINE and  has  had  work  published  in 
Medical  Economics.  He  was  chairman 
of  the  1979  Officers’  Conference  Com- 
mittee and  is  a member  of  the  Benja- 
min Rush  Award  Committee.  Dr. 
Davis,  who  was  elected  to  the  PMS 
Board  in  January  1979,  is  board  repre- 
sentative to  the  Council  on  Legisla- 
tion. 

The  Shamokin  physician  is  a char- 
ter fellow  of  the  American  Academy  of 
Family  Physicians,  diplomate  of  the 
American  Board  of  Family  Practice, 
and  president  of  the  North  Central 
Chapter  of  PAFP.  He  is  editor  of 
Keystone  Physician,  the  academy’s 
monthly  publication.  A past  president 
of  the  Pennsylvania  Division  of  the 
American  Cancer  Society,  he  serves  on 
several  committees,  including  the  ex- 
ecutive committee.  He  is  president  of 
the  Northumberland  County  unit  of 
ACS,  and  is  a past  president  of  the 
Northumberland  County  Medical  So- 
ciety. 


RESERVE  THESE  DAYS! 
Sept.  24,  25,  26,  1 979 

A Special  2V2  Day  Symposium 

“Advances  in  Infectious  Diseases” 


Co-sponsored  by: 

Saint  Michael’s  Medical  Center,  Newark, 
and  the  College  of  Medicine  and  Dentistry 
of  N.J.  - New  Jersey  Medical  School 

to  be  held  at 

Resorts  International  Hotel 
Atlantic  City,  New  Jersey 

Co-directors:  LEON  G.  SMITH,  MD,  FACP 

Director,  Dept,  of  General  Medicine  and  Div.  of 
Infectious  Disease,  Saint  Michael’s  Medical  Center 

DONALD  B.  LOURIA,  MD,  FACP 

Professor  and  Chairman,  Dept,  of  Preventive 
Medicine  and  Public  Health,  CMDNJ  - New  Jersey 
Medical  School 

Category  1 AMA  Credits  Will  Be  Awarded 


Some  of  the  areas  to  be  covered  by  an 
internationally  renowned  faculty  are: 

• Advances  in  Allergy  and  Immunology 

• Newer  Antimicrobial  Agents 

• Clinical  Case  Presentations 

• Antibiotic  Usage  in  Hospitals 

• Rapid  Diagnosis  of  Infections 


For  Pre-Registration  Information  Call: 

(201)  877-5541  or  (201)  877-5487 
or  write  to: 

Infectious  Disease  Symposium 
Saint  Michael’s  Medical  Center 
306  High  Street,  Newark,  N.J.  07102 

Tuition  for  the  full  2V2  day  program  is  $200,  which  includes 
two  luncheons  and  a “Dutch  Treat”  Cocktail  Party.  Special 
tuition  arrangements  for  single-day  attendance. 


Pennsylvania  Medicine,  July  1979 


13 


For  years,  you’ve  developed  your  professional 
skills  and  your  practice.  Your  staff  consists  of 
top  professionals.  We  understand. 

We’ve  worked  with  the  Medical  Profession  in 
many  capacities.  With  this  experience,  we’ve 
developed  a complete  financial  and  patient  care 
computerized  accounting  system. 

We  both  know  there  are  many  similarities  in 
practices.  On  the  other  hand,  no  two  practices 
are  alike. 


Therefore,  our  programs  have  been  designed  to 
permit  tailoring  to  your  specific  needs. 

Sound  unbelievable?  Why  not  call  us  and  see  for 
yourself?  Then  check  our  references. 

Comprehensive  financial  data?  Yes!  Why  not  for 
quality  of  care  too? 


Electronic  Data  Associates,  Inc. 

65  NORTH  5TH  STREET 
LEMOVNE  PA.  17043 
717-761-6752 


A full  range  of 
treatment... 

As  an  Air  Force  physician,  you  may  practice 
your  specialty  in  modern,  well-equipped  facili- 
ties with  a complete  support  staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  administra- 
tive support  to  alleviate  most  of  the  clerical 
workload.  The  type  of  medicine  you  will  prac- 
tice is  based  on  the  needs  of  your  patients,  re- 
gardless ot  their  financial  status. 

For  yourself  and  your  family.  Air  Force  medi- 
cine will  provide  reasonable  working  hours,  ex- 
cellent pay,  30  days  of  paid  vacation  each 
year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  - a 
reasonable  alternative  for  today's  physicians. 

For  complete  information  contact: 

Mid  to  Eastern  PA  Metro  Philadelphia  Western  PA 

Capt  Richard  T Capt  Marty  Capt  Ron  Hendren 

Chamberlain  Csercsevits  USAF  Medical 

USAF  Medical  USAF  Medical  Recruiting 

Recruiting  Recruiting  3520  5th  Ave., 

376  Hamburg  Turnpike  2201  Rt  38,  Suite  730  Suite  200 
Wayne,  NJ  07470  Cherry  Hill,  NJ  08002  Pittsburgh,  PA  15213 

Air  Force.  A great  way  of  life. 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  T ract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 


Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology 


Danville's  Dr.  Cole  wins  distinguished  service  award 


A Danville  physician  was  honored 
recently  by  the  Pennsylvania  Acad- 
emy of  Ophthalmology  and  Otolar- 
yngology (PAOO)  assembled  for  the 
35th  annual  convention  and  scientific 


Philadelphia,  Philadelphia  General 
Hospital,  Pennsylvania  Hospital,  and 
Graduate  Hospital.  Dr.  Frayer  is  chief 
of  the  ophthalmology  section  of  the  VA 


Hospital,  Philadelphia. 

Dr.  Cogan  is  consultant  to  the  Na- 
tional Eye  Institute,  National  Insti- 
tutes of  Health,  Bethesda. 


DR.  DERSH 


Donald  B.  Kamerer,  MD,  Pittsburgh, 
secretary;  William  K.  Grove,  MD, 
York,  treasurer;  Donald  T.  Burns, 
MD,  Wyomissing,  secretary  for  in- 
struction, and  Thomas  B.  Souders, 
MD,  West  Reading,  editor  of  Trans- 
actions, official  journal  of  the 
academy. 

Dr.  Rex  is  associate  professor,  de- 
partment of  otolaryngology,  Jefferson 
Medical  School,  and  former  instructor 
in  otology,  Graduate  School,  Univer- 
sity of  Pennsylvania. 

Dr.  Dersh  is  president  of  St.  Joseph 
Hospital  Medical  Staff,  Reading,  and 
an  associate  in  ophthalmology  at  that 
hospital. 


meetings. 

The  academy’s  distinguished  ser- 
vice award  was  presented  to  James  M. 
Cole,  MD,  director  of  the  depart- 
ment of  otolaryngology  and  bron- 
choesophagology,  Geisinger  Medical 
Center.  Dr.  Cole  was  cited  for  his  ex- 
tensive service  in  the  field  of  otolaryn- 
gology. Formerly  associate  and  assist- 
ant in  the  department  of  otolaryngol- 
ogy at  Geisinger,  he  is  vice  president 
elect  of  the  Eastern  Section  of  the 
American  Laryngological,  Rhinologi- 
cal  and  Otological  Society,  Inc. 

Dr.  Cole  is  a past  PAOO  president,  a 
member  of  the  board  of  directors  of  the 
Deafness  Research  Foundation,  and 
the  chairman  of  the  advisory  commit- 
tee of  the  state  health  department. 

Awards  also  went  to  William  C. 
Frayer,  MD,  Philadelphia,  retiring 
president  of  the  academy,  and  David 
G.  Cogan,  MD,  Bethesda,  MD,  guest  of 
honor. 

Dr.  Frayer  is  acting  chairman, 
department  of  ophthalmology,  and 
professor  of  ophthalmology  at  the 
University  of  Pennsylvania  School  of 
Medicine,  and  acting  director  of  the 
department  of  ophthalmology,  Pres- 
byterian Hospital,  Scheie  Eye  Insti- 
tute. He  also  is  a staff  member  of  the 
Hospital  of  the  University  of  Penn- 
sylvania, Children’s  Hospital  of 


DR.  COLE 


New  officers  head  academy 

Eugene  B.  Rex,  MD,  Philadelphia, 
was  installed  as  president  of  the  Penn- 
sylvania Academy  of  Ophthalmology 
and  Otolaryngology  (PAOO)  at  the 
academy’s  35th  annual  convention. 

Dr.  Rex,  who  was  elected  to  a one- 
year  term,  succeeds  William  C. 
Frayer,  MD,  Philadelphia.  Jerome 
Dersh,  MD,  Reading,  is  president 
elect,  and  will  take  office  in  1980. 

Elected  to  vice  presidencies  were: 
Victor  Schramm,  Jr.,  MD,  Pittsburgh, 
first  vice  president;  John  P.  Brandt, 
MD,  Lock  Haven,  second  vice  presi- 
dent; and  Louis  D.  Lowry,  MD, 
Philadelphia,  third  vice  president. 

Re-elected  to  academy  offices  were 


Seventh  Official  Postgraduate  Course 
in  Acupuncture  and  Pain  Control 

October  5,  6,  7 Approved  for  Category  1 CME  Credits  • 25  hours 


The  American  College  of  Acupuncture,  Inc.,  New  York 
Society  of  Acupuncture  for  Physicians  and  Dentists,  Inc., 
and  American  Academy  of  Acupuncture,  Inc.  will  give  the 
seventh  postgraduate  course  and  workshop  in  acupuncture 
and  pain  control  for  advanced  and  beginner  students  at 
the  Barbizon  Plaza  Hotel,  New  York  City.  Also  approved 
by  the  New  York  State  Boards  for  Medicine  and  Dentistry 
for  25  credit  hours  toward  New  York  State  acupuncture 
registration. 


Among  the  principal  speakers  will  be  Candace  and  Agu 
Pert,  PhD’s,  of  the  National  Institute  of  Mental  Health, 
discussing  their  recent  work  with  endorphins  and  pain. 

For  information  and  application  contact: 
S.J.  Yue,  MD,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists,  Inc. 

115  East  61st  Street 
New  York,  New  York  10021 
(212)  870-6671  Mon.  to  Fri.  9 a.m.  to  1 p.m. 
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TABLETS:  500  mg,  250  mg,  and  125  mg 


Immunizations  required 
before  entering  school 


New  school  immunization  regula- 
tions will  eliminate  the  90-day  grace 
period  now  permitted  children  enter- 
ing school  for  the  first  time  at  the  kin- 
dergarten and  first  grade  levels. 

Under  a mandate  from  the  Justice 
Department,  the  Advisory  Health 
Board  of  the  state  health  department 
adopted  the  new  regulation  which,  for 
the  first  time,  bars  unimmunized  chil- 
dren from  starting  school.  Previous 
practice  has  been  to  let  newcomers  to 
school  begin  classes,  even  though  they 
had  only  partial  immunization,  if 
their  parents  planned  to  have  the  im- 
munizations completed  later. 

State  Health  Secretary  Gordon 
MacLeod,  MD,  and  the  advisory 
health  board  agreed  that  the  regula- 
tions were  "unenforceable”  and  "un- 
conscionable.” 

"The  children  who  are  most  apt  to 
present  themselves  for  admission  to 
school  without  adequate  immuniza- 
tion are  those  who,  almost  by  defini- 
tion, have  come  from  homes  where 
parenting  is  marginal,”  Dr.  MacLeod 
told  the  advisory  board.  "Whether 


their  immunization  deficiency  has  re- 
sulted from  ignorance,  family  insta- 
bility, economic  constraints,  or  simple 
neglect,  to  ask  me  to  put  these  children 
out  onto  the  street  — even  for  a short 
period  — is  unconscionable.” 

Thomas  Demelfi,  program  manager 
of  the  health  department’s  immuni- 
zation section,  said,  "We  won’t  be  turn- 
ing away  thousands  of  kids.  We  might 
possibly  be  turning  away  two  or  three 
percent  of  those  entering  school  for  the 
first  time.  Maybe  one  or  two  out  of  a 
hundred,”  he  said. 

The  advisory  health  board  said  it 
was  forced  to  bar  the  children  after  the 
state  Justice  Department  said  the  | 
board  must  strictly  enforce  the  school 
immunization  law  or  else  have  it 
changed. 

Dr.  MacLeod  promised  to  begin 
drafting  new  legislation  but  expressed 
doubt  it  would  be  passed  in  time  for  the 
fall  school  term. 

The  diseases  that  require  immuni- 
zation under  the  law  are  polio, 
measles,  rubella,  diptheria,  and  teta- 
nus. 


1979  Hair  Transplant 
Symposium 

sponsored  by 

American  Society  for 
Dermatologic  Surgery 

September  14  through  16,  1979 
Plaza  Hotel 
New  York  City,  NY 

For  details  write:  George  Popkin,  MD 
4277  Hempstead 
Turnpike 

Bethpage,  NY  11714 


Now  open  to  all  Pennsylvania 
Medical  Society  members. 


Start  saving  today — no  membership  fee, 
no  minimum  purchase — just  lots  of  savings. 


Now  the  benefits  of  Cooperative  savings  are  available  to  all  PMS  members  as  a 
free  member  benefit.  When  you  buy  from  the  Co-op  you  get: 
a wide  selection  of  products — over  2,000  items  including  most  major  brand 
names; 

prompt  delivery — orders  processed  within  24  hours,  delivery,  in  most  cases, 
within  48  hours; 

unconditional  guarantee — 60  day  credit  or  refund  policy  on  all  returned  items; 
special  offers — even  lower  prices  on  periodically  run  Co-op  specials. 

IT  ALL  ADDS  UP  TO  QUALITY,  SERVICE,  AND  SAVINGS! 

Pennsylvania  Medical  Co-op  sells  you  medical  supplies  at  the  lowest  price 
possible.  In  most  cases,  that  means  at  least  10  percent  below  the  current 
retail  price. 

Just  listen  to  what  physicians  who  buy  from  the  Co-op  regularly  are  saying: 

Qne  physician  recently  told  us  of  a survey  he  took.  The  results — he  is  saving 
an  average  of  10-15  percent  on  his  orders  since  switching  to  the  Co-op! 

A new  physician  who  submitted  a large  order  to  set  up  his  practice  compared 
our  prices  to  those  of  other  suppliers  and  found  out  that  with  his  very  first 
order,  he  had  saved  over  $100. 


Call  Toll  Free  1-800-382-1377 


Pennsylvania  Medical  Cooperative,  20  Erford  Rd.,  Lemoyne,  PA  17043 


Pennsylvania  MEDICAL  Cooperative 


THE  NATION’S  FIRST  MEDICAL  COOPERATIVE 
RUN  BY  PHYSICIANS,  FOR  PHYSICIANS. 


A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim*  (allopurinol)  is  intended  lor 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4 prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 
CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim.  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol®  (mercapto- 
purine)  or  Imuran9  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinethol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported 
Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported 
In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  tollowed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported 
Drug  Idiosyncrasy  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported 
HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500,  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B W. 
Co  Representative  or  from  Professional  Services  Depart- 
ment PML 

U.S  Patent  No  3,624,205  (Use  Patent) 
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Psychiatry  in  general  practice 


Evaluation  and  management 
of  the  grief  reaction 

William  R.  Dubin,  MD 
Thomas  Wolman,  MD 


The  grief  response  is  generally  as- 
sociated with  the  loss  of  a spouse, 
parent,  child,  or  some  significant 
other.  It  also  may  occur  "as  a result  of  a 
loss  of  part  of  one’s  body,  as  from  limb 
amputations  or  mastectomy;  through 
aging  and  change  in  appearance  as  a 
response  to  loss  of  a function  such  as 
sight,  sexual  function  or  mobility  . . . 
from  loss  of  one’s  possessions  or 
economic  status.”1 
The  grief  response  generally  rims  a 
benign  course.  Most  grief  reactions  are 
seen  by  family  doctors  and  will  come  to 


Dr.  Dubin  is  instructor  of  psychiatry  at 
Thomas  Jefferson  Medical  University, 
and  director  of  Jefferson  Crisis  Ser- 
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This  series  is  a project  of  the  depart- 
ments of  psychiatry  of  the  state's  medi- 
cal schools  in  cooperation  with  the 
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the  attention  of  the  psychiatrist  only 
when  a pathological  grief  reaction  oc- 
curs.2,3 A physician’s  knowledge  of  the 
grief  reaction  is  becoming  more  impor- 
tant as  studies3,4  seem  to  indicate  in- 
creased medical  and  psychiatric  mor- 
bidity among  grieving  patients.  An 
understanding  of  the  grief  reaction 
will  enable  the  physician  to  intervene 
in  an  effective  manner  with  the  pa- 
tient, and  prevent  the  grief  reaction 
from  developing  into  a malignant 
process.  The  remainder  of  this  paper 
will  outline  the  basic  function  and 
course  of  the  grief  reaction,  describe 
the  pathological  manifestation  of  the 
syndrome,  and  finally  discuss  the  ap- 
proach to  treatment  of  this  reaction. 

Function  of  grief  work 

An  understanding  of  the  function  of 
grieving  will  provide  a framework  for 
the  phenomogology  of  bereavement. 
The  first  point  to  be  made  is  that  grief 
work  is  a normal  process5  which  is  set 
in  motion  by  significant  loss.  Its  pur- 
pose is  to  gradually  reconcile  the  per- 


son to  the  loss  and  to  attenuate  the 
attachment  to  the  lost  object.  Time 
and  the  expenditure  of  psychic  effort 
are  essential  to  the  accomplishment  of 
this  painful  work. 

At  first,  the  grieving  subject  cannot 
accept  his  loss.  He  reviews  many 
memories  of  the  lost  person  and  only 
gradually  confronts  each  one  with  the 
realization  that  it  no  longer  corre- 
sponds to  something  real.  The  whole 
sequence  must  be  repeated  over  and 
over.  Often  there  are  detours  where 
the  person  attempts  more  than  ever  to 
deny  the  loss  through  identification, 
protesting  anger,  and  hallucinations. 
The  result  of  successful  grief  work  is 
that  the  individual  can  go  on  with  the 
business  of  living  and  form  new  at- 
tachments. Contact  with  other  people 
is  not  essential  for  the  work  to  procede. 
However,  certain  persons,  particu- 
larly the  physician,  inadvertently 
may  inhibit  the  grieving  process.  The 
central  task  of  the  physician  in  help- 
ing a grieving  person  is  to  facilitate 
the  process  of  mourning  in  the  patient. 
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The  grief  reaction 

Lindemann’s  study6  in  1944  of  the 
acute  grief  reaction  still  serves  as  one 
of  the  clearest  discussions  of  the  sub- 
ject. He  noted  that  grief  symptoms 
may  be  immediate,  delayed,  absent,  or 
exaggerated  and  he  delineated  five 
features  which  he  found  to  occur  in  the 
grief  reaction. 

The  first  feature  that  Lindemann 
observed  was  the  presence  of  somatic 
distress.  This  included  shortness  of 
breath,  tightness  in  the  throat,  sigh- 
ing, feelings  of  weakness  and  exhaus- 
tion. He  noted  that  patients  often 
complained  they  had  no  appetite  and 
that  food  was  tasteless  to  them. 

The  second  feature  that  Lindemann 
observed  was  a preoccupation  with  the 
image  of  deceased  to  a degree  that  the 
image  appeared  to  be  real.  Other  au- 
thors also  have  commented  on  this 
phenomenon.  Parkes7  noted  that 
"memories  of  the  deceased  were  char- 
acteristically clear  visualizations  of 
the  dead  person  as  he  was  when  alive. 
Usually  he  would  be  in  his  accustomed 
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place  in  the  room  and  the  memory 
would  be  so  intense  as  to  almost 
amount  to  a perception.”  These  per- 
ceptions are  generally  recognized  as 
being  unreal  but  they  often  cause  the 
patient  to  wonder  if  he  is  losing  his 
mind.  As  time  goes  by,  the  memories 
which  evoke  these  images  will  de- 
crease in  intensity. 

The  third  symptom  Lindemann 
noted  was  the  patient’s  pre-occupation 
with  guilt.  The  patient  often  would  ac- 
cuse himself  of  negligence  and  failure 
to  intervene  in  a way  that  would  have 
prevented  the  loss  of  the  loved  one. 

A fourth  feature  in  the  grief  reaction 
was  hostility;  the  patient  will  respond 
in  an  angry  way  toward  close  friends, 
and  often  will  become  irritable,  ex- 
pressing wishes  not  to  be  bothered  by 
other  people.  The  patient  will  isolate 
himself  from  family  and  friends.  Many 
times  this  hostility  will  take  the  form 
of  angry  feelings  which  are  directed 
toward  the  physician  for  letting  the 
loved  one  die  or  not  doing  enough  to 
help  the  deceased.  In  an  effort  to  sup- 


press his  hostile  feelings,  the  patient 
will  become  very  formalized  in  his  so- 
cial relationships.  Parkes7  observed 
that  the  most  frequent  form  of  anger 
was  a general  irritability  or  bitter- 
ness. Anger  over  trivial  events  was  de- 
scribed by  almost  all  the  widows  he 
interviewed. 

A fifth  feature  of  the  grief  reaction 
was  the  disruption  of  daily  living 
habits,  in  which  the  patient  would  be- 
come restless,  apathetic,  and  would 
show  a marked  inability  to  initiate  or- 
ganized activity.  Many  routine  ac- 
tivities were  carried  through  with 
much  effort,  and  social  interactions 
with  friends  were  curtailed.  Claytonef 
al.2  noted  that  depressed  mood,  sleep 
disturbance,  and  crying  occurred  in 
more  than  half  of  their  subjects,  while 
less  than  half  of  their  sample  of  griev- 
ing patients  had  difficulty  concentrat- 
ing, lost  interest  in  television  and 
news,  and  experienced  anorexia 
and/or  weight  loss. 

A final  symptom  was  observed  by 
Lindemann,  in  which  the  patient  be- 
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TABLE  1 

Features  of  the  Grief  Reaction 
(Lindemann) 

1.  Somatic  distress 

2.  Preoccupation  with  the  image  of  the 
deceased 

3.  Guilt  feelings 

4.  Hostile  irritability 

5.  Disruption  of  daily  living  habits 

6.  Identification  with  the  deceased 


TABLE  2 

Management  of  the  Grief  Reaction 

1.  Encourage  the  reviewing  of  the  re- 
lationship and  feelings  about  de- 
ceased. 

2.  Encourage  the  establishment  of 
new  relationships. 

3.  Encourage  ventilation  of  strong 
affects. 

4.  View  forms  of  grief  as  a normal 
process,  i.e.,  the  patient  is  not  los- 
ing his  mind. 

5.  Sedation  should  be  used  sparingly. 

6.  Does  the  patient  have  conscious 
guilt  feelings?  If  so,  these  must  be 
explored  and  worked  through. 


gins  displaying  traits  of  the  deceased. 
These  traits  may  occur  in  behavior, 
dress,  or  symptoms  that  the  deceased 
had  prior  to  death.  The  patient  may 
show  interest  in  activities  that  the  de- 
ceased formerly  engaged  in,  and  often 
the  patient  may  begin  wearing  clothes 
such  as  the  deceased  wore.  Lindemann 
felt  that  these  symptoms  bordered  on  a 
pathological  reaction. 

The  normal  grief  reaction  generally 
has  been  cited  to  last  various  amounts 
of  time  including  one  to  six  weeks,1  six 
to  10  weeks,2  and  sometimes  may  last 
as  long  as  one  year.7  The  duration  of 
the  grief  often  depends  upon  the 
amount  of  grief  work  that  the  individ- 
ual has  completed  successfully,  since 
many  patients  will  attempt  to  avoid 
the  intense  distress  that  is  associated 
with  grief  work. 

Pathological  grief  reactions 

Pathological  grief  reactions  "repre- 
sent distortions  of  normal  grief.”6 
Among  the  types  of  distorted  reactions 
described  by  Lindemann6  are  delayed 

[reactions  in  which  the  grief  reaction 
may  occur  years  after  the  loss.  Pre- 
cipitating factors  may  include  a delib- 
erate recall  of  the  events  surrounding 
the  death  of  the  loved  one,  or  it  may  be 
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a spontaneous  occurrence  in  the  pa- 
tient’s life. 

A delayed  grief  reaction  recently 
treated  by  the  author  involved  a 
woman  whose  husband  had  died  of  a 
myocardial  infarction  15  years  previ- 
ously. She  never  experienced  a normal 
grief  reaction  because  "I  was  sedated 
for  several  weeks  after  his  death  and 
then  I just  quit  taking  the  drugs  and 
began  my  activities  where  I had  left 
off.”  The  patient  admitted  to  bitter 
feelings  about  her  husband’s  death 
since  he  had  died  "just  when  his  career 
was  beginning  to  give  us  the  time  and 
the  money  that  he  had  worked  for.” 
Many  memories  surrounding  his 
death  were  stirred  up  when  the  wom- 
an, herself,  underwent  open  heart 
surgery.  Several  months  post-op- 
eratively  she  became  extremely  agi- 
tated and  depressed.  During  the 
course  of  therapy  the  patient  revealed 
many  of  the  unresolved  feelings  she 
had  concerning  her  husband’s  death. 
The  grief  had  been  stirred  by  her  own 
cardiac  problems. 

Another  form  of  the  pathological 
grief  reaction  includes  alterations  in 
patient’s  conduct.  Often  these  changes 
include  "overactivity  without  a sense 
of  loss”  in  which  the  patient  exhibits  a 
sense  of  well  being  and  zest.  Often  he 
begins  carrying  out  activities  of  the 
deceased,  and  will  acquire  symptoms 
of  the  deceased.  Lindemann  noted  that 
many  of  these  patients  are  seen  in 
clinics  and  labeled  as  hypochondriacs 
or  hysterics.  Lindemann  also  felt  that 
the  grief  reaction  might  possibly  pre- 
cipitate psychosomatic  conditions 
such  as  ulcerative  colitis,  rheumatoid 
arthritis,  and  asthma. 

Social  adjustment  might  be  im- 
paired severely  as  the  patient  isolates 
himself  and  avoids  all  relationships. 
The  patient’s  hostility  also  may  gen- 
eralize to  all  relationships,  and  in 
order  to  control  his  anger  he  may  avoid 
relationships  or  develop  a formal, 
rigid  robot-like  appearance  which  "re- 
sembles schizophrenic  pictures.” 

In  its  most  severe  forms,  grief  re- 
actions can  result  in  frank  psychosis, 
usually  mania,  or  psychotic  depres- 
sion. The  depression  is  usually  an  agi- 
tated depression  marked  by  extreme 
tension,  insomnia,  feelings  of  worth- 
lessness, self-accusation,  and  needs  for 
punishment  and  recurring  suicidal 
ideation. 


Treatment  of  the  grief  reaction 

Proper  management  of  the  grief  re- 
action can  help  prevent  more  severe 
psychiatric  disturbances  and  perhaps 
medical  illness  from  occurring.  As 
Parkes7  has  noted,  "grief  cannot  be 
permanently  postponed,  and  the 
longer  and  the  more  complete  the  in- 
hibition of  feelings,  the  more  severe 
they  will  be  when  they  finally 
emerge.”  The  central  task  of  the 
physician  in  helping  a patient  with 
grief  work  is  to  encourage  him  to  free 
himself  from  the  memories  and  emo- 
tional ties  to  the  lost  person,  and  to 
establish  new  relationships. 

This  is  accomplished  by  encourag- 
ing the  patient  to  review  his  relation- 
ships with  the  deceased,  and  to  under- 
stand the  emotional  reactions  that  he 
is  undergoing.  It  is  important  to  help 
the  patient  understand  his  intense 
feelings,  and  to  encourage  him  to  ver- 
balize the  feelings.  The  physician 
should  not  overreact  if  the  patient  di- 
rects hostile  feelings  toward  him.  In- 
stead, he  should  view  these  feelings  as 
part  of  the  grief  reaction,  and  he 
should  encourage  the  patient  to  dis- 
cuss these  feelings.  A useful  point  is  to 
always  take  one’s  clue  from  the  pa- 
tient. Angry  feelings  should  be 
explored  only  if  the  patient  has  initi- 
ated them,  and  they  are  out  in  the 
open.  Premature  expression  of  angry 
feelings  may  heighten  the  patient’s 
guilt,  lower  his  self-image,  and  retard 
the  process  of  grieving.  A safer  tactic 
to  employ  is  a full  exploration  of  the 
patient’s  guilt  (this  is  particularily 
important  in  the  pathological  guilt  re- 
action, when  self-accusations  are 
present). 

An  example  may  illustrate  the 
point.  A 33-year-old  unmarried 
teacher  was  treated  for  prolonged  grief 
reaction.  Her  parents  had  died  in 
quick  succession  two  years  previously. 
The  patient  continued  to  agonize  over 
the  loss.  In  initial  contact  with  her,  the 
treating  physician  sensed  a great  deal 
of  guilt  in  the  patient.  When  con- 
fronted with  this  the  patient  agreed. 
She  expressed  concern  that  she  had 
not  had  the  chance  to  make  her 
mother’s  last  months  more  comforta- 
ble. She  felt  guilty  that  the  parents 
had  left  her  the  house  and  a substan- 
tial inheritance  — with  little  given  to 
her  brother  and  sister.  She  felt  in 
danger  of  imminent  death  and 
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dreamed  of  her  mother  summoning 
her  beyond  the  grave.  Only  later  did 
she  admit  that  she  had  been  angry  at 
the  physician  who  took  care  of  her 
mother  — ostensibly  for  not  telling  the 
family  of  her  precarious  condition. 
Still,  later  she  was  able  to  acknowl- 
edge how  angry  she  felt  at  her  parents 
for  deserting  her.  Her  message  was 
"how  dare  you  desert  me  like  this  and 
leave  me  alone  to  face  the  harsh  world 
by  myself.”  Her  continued  grief  and 
suffering  constituted  a modified 
temper  tantrum  as  well  as  a monu- 
ment to  her  guilt.  Thus  if  guilt  is  tac- 
kled first,  the  underlying  anger  may 
surface  on  its  own  accord,  thus  remov- 
ing further  obstacles  for  the  mourning 
process. 

The  patient’s  tension  and  anxiety 
often  are  lessened  when  he  is  reas- 
sured that  his  feelings  and  somatic 
symptoms  are  a normal  part  of  the 
grieving  process  and  will  diminish 
with  time.  The  grieving  process  often 
is  facilitated  if  the  patient  is  told  that 
the  more  he  talks  about  his  feelings, 
the  faster  his  distress  will  remit.  The 
physician  also  should  reassure  the  pa- 
tient that  he  is  not  "loosing  his  mind,” 
when  he  sees  images  of  the  deceased; 
that  this  is  merely  part  of  the  grief 
reaction  and  will  lessen  with  time. 

In  a study  of  widows  who  had  re- 
cently lost  their  husbands,  Maddison 
and  Walker”  found  that  patients  who 


had  dealt  inadequately  with  their 
grief  later  told  the  investigators  that 
during  the  grief  period,  they  needed 
more  encouragement,  support,  under- 
standing to  permit  freedom  of  expres- 
sion of  feelings,  particularly  grief  and 
anger.  The  widows  also  felt  that  it 
would  have  been  more  helpful  if  they 
would  have  been  able  to  talk  more  and 
in  greater  detail  about  their  husbands 
and  past  life.  The  widows  noted  that 
people  in  their  environment  opposed 
their  expressing  strong  affects,  and 
usually  would  tell  them  to  exercise 
control.  Finally,  they  complained  that 
their  friends  and  relatives  focused  on 
present  and  future  activities,  and 
would  not  allow  them  to  think  about 
the  past.  Maddison  found  that  hints  to 
the  patient  of  future  romance  had  a 
negative  effect. 

Grief  work  is  painful  and  there  is  a 
tendency  among  physicians  to  overse- 
date patients  for  several  weeks.  This 
results  in  repression  of  many  feelings, 
and  consequently  the  patients  never 
really  have  an  opportunity  to  work 
through  their  grief.  If  a patient  is  hav- 
ing severe  insommia,  the  author  rec- 
ommends Dalmane  30  mg.  for  sleep;  if 
the  patient  is  experiencing  severe  anx- 
iety, the  author  recommends  appro- 
priate doses  of  Librium  or  Valium. 
These  tranquilizers  should  not  be  pre- 
scribed in  a way  that  will  sedate  the 
patient  throughout  the  day,  and  pre- 


vent him  from  carrying  out  the  grief 
work.  Lindemann6  found  that  eight  to 
10  interviews  were  enough  to  settle 
uncomplicated  and  undistorted  grief 
reactions.  However  other  authors7 
have  found  that  more  sessions  fre- 
quently are  needed  the  more  severe 
and  distorted  the  reaction.  Immediate 
psychiatric  attention  is  required  here. 

The  essence  of  grief  work  is  to  sup- 
port the  patient  and  reassure  him  that 
many  feelings  of  grief  he  experiences 
are  to  be  expected  and  will  attenuate 
with  time.  The  physician  should  en- 
courage the  patient  to  verbalize  his 
feelings  and  to  review  his  memories 
and  relationship  with  the  deceased. 
Following  these  guidelines,  most  grief 
reactions  will  proceed  along  an  un- 
eventful course.  □ 
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UPDATE  CARDIOLOGY 

“After  the  heart  attack  - what  next?” 

October  18-19,  1979 
Hershey  Motor  Lodge 

The  division  of  cardiology,  The  Pennsylvania  State  University  College  of  Medicine  at  The  Milton  S.  Hershey 
Medical  Center,  announces  a postgraduate  education  series  to  update  the  practicing  physician  in  current 
concepts  in  management  of  complications  of  myocardial  infarction,  and  initiation  of  a cardiac  rehabilitation 
program. 

Educational  meetings  will  be  half-day  sessions  to  allow  adequate  time  to  enjoy  the  family  activities  available 
in  the  Hershey  area. 

Guest  Faculty:  Drs.  Herbert  Benson,  Leonard  Dreifus,  Edward  Genton  and  Paul  Stein. 

Topics:  Anticoagulant,  antiplatelet,  antiarrhythmic  therapy,  as  well  as  exercise  and  stress  management. 

Registration  for  physicians  - $75 
Approved  for  10  hours  of  AMA  Category  1 Credit 

FOR  FURTHER  INFORMATION  CONTACT  / Sheila  Shochat  / The  Milton  S.  Hershey  Medical 
Center  / The  Pennsylvania  State  University  / Hershey,  PA  17033  / (717)  534-8898 
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V-Cillin  K 

penicillin  V potassium 

is  the  most 
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V-Cillin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

‘Equivalent  to  penicillin  V. 


Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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FOR  YOU  ’TIL 
YOU  COLLECT  IT! 


TURN  YOUR  RECEIVABLES 
INTO  DEPOSITS  FASTER. 

THE  SAFEGUARD  PRACTICE  MANAGEMENT 
SYSTEM  DOES  JUST  THAT! 


Aside  from  establishing  proper  office  controls  and  simplifying  third-party  insur- 
ance billing,  the  Safeguard  Practice  Management  System  will  increase  your  office 
collections. 


PATIENT  TRANSACTION  SLIP 

• Advises  doctor  and  patient  of  old  balance  due 

• System  routes  patient  to  front  desk  for  payment 

• Encourages  discussion  and  payments 

• Provides  bill  at  time-of-service  to  encourage  in-office  payment 

• Provides  “quick  payment  envelope"  which  encourages  pre- 
statement payment 


QUICK  CLAIM™ 

• All  of  the  features  of  the  Patient  Transaction  Slip,  plus: 

• May  be  used  in  individual  responsibility  program— (Patient  pays 
doctor  and  submits  Quick  Claim  to  insurance  company  for  re- 
imbursement.) 

• Reduces  claims  backlog;  increases  collections 

• Flexibility  to  accept  assignments  selectively 


Along  with  Patient/Ledger  Statementthat  provides  up-to-date  accounts  receivable 
information  and  the  Day  Sheet  that  provides  financial  analysis  by  day  and  month, 
the  Safeguard  Practice  Management  System  is  the  perfect  package  to  run  your 
office  more  efficiently.  Let  your  local  Safeguard  Distributor  show  you  how.  Call  him 
or  mail  in  the  coupon. 


O Safeguard 

BUSINESS  SYSTEMS^ 

470  Maryland  Drive 
Fort  Washington.  PA  19034 

Offices  located  throughout  Pennsylvania. 

(In  PA  call  collect  215-643-4811) 

C 1979  Safeguard  Business  Systems,  Inc. 


| I WANT  TO  COLLECT  IT  FASTER. 

| □ Send  information  on  Practice  Management  Systems 

□ Have  my  local  Safeguard  Distributor  call  for  an  appointment 

| Dr. 

Add  ress — 

I r.ity/State/Zip  

I Phone  No.  ( )_ — 

| Specialty — 
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MDs  in  the  news 


Drs.  Thomas  Cadman,  Diane 
Schuller,  and  Joseph  Weader  have 
been  named  to  direct  three  new  de- 
partments of  the  division  of  pediatrics 
at  Geisinger  Medical  Center,  Dan- 
ville. Dr.  Cadman  will  direct  pedi- 
atrics subspecialties;  Dr.  Schuller 
will  head  the  pediatric  cardiopulmo- 
nary and  allergic  diseases  depart- 
ment; and  Dr.  Weader  will  direct  gen- 
eral pediatrics  and  neonatology.  Dr. 
Thomas  Martin  is  chairman  of  the 
division. 

F.  Dennis  Dawgert,  MD,  has  been 
appointed  medical  director  of  St. 
Joseph’s  Children’s  and  Maternity 
Hospital,  Scranton. 

George  H.  Conner,  MD,  Lebanon, 
received  the  second  annual  Service  to 
Mankind  award  of  the  Lebanon  Valley 
Sertoma  Club.  Selection  was  based  on 
Dr.  Conner’s  service  to  the  club’s 
speech  and  hearing  projects.  He  is  a 
professor  of  surgery  and  chief  of 
otolaryngology  at  Hershey  Medical 
Center. 

Peter  J.  Corey,  MD,  has  been  elected 
director  of  the  department  of  surgery 
at  Wilkes-Barre  General  Hospital.  As 
director  he  will  serve  as  co-chairman 
of  the  critical  care  committee. 


Stuart  Heydt,  MD,  DDS,  has  been 
appointed  assistant  to  the  president  by 
the  board  of  directors  of  Geisinger 
Medical  Center.  He  will  continue  to 
serve  as  director  of  the  department  of 
oral/maxillofacial  surgery  and  dentis- 
try at  Geisinger. 

Gail  W.  Kahle,  MD,  a family  prac- 
titioner from  Marienville,  recently 
was  honored  for  69  years  of  service  in 
the  medical  field. 

Thomas  S.  Boyd,  MD,  Midland,  re- 
ceived the  chamber  of  commerce  com- 
munity service  award  for  more  than  40 
years  of  service  to  the  area. 

John  Eisenberg,  MD,  has  been  ap- 
pointed the  first  Solomon  Katz  assist- 
ant professor  of  general  medicine  at 
the  University  of  Pennsylvania  School 
of  Medicine.  This  is  the  first  fully  en- 
dowed professorship  in  the  nation  in 
general  medicine.  Solomon  Katz  is 
chairman  of  the  board  and  chief  execu- 
tive officer  of  Distribution  Interna- 
tional Corporation.  Dr.  Eisenberg  is 
chief  of  the  general  medicine  section  of 
the  department  of  medicine  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania, and  co-director  of  the  hospital’s 
primary  care  residency  training  pro- 
gram. 


Kripa  S.  Singh,  MD,  Erie,  has  been 
named  clinical  director  of  the  Saint 
Vincent  Community  Mental  Health 
Center.  He  also  is  chairman  of  the 
Saint  Vincent  department  of  psy- 
chiatry. 

Arthur  H.  Hayes,  Jr.,  MD,  chief  of 
the  division  of  clinical  pharmacology 
at  The  Milton  S.  Hershey  Medical 
Center,  is  president  elect  of  the  Amer- 
ican Society  for  Clinical  Pharmacol- 
ogy and  Therapeutics  (ASCPT).  He 
will  assume  the  presidency  of  the  or- 
ganization in  March  1980. 

James  M.  Delaplane,  MD,  has  been 
named  director  of  Friends  Hospital, 
Philadelphia,  succeeding  William  P. 
Camp,  MD.  Dr.  Delaplane  had  been 
medical  director  of  the  hospital  since 
1972.  Jan  W.  Doeff,  MD,  was  elected 
president  of  the  medical  staff. 

Merle  Bundy,  MD,  director  of  indus- 
trial medicine  at  United  States  Steel, 
Corp.,  Pittsburgh,  received  the  Knud- 
sen  Award,  occupational  medicine’s 
highest  honor,  from  the  American 
Occupational  Medical  Association, 
(AOMA).  Dr.  Bundy  is  a former  presi- 
dent of  the  association,  and  a member 
of  the  board  of  directors  of  the  Occupa- 
tional Health  Institute. 


DR.  AUSTRIAN 


Robert  C.  Austrian,  MD,  pro- 
fessor and  chairman  of  the  depart- 
ment of  research  medicine  at  the 
University  of  Pennsylvania  Medi- 
cal School,  received  the  highest 
tribute  of  the  Philadelphia  County 
Medical  Society  in  recognition  of 
his  development  of  a successful 
pneumococcal  bacteria  pneumonia 
vaccine.  The  56th  annual  Stritt- 
matter  Award,  consisting  of  a gold 
medal  and  citation,  was  presented 
to  Dr.  Austrian  at  the  PCMS 
awards  dinner  May  16. 

Dr.  Austrian  has  served  as  a pro- 
fessor of  medicine  at  the  Univer- 


sity of  Pennsylvania  since  1962. 
His  vaccine  was  licensed  by  the 
Food  and  Drug  Administration  in 
November  1977,  after  more  than  25 
years  of  research. 

The  Strittmatter  Award  is 
named  for  I.P.  Strittmatter,  MD,  a 
Philadelphia  gynecologist  who  in 
1923  established  a trust  fund  of 
$5,000  in  perpetuity,  the  income  of 
which  is  paid  to  PCMS  for  the  pur- 
pose of  securing  a gold  medal. 

Dr.  Austrian  also  will  be  honored 
by  the  American  College  of  Chest 
Physicians  in  November  during  the 
assembly  in  Houston. 
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More  than  500  persons  attended  a tes- 
timonial dinner  honoring  William 
Rongaus,  MD,  Donora.  Dr.  Rongaus, 
a community  physician  for  34  years, 
became  nationally  known  during  the 
Donora  smog  of  1948.  As  president  of 
the  Donora  Health  Board,  he  worked 
for  three  days  and  nights  to  attend  the 
ill  when  the  smog  hit  in  late  October. 
Dr.  Rongaus  received  his  medical  de- 
gree in  1943  from  Jefferson  Medical 
School,  and  interned  at  West  Penn 
Hospital,  Pittsburgh.  In  1945  he 
began  his  practice  in  Donora.  He 
served  as  chief  of  staff  at  the  former 
Charleroi-Monessen  Hospital  for  two 
years  and  served  on  the  executive 
board  for  six  years. 

Ruth  P.  Schiller,  MD,  Souderton,  has 
been  elected  chairman  of  the  pedi- 
atrics department  of  Grand  View 
Hospital,  Perkasie.  A member  of  that 
hospital’s  medical  staff  since  1969,  Dr. 
Schiller  is  in  private  practice  with 
Pennridge  Pediatrics  Association, 
Inc.,  Sellersville. 

Pearl  G.  McNall,  MD,  Carnegie,  has 
been  presented  with  the  1979  Kermit 
E.  Osserman  Award  of  the  Myas- 
thenia Gravis  Foundation.  Dr.  McNall 
is  on  the  senior  medical  staff  of  St. 
Clair  Memorial  Hospital  and  Mercy 
Hospital. 

The  Allegheny  County  Medical  Soci- 
ety held  its  semi-annual  business 
meeting  recently  and  honored  the  fol- 
lowing physicians  who  have  practiced 
medicine  for  50  years:  Drs.  William  L. 
Anderson,  Chester  F.  Beall,  Ben- 
jamin Berger,  August  V.  Casillo, 
James  G.  Cunningham,  Dominic  N. 
DiSilvio,  John  W.  Leech,  Florence 
L.  Marcus,  Sydney  M.  Saul,  Logan 
H.  Steele,  Theodore  B,  Stern, 
William  G.  Thompson,  and  James 
R.  Watson.  Drs.  Harry  Loikrec  and 
Irving  J.  Morgan,  who  died  recently, 
would  have  been  among  this  group. 

Allen  B.  Cohen,  MD,  professor  of 
medicine  and  physiology  and  chief  of 
the  pulmonary  division  at  Temple 
University  School  of  Medicine,  has 
been  awarded  a Macy  faculty  scholar- 
ship to  support  special  research.  He 
will  study  immunology  at  the  Scripps 
Clinic  and  Research  Foundation  in  La 
Jolla,  California. 


"Controversy  Surrounding  the  Detec- 
tion, Diagnosis,  and  Treatment  of 
Breast  Cancer,”  was  the  subject  of  a 
panel  discussion  held  at  the  Medical 
College  of  Pennsylvania  during  a joint 
meeting  of  the  national  and  common- 
wealth board.  Serving  on  the  panel 
were  Drs.  James  G.  Bassett,  profes- 
sor of  surgery  and  head  of  the  section 
of  surgical  oncology;  Rosaline  R. 
Joseph,  professor  of  medicine  and 
chief  of  the  division  of  hematology- 
oncology;  Janet  A.  Parker,  professor 
of  radiology  and  director  of  the  section 
of  radiation  oncology  and  nuclear 
medicine;  and  Barbara  Schindler, 
assistant  professor  of  psychiatry. 


DR.  BASSETT 


DR.  JOSEPH 


DR.  SCHINDLER 


DR.  PARKER 


L.B.  Silverstine,  MD,  a Bradford  pe- 
diatrician for  more  than  30  years,  has 
been  selected  as  the  28th  recipient  of 
the  Golden  Deeds  Award  presented 
annually  by  the  Bradford  Exchange 
Club.  The  award  is  in  recognition  of 
outstanding  service  to  the  community. 
Dr.  Silverstine  is  chief  of  pediatrics  at 
Bradford  Hospital. 

Drs.  D.  Gordon  Burket  and  Elwood 
Stitzel  were  honored  for  more  than  50 
years  of  service  to  Mercy  Hospital,  Al- 
toona, at  a recent  dinner.  Dr.  Burket 
joined  the  hospital’s  medical  staff  in 
1926.  He  was  chief  of  surgical  service 
from  1942  to  1962.  Dr.  Stitzel,  a pedi- 
atrician, has  served  as  a staff  member 
since  1928.  He  has  been  chief  of  staff 
for  five  years  and  chief  of  pediatrics  for 
30  years. 


Nine  doctors  who  comprise  the 
emeritus  medical  staff  at  the  Oil  City 
Hospital  were  honored  at  the  88th  an- 
niversary celebration  of  the  institu- 
tion. Honored  were  Drs.  M.C.  Din- 
berg,  T.S.  Gabreski,  A.W.  Good- 
win, Jr.,  J.E.  Hadley,  C.C.  Huston, 
Leo  Levine,  Thomas  Thomas,  T.E. 
Timney,  and  A.J.  Rosinski. 

Norman  J.  Skversky,  MD,  Philadel- 
phia, lectured  to  staff  and  community 
physicians  at  Memorial  Hospital, 
Sarasota,  Florida,  on  treatment  of 
chronic  lymphedema  of  the  ex- 
tremities, and  the  intermittent 
claudication  in  the  Young-Popliteal 
Entrapment  Syndrome.  Dr.  Skversky 
is  attending  physician  in  the 
peripheral  vascular  section  of  the  de- 
partment of  medicine  at  Albert  Ein- 
stein Medical  Center. 

The  University  of  Paris  VII  has  con- 
ferred the  title  of  Docteur  Honoris 
Causa  upon  Baruch  S.  Blumberg, 
MD,  senior  member  and  associate  di-  I 
rector  for  clinical  research  at  the  Fox 
Chase  Cancer  Center’s  Institute  for 
Cancer  Research.  The  honor  is  in  rec- 
ognition of  his  contributions  to  medi- 
cal research.  In  1976  he  was  named 
Nobel  laureate  in  medicine  for  his 
work  to  advance  scientific  knowledge 
about  hepatitis  B virus. 

Thomas  J.  Fria,  MD,  O’Hara,  has 
been  named  a 1979  research  grant  re- 
cipient by  the  Health  Foundation  of 
the  United  Way.  Dr.  Fria,  director  of 
the  audiology  division  of  Children’s 
Hospital,  is  examining  congenital 
deafness  in  low  birth  weight  infants 
born  at  Magee-Women’s  Hospital, 
Pittsburgh. 

J.  Roderick  Kitchell,  MD,  Bala 
Cynwyd,  emeritus  chief  of  cardiology 
services  at  Abington  Memorial  Hospi- 
tal, received  the  "Heart  of  the  Year” 
award  from  the  Southeastern  Penn- 
sylvania Chapter  of  the  American 
Heart  Association.  The  award  honors 
individuals  who  have  made  a lasting 
contribution  to  heart  associations.  Dr. 
Kitchell  and  his  colleague,  Lawrence 
E.  Meltzer,  MD,  are  credited  with  pi- 
oneering a coronary  care  unit  staffed 
by  specially  trained  cardiac  nurses  for 
Presbyterian  Hospital,  Philadelphia, 
in  1962. 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g..  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 

Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  bea  valuable  adjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 
2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprme  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprme  HCI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprme,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose,  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

US  Pat  No  3,056,836 
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his  asthmatic 

sn’t  worried  ahout  his  next  hreath... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guaiacolate  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  branchospasric 
conditions  such  os  bronchial  asthma,  chronic  bronchitis 
and  pulmonary  emphysema 

Warnings:  Do  not  administer  more  frequently  than  every 
6 hours  or  within  12  hours  after  rectal  dose  of  any  prepara- 
tion containing  theophylline  or  aminophyllme  Do  not 
give  other  compounds  containing  xanthine  derivatives 
concurrently 

Precautions:  Use  with  caution  in  patients  with  cardiac 
disease,  hepatic  or  renal  impairment  Concurrent  adminis- 
tration with  certain  antibiotics  i e clindamycin  erythro- 
mycin rroleandomycin  may  result  in  higher  serum  levels 
of  theophylline  Plasma  prothrombin  and  factor  V may 
increase  bur  any  clinical  effect  is  likely  to  be  small.  Metab- 
olites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleaceric  acid  readings,  when  determined 
wirh  nirrosonaphthol  reagent  Safe  use  in  pregnancy  has 
nor  been  established  Use  in  case  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  system  Its  administra- 
tion may  cause  local  irritation  of  the  gastric  mucosa  with 
possible  gastric  discomfort  nausea  and  vomiting  The 
frequency  of  adverse  reactions  is  related  to  the  serum 
theophylline  level  ond  is  not  usually  o problem  or  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Capsules  in  bottles  of  100  ond  1000  and 
unit-dose  packs  of  100  Liquid  in  bottles  of  1 pint  ond  1 
gallon 

See  package  insert  for  complete  prescribing  information 


MeadJdiTiWn  PHARMACEUTICAL  division 

© 1979  Mead  Johnson  & Company  • Evansville.  Indiana  47721  USA  MJL  8-4294R2 


Program  outlined 


Since  1973,  55%  of  Temple  graduates  in  primary  care 


William  P.  Barba,  II,  MD 


The  lack  of  trained  health  care  per- 
sonnel has  been  of  national  and 
local  concern  since  1960.  The  problem 
here  is  twofold.  First,  there  are  areas 
of  the  country  and  Commonwealth 
without  adequate  physician  man- 
power. The  National  Health  Service 
Corps  was  formed  to  solve  this 
problem.  Second,  there  is  a need  for 
more  primary  care  physicians.  To  help 
fill  this  need,  Temple  University 
School  of  Medicine  (TUSM)  has  devel- 
oped the  following  program. 

In  April  1974,  the  executive  com- 
mittee of  TUSM  agreed  that  a goal  of 
the  medical  school  should  be  to  have  at 
least  half  of  the  graduates  enter  ca- 
reers in  primary  care  medicine.  Prior 
to  this,  the  goal  had  been  to  prepare 
students  to  enter  residency  training  in 
any  specialty.  This  policy  change, 
which  followed  several  years  of  discus- 
sion and  planning,  came  as  a result  of 
several  factors. 

Of  paramount  importance  was  the 
belief  of  many  of  the  administration 
and  faculty  that  this  was  an  appropri- 


Dr. Barba  is  associate  vice  president  of 
Temple  University  Health  Sciences 
Center,  Philadelphia.  He  is  program  di- 
rector of  the  primary  care  clerkships,  a 
four-week  program  required  of  third 
year  medical  students  at  Temple  Uni- 
versity. Dr.  Barba  also  is  a member  of 
the  advisory  committee  for  the  sopho- 
more medical  course  in  "Primary  Care 
Concepts." 


ate  response  by  the  medical  school  to 
the  needs  of  society.  Also,  the  alumni 
of  TUSM  had  observed  a need  for  pri- 
mary care  physicians,  based  on  per- 
sonal experiences  at  home.  Third,  the 
federal  and  state  governments  had  in- 
dicated a need  for  more  primary  care 
physicians. 

A detailed  plan  for  implementing 
this  policy  change  was  developed  by  a 
medical  school  committee  headed  by 
Dr.  Sol  Sherry,  chairman  of  the  de- 
partment of  medicine.  This  plan  can  be 
summarized  as  follows: 

• The  admissions  committee  should 
develop  ways  to  accept  more  appli- 
cants who  have  a high  potential  for 
entering  careers  in  primary  care  and 
practicing  in  underserved  areas  in  the 
Commonwealth . 

• The  curriculum  should  be  altered  to 
provide  more  emphasis  on  primary 
care. 

• The  medical  school  should  provide 
directly,  or  through  affiliations,  first 
year  residency  openings  in  primary 
care  disciplines  for  100  or  more  grad- 
uates of  medical  school. 

• The  continuing  education  program 
should  emphasize  programs  for  pri- 
mary care  physicians;  these  programs 
should  be  conducted  in  communities 
where  the  physicians  practice. 

• The  limited  scope  of  medical  school 
educational  television  programming 
should  be  expanded  to  reach  all  par- 
ticipating communities. 

• An  associate  dean  for  primary  care 


should  be  appointed  to  work  with  a 
staff  to  develop  and  evaluate  the  edu- 
cational programs. 

• The  department  of  family  practice 
and  community  health  should  be  ex- 
panded and  developed  to  carry  out  a 
major  part  of  the  mission. 

The  medical  school  would  have  to 
develop  additional  funding,  from  one 
million  the  first  year  to  three  million 
the  third  year,  to  implement  this  plan, 
according  to  a conservative  estimate. 
This  estimate  did  not  allow  for  the 
costs  of  inflation,  the  expanded  televi- 
sion program,  nor  the  hospital  costs  of 
the  residency  programs.  Since  1974, 
the  desired  increased  funding  could 
not  be  developed.  Indeed,  the  total 
available  funds  to  the  medical  school 
have  only  increased  minimally  since 
1974,  primarily  reflecting  tuition  in- 
creases, not  increased  federal  or  state 
support.  (See  Figure  1.) 

Despite  the  lack  of  funding,  much  of 
this  program  has  been  implemented. 
The  admissions  committee,  while  un- 
able to  develop  as  sophisticated  a pro- 
gram as  desired,  is  identifying  stu- 
dents felt  to  have  a potential  for  ca- 
reers in  primary  care  who  will  practice 
in  smaller  communities. 

Major  changes  have  been  made  in 
the  curriculum.  A first  year  course, 
"The  Introduction  to  Primary  Care” 
has  been  implemented.  The  objective 
of  this  course  is  to  demonstrate  to  the 
students  the  general  function  of  pri- 
mary care  practitioners,  the  kinds  of 
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Figure  1.  Source  of  Temple  University  cost  allocation  studies 


problems  they  see,  the  rewards  and 
problems  of  their  practice.  As  part  of 
this  course,  each  student  spends  time 
with  a primary  care  preceptor — at 
least  two  days  in  the  office,  and  during 
hospital  rounds  twice  a year.  The  pre- 
ceptors and  most  lecturers  are  volun- 
teer practicing  physicians.  Emphasis 
is  placed  on  the  doctor-patient  re- 
lationship. The  student  has  an  oppor- 
tunity to  relate  the  significance  of 
some  of  the  basic  science  courses  to  the 
practice  of  medicine  and,  most  impor- 
tantly, the  student’s  perception  of  the 
physician’s  role  in  helping  people  is 
reinforced. 

During  the  second  year,  a course  en- 
titled "Primary  Care  Concepts”  has 
been  developed  which,  in  coordination 
with  the  course  in  preventive  medi- 
cine, has  several  objectives.  Students 
are  expected  to  learn  the  basic 
phenomenon  of  human  growth  and 
development  from  conception  to  death, 
with  special  emphasis  on  the  family, 
sexuality,  aging  and  death,  and  the 
implications  of  this  knowledge  for  the 
practice  of  medicine  in  the  home,  of- 
fice, and  hospital.  They  are  expected  to 


learn  the  potentials  and  practices  of 
preventive  medicine  in  relation  to  in- 
dividuals, families,  and  social  groups. 
This  includes  consideration  of  envi- 
ronmental and  occupational  factors 
related  to  health  problems.  Students 
also  are  expected  to  learn  the  concepts 
of  community  health  care,  including 
the  economics  of  this  care. 

The  core  of  the  primary  care  pro- 
gram for  medical  students  occurs  in 
the  third  year.  A four-week  preceptor- 
ship  in  a primary  care  setting  is  re- 
quired. This  may  be  with  a solo  prac- 
ticing physician  or  with  a group  prac- 
tice. The  setting  may  be  in  an  urban, 
suburban,  or  rural  area.  During  this 
four-week  period,  the  student,  under 
the  supervision  of  the  preceptor, 
changes  from  an  observer  to  an  active 
provider  of  primary  care  for  the  pa- 
tients seen  in  the  particular  setting. 
The  emphasis  for  student  learning  is 
not  on  the  pathophysiology  of  disease 
nor  technical  skills,  but  on  the  princi- 
ples and  practice  of  comprehensive, 
continuing,  preventive,  personal,  and 
family  health  care. 

Students  also  are  expected  to  ac- 


company their  preceptor  on  hospital 
rounds,  to  staff  meetings,  to  medical 
society  meetings,  on  house  calls,  on 
nursing  home  calls,  and  on  visits  to 
school  health  programs.  In  short,  the 
student  is  expected  to  be  the  shadow  of 
the  preceptor. 

The  preceptors  for  this  program  are 
primarily  volunteer  practicing  physi- 
cians. Some  work  full  time  in  a com- 
munity hospital,  primary  care  resi- 
dency program,  HMO,  or  other  organ- 
ized type  of  primary  care  delivery. 

The  locations  of  the  preceptorship 
sites  have  been  varied.  In  general, 
rural  sites  make  the  greatest  impact 
on  students.  Approximately  50  per- 
cent have  been  in  the  Greater 
Philadelphia  area,  5 percent  outside  of 
Pennsylvania,  and  the  remaining  per- 
centage in  small  Pennsylvania  com- 
munities. 

This  program  began  in  the  1976-77 
school  year  and  was  required  for  half 
the  third  year  class  (90  students). 
Since  then,  all  students  have  been  re- 
quired to  take  this  clerkship. 

Analysis  of  the  limited  data  from 
the  270  students  who  have  partici- 
pated thus  far  is  very  encouraging  and 
supportive  of  the  program.  Of  the  pre- 
ceptors, about  50  percent  were  family 
practitioners,  35  percent  were  general 
internists,  and  15  percent  were  pedi- 
atricians. Some  100  different  physi- 
cians served  as  preceptors  for  the  stu- 
dents. Eighty-seven  percent  of  the 
students  felt  they  had  an  appropriate 
amount  of  responsibility  for  patient 
care.  Ninety-seven  percent  of  the  stu- 
dents enjoyed  the  experience,  and  93 
percent  felt  that  they  had  developed 
positive  perceptions  of  the  role  of  the 
primary  care  physician.  Forty-one 
percent  of  the  students  felt  that  the 
preceptorship  should  be  longer.  From 
the  student  evaluations,  the  precep- 
torships  can  be  considered  a great  suc- 
cess. 

Of  those  physicians  serving  as  pre- 
ceptors, less  than  five  percent  have 
dropped  out  of  the  program.  The  rest 
have  enjoyed  the  experience.  Many 
have  participated  in  the  workshops 
held  to  develop  the  program.  Their 
participation  has  been  essential  in 
demonstrating  to  new  preceptors  ways 
to  include  students  in  the  care  of  pa- 
tients; faculty  also  learn  what  kind  of 
educational  program  is  feasible  in  the 
private  practice  setting. 
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The  faculty  of  TUSM  now  is  par- 
ticipating in  residency  training  pro- 
grams that  provide  117  first  year 
positions  in  primary  care  residency 
programs,  an  increase  from  the  79  po- 
sitions available  in  1973.  Of  these  new 
positions,  23  are  in  family  practice.  In 
addition  to  community  hospitals  in  the 
Philadelphia  area,  programs  in 
Johnstown,  Bethlehem,  Scranton,  and 
Lancaster  are  affiliated  with  Temple; 
family  practice  programs  in  Reading 
and  Allentown  also  help  with  the  stu- 
dent program. 

Programs  oriented  to  primary  care 
have  been  developed  in  a number  of 
community  hospitals  by  the  continu- 
ing education  department.  In  addition 
to  the  usual  visiting  lecturer  program, 
major  programs  have  been  produced  in 
Lancaster  and  Bethlehem. 

The  department  of  family  practice 
and  community  health  has  been  ex- 
panded, and  is  playing  a major  role  in 
programs  for  medical  students. 

In  addition,  the  department  of  medi- 
cine is  a partner  in  the  newly  devel- 
oped general  medical  residency  pro- 
gram in  Scranton.  Three  community 
hospitals  are  involved  in  this  program. 
The  department  also  provides  strong 
support  for  the  affiliated  general  med- 
icine residencies  at  St.  Luke’s  Hospi- 
tal, Bethlehem,  and  the  Conemaugh 
Valley  Memorial  Hospital,  Johns- 
town. 

These  program  developments  have 
been  implemented  with  difficulty  be- 
cause of  the  lack  of  additional  funding 
from  federal  and  state  agencies.  These 
developments  would  have  been  impos- 
sible without  the  support  of  many 
practicing  physicians  who  have  volun- 
teered as  preceptors. 

Our  records  do  not  indicate  how 
many  of  our  graduates  in  internal 
medicine,  pediatrics,  and  family  prac- 
tice are  subspecialists.  However, 
25  percent  of  TUSM  graduates  from 
the  classes  of  1961  through  1969  are  in 
primary  care  practice.  About  55  per- 
cent of  the  graduates  from  the  classes 
of  1973  through  1978  are  in  primary 
care  practices  or  residency  programs. 
This  switch  in  practice  choice  by  our 
graduates  started  before  the  admis- 
sions policy  and  curriculum  were 
changed.  It  remains  to  be  seen  if  these 
changes  will  maintain  the  high  per- 
centage of  graduates  now  entering 
primary  care  careers.  □ 


HFirstmark  Capital 

Firstmark  Capital  Corporation  announces  a new  personal 
lending  service  designed  to  meet  the  special  needs  of 
health  care  professionals 

Consider  the  advantages  . . . 

• Only  your  signature  is  required  to  borrow  from  $5,000  to  $25,000, 
terms  to  60  months 

• Quick  confidential  service,  entire  transaction  handled  by  mail 

• Credit  life  insurance  available  at  low  cost  ...  No  physical 
examination  required 

• Loan  is  interest  bearing  . . . You  may  pay  off  or  reduce  the  loan  at 
any  time  without  pre-payment  penalty 

Here's  how  to  apply  . . . 

For  complete  information  and  a simple  loan  application  call  Mr. 
Charles  toll  free  at  1-800-421-0355 

FIRSTMARK  CAPITAL 
7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 

Serving  the  Health  Care  Industry  for  over  50  years 

GEISINGER  MEDICAL  CENTER 
Institute  for  Medical  Education  & Research 

presents: 

ANNUAL  POCONO  COURSE 
CLINICAL  DECISION  MAKING 
Aug.  8 - Aug.  12,  1979 
Pocono  Hershey  Resort 
White  Haven,  PA. 

Aug.  8 - AHA  C.P.R.  Certification  Course  (8  hrs.) 

Aug.  8 - 12  - Clinical  Diagnosis  & Treatment 
Sessions  8 A.M.  - 1 P.M. 

Approved  for  28  hrs.  of  Category  I 
P.M.S.  Credit 

Content  designed  for  physicians  in 
primary  care  practice  and  will  stress 
diagnostic  approach  to  commonly 
encountered  symptoms  and  signs. 

For  further  information  contact:  Ms.  Sharon  Hanley 

Program  Registrar 
Geisinger  Medical  Center 
Danville,  PA  17821 
717-275-6925 
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The'Makei 4 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  pr  od- 
ucts made  by  high-technol- 
ogy,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-pqoe  suppliers. 


FACT;  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
w hich  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantia 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics  I 
as  tetracycline  and  ery- 
thromycin. The  record  oi 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


}\ 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 


FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  th  , 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe 
tence  of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


Matters, 


YTH:  Generic  options  al- 
most always  exist. 

1CT:  About  55  percent 
prescription  drug  ex- 
‘nditure  is  for  single- 
iirce  drugs.  This 
eans,  of  course,  that  for 

i 

llv  45  percent  of  such 
penditure,  is  a generic 
•escribing  option  avail- 
>le. 


'YTH:  Generic 
ascriptions  are  filled  with 
expensive  generics,  thus 
wing  consumers  large 
; ms  of  money. 

! lCT:  Market  data  show 
: at  you  invariably 
[•escribe — and  pharma- 
:sts  dispense — both 
[•and  and  genericallv 
I beled  products  from 
iiown  and  trusted 
soirees,  in  the  best  inter- 
Et  of  patients.  In  most 
uses  the  patient  receives 
Eproven  brand  product, 
livings  from  voluntary 
[•  mandated  generic 
[•escribing  are  grossly 
taggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  mone}>. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  anv 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , vour  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


BVTk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


Legal  counsel  reports 

Chiropractic  suit  settlement  terms  outlined 


Fred  Speaker,  Esq. 


On  April  16,  1979,  Judge  John  Ful- 
lam  gave  final  approval  to  the  settle- 
ment by  PMS,  AMA,  and  five  other 
defendants  of  a class  action  antitrust 
suit  brought  by  the  Pennsylvania 
Chiropractic  Society  and  an  individ- 
ual chiropractor  on  behalf  of  all 
chiropractors  in  Pennsylvania.  The 
suit  continues  as  to  defendant  Penn- 
sylvania Radiological  Society  and 
added  defendant  American  College  of 
Radiology. 

The  settlement  recognizes  the  fact 
that  chiropractors  are  licensed  limited 
practitioners  in  Pennsylvania  and 
that  "specialists,  including  those  in 
radiology  or  clinical  pathology,  ethi- 
cally may  choose  either  to  accept  or  to 
decline  patients  sent  to  them  by 
licensed  limited  practitioners.”  The 
settlement  does  not  acknowledge  that 
there  have  been  any  antitrust  viola- 
tions by  any  defendants.  The  PMS 
Board  of  Trustees  approved  the  set- 
tlement agreement,  as  did  the  AMA, 
only  after  determining  that  the 
agreement  is  not  in  conflict  with  the 
Principles  of  Medical  Ethics. 

The  operative  paragraphs  of  the 
Settlement  Agreement  provide  as  fol- 
lows: 

III.  Defendant  American  Medical 
Association  (AMA)  hereby  affirms 
that  the  term  "licensed  limited  prac- 
titioners” in  Section  3.70  of  the  AMA’s 
Judicial  Council  Opinions  and  Reports 
includes  doctors  of  chiropractic.  AMA 
further  affirms  that  under  such  sec- 
tion specialists,  including  those  in 
radiology  or  clinical  pathology,  ethi- 
cally may  choose  either  to  accept  or  to 
decline  patients  sent  to  them  by 
licensed  limited  practitioners,  includ- 


ing doctors  of  chiropractic,  subject  to 
the  provisions  thereof. 

IV.  Defendant  Pennsylvania  Medi- 
cal Society  (PMS)  hereby  affirms  that 
it  is  a "constituent”  society  of  AMA  as 
described  in  Article  II  of  the  AMA 
Constitution  and  that  it  accepts  Sec- 
tion 3.70  of  the  AMA’s  Judicial  Coun- 
cil Opinions  and  Reports,  and  the  in- 
terpretations thereof  made  by  AMA, 
including  but  not  limited  to  the  af- 
firmations of  AMA  stated  in  Part  III  of 
this  Settlement  Agreement. 

The  provisions  of  Parts  III  through 
XI  of  this  Settlement  Agreement  shall 
be  disseminated  to  PMS’s  members  by 
publication,  mailing,  or  otherwise. 

V.  Defendant  American  Hospital 
Association  (AHA)  hereby  affirms 
that  it  has  no  policy  with  respect  to 
whether  or  not  its  member  hospitals 
and/or  individual  pathologists  and 
radiologists  employed  by  or  associated 
with  such  hospitals  (i)  take  and  fur- 
nish diagnostic  X-rays  and  reports 
thereon  to  chiropractors  or  chiroprac- 
tic patients,  (ii)  furnish  previously 
taken  diagnostic  X-rays  and  reports 
thereon  to  chiropractors  or  chiroprac- 
tic patients,  (iii)  make  and  furnish 
clinical  laboratory  tests  and  reports 
thereon  to  chiropractors  or  chiroprac- 
tic patients,  or  (iv)  furnish  previously 
taken  clinical  laboratory  tests  and  re- 
ports thereon  to  chiropractors  or 
chiropractic  patients.  AHA  also  af- 
firms that  each  hospital  may  decide  for 
itself  (or  allow  individual  pathologists 


Mr.  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society's  legal 
counsel. 


and  radiologists  associated  with  such 
hospital  to  decide  for  themselves) 
whether  or  not  to  provide  either  such 
service  and  under  what  circumstances 
it  (or  they)  will  do  so. 

VI.  Defendant  Hospital  Associa- 
tion of  Pennsylvania  (HAP)  hereby  af- 
firms that  it  shall  not  hereafter  have  a 
policy  with  respect  to  whether  or  not 
its  member  hospitals  and/or  individ- 
ual pathologists  and  radiologists  em- 
ployed by  or  associated  with  such  hos- 
pitals (i)  take  and  furnish  diagnostic 
X-rays  and  reports  thereon  to  chiro- 
practors or  chiropractic  patients,  (ii) 
furnish  previously  taken  diagnostic 
X-rays  and  reports  thereon  to  chiro- 
practors or  chiropractic  patients,  (iii) 
make  and  furnish  clinical  laboratory 
tests  and  reports  thereon  to  chiroprac- 
tors or  chiropractic  patients,  or  (iv) 
furnish  previously  taken  clinical  labo- 
ratory tests  and  reports  thereon  to 
chiropractors  or  chiropractic  patients. 
HAP  also  affirms  that  in  any  advice, 
including  legal  advice,  that  it  may 
give  on  this  subject  matter,  it  will  also 
advise  that  each  hospital  may  decide 
for  itself  (or  allow  individual  pa- 
thologists and  radiologists  associ- 
ated with  such  hospital  to  decide  for 
themselves)  whether  or  not  to  provide 
either  such  service  and  under  what 
circumstances  it  (or  they)  will  do  so. 

The  provisions  of  Parts  III  through 
XI  of  this  Settlement  Agreement  shall 
be  disseminated  to  HAP’s  member 
hospitals  by  publication,  mailing,  or 
otherwise. 

VII.  Defendant  Joint  Commission 
on  Accreditation  of  Hospitals  (JCAH) 
hereby  affirms  that  its  standards  shall 
be  interpreted  so  as  to  be  consistent 
with  the  following:  To  the  extent  per- 
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Continuing  Medical  Education  Programs 


■ Credit:  AM  A Category  I,  AA.F.P.,  A.C.E.P.* 

■ Faculty:  Conducted  by  nationally-renowned  cardiologists 

■ Place:  2Zi  day  weekend  seminars  held  in  over  thirty  metropolitan 
and  resort  locations  throughout  the  U.S. 


^ECG  Interpretation  & Cardiac 
Arrhythmia  Management  Rehabilitation 


Cardiac  Ischemia 
and  Arrhythmias- 
Current  Concepts 

August  17-19 
Toronto,  Canada 

August  24-26 
Hilton  Head,  SC 

September  28-30 
Las  Vegas,  NV 

October  26-28 
Pittsburgh,  PA 

November  2-4 
San  Francisco,  CA 

December  7-9 
Atlanta,  GA 


Coronary  Disease, 
Exercise  Testing  & 
Cardiac  Rehabilitation 

July  27-29 
Lake  Geneva,  Wl 

August  17-19 
Cape  Cod,  MA 

September  28-30 
San  Francisco,  CA 

October  5-7 
Atlanta,  GA 

November  2-4 
New  Orleans,  LA 

December  7-9 
Las  Vegas,  NV 


July  27-29 
Monterey,  CA 

August  10-12 
Bellaire,  Ml 

August  17-19 
Orlando,  FL 

September  28-30 
San  Antonio,  TX 

October  26-28 
Boston,  MA 

November  2-4 
St,  Petersburg,  FL 

November  30  - December  2 
Cincinnati,  OH 


August  10-12 

Lake  of  the  Ozarks,  MO 

September  28-30 
Washington,  DC 

October  26-28 
Chicago,  IL 

December  7-9 
Dallas.  TX 


■ For  information  on  these  and  other  courses,  contact:  Director  of  CME,  Dept.  7,  International  Medical  Education  Corporation 
64  Inverness  Drive  East,  Englewood,  Colorado  80112/Tel:  (303)  773-1144  or  Toll  Free  (800)525-8646,  ext  236 


mitted  by  law,  each  hospital  may  de- 
cide for  itself,  or  allow  individual 
pathologists  and  radiologists  em- 
ployed by  or  associated  with  such  hos- 
pital to  decide  for  themselves,  whether 
to  perform  X-rays  or  clinical  labora- 
tory tests  for,  and/or  to  furnish  reports 
thereon,  including  reports  on  previ- 
ously taken  X-rays  or  clinical  labora- 
tory tests,  to  chiropractors  and/or 
chiropractic  patients. 

VIII.  Defendant  Pennsylvania  As- 
sociation of  Clinical  Pathologists 
(PACP)  hereby  affirms  that  it  has  no 
policy  of  its  own  with  respect  to 
whether  its  members  accept  or  reject 
laboratory  specimens  or  requests  for 
the  results  of  previously  taken  labora- 
tory tests  from  chiropractors  and/or 
their  patients,  and  that  each  individ- 
ual pathologist  may  decide  for  himself 
or  herself  whether  or  not  to  provide 
laboratory  tests  or  the  results  of  previ- 
ously taken  laboratory  tests  that  are 
requested  by  chiropractors  and/or 
their  patients. 

IX.  Defendant  North  Penn  Hospi- 
tal (North  Penn)  shall  not  later  than 


30  days  after  the  effective  date  of  this 
Settlement  Agreement,  consider  a mo- 
tion that  it  provide:  (i)  that  its  staff 
pathologist(s)  shall  accept  laboratory 
specimens  or  requests  for  the  results  of 
previously  taken  laboratory  tests  from 
chiropractors  and/or  their  patients 
and  provide  laboratory  tests  or  the  re- 
sults of  previously  taken  laboratory 
tests  so  requested  to  chiropractors 
and/or  their  patients  and  (ii)  that  its 
staff  radiologist(s)  shall  accept  refer- 
rals from  chiropractors  to  take,  proc- 
ess or  produce  X-rays  and  X-ray  re- 
ports, make  previously  taken  X-ray 
and/or  X-ray  reports  available  to 
chiropractors  and/or  their  patients 
upon  request,  and  accept  such  refer- 
rals and  make  such  results  available 
to  chiropractors  and/or  their  patients. 

X.  Except  as  otherwise  specifically 
provided  in  Parts  III  and  IV  above,  the 
positions  set  forth  in  Parts  III  through 
IX  above  constitute  only  the  positions 
of  the  defendants  named  therein,  and 
nothing  set  forth  in  this  Settlement 
Agreement  shall  be  construed  as  im- 
plying that  any  other  defendant  ap- 


proves or  disapproves  of  any  such  posi- 
tion. 

XI.  Neither  this  Settlement  Agree- 
ment nor  any  entry  into  such  agree- 
ment by  the  parties  of  the  second  part 
shall  constitute  a finding  on  the  mer- 
its of  the  case,  nor  shall  it  consti- 
tute an  admission  of  any  kind  on  the 
merits  or  of  the  truth  of  plaintiffs’ 
claims  or  of  the  definition  of  the  plain- 
tiff class  or  on  any  other  matter  what- 
soever, by  any  party  of  the  second  part, 
or  an  admission  of  any  kind  of  the 
applicability,  merit,  or  truth  of  any  of 
the  affirmative  defenses  of  any  party 
of  the  second  part  by  any  plaintiff,  in 
this  or  in  any  other  proceeding.  It 
shall,  however,  constitute  as  between 
the  settling  parties,  including  all 
members  of  the  plaintiff  class,  a final 
resolution  of  all  issues  relating  in  any 
way  to  the  matters  alleged  in  the 
Complaint  filed  by  plaintiffs  in  this 
action  and  a full  and  complete  settle- 
ment of  all  claims  or  causes  of  action 
set  forth  or  capable  of  having  been  set 
forth  in  the  Complaint  filed  by  plain- 
tiffs in  this  action. 
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in  my  opinion 
The  stress  mess 


Recently,  there  seem  to  be  many  articles  about  coping 
with  stress.  The  March  1979  issue  of  Current  Prescribing 
talks  about  "Physicians  and  Stress,  How  to  Cure  Yourself.” 
Blue  Cross  has  prepared  a 96-page  booklet  on  stress,  and 
the  American  Hospital  Association  has  a 24-page  pam- 
phlet, complete  with  pictures. 

All  of  these  articles  bring  to  mind  the  story  of  a 71-year- 
old  scientist  who  really  endures  a bucketful  of  stress.  He  has 
two  artificial  hips,  and  must  hobble  instead  of  walk.  About 
six  years  ago,  he  developed  a reticulosarcoma,  which  is 
known  to  be  fatal  in  99.5  percent  of  cases.  At  one  time  he 
had  lectured  on  the  East  coast  until  after  midnight,  hopped 
a plane,  caught  four  hours  of  sleep,  and  2,500  miles  later 
was  preparing  for  another  presentation.  He  reported  that 
the  next  morning,  after  this  conference  finished,  he  would 
leave  for  Houston.  Montreal  was  next  on  the  agenda,  and 
then  he  was  scheduled  to  go  on  a nine-day  speaking  en- 
gagement through  Scandinavia. 

A man  like  this  certainly  should  know  something  about 
stress.  This  remarkable  gentleman  has  been  the  recipient 
of  57  honorary  awards,  21  doctorates,  and  has  been  working 
in  his  field  of  research  for  50  years. 

The  formula  he  uses  is  simple.  "It’s  not  the  amount  of 
stress  you  have,  it’s  how  you  respond  to  it.  It  can  either 


cause  you  to  break  down  or  it  can  be  of  great  satisfaction.  If 
you  really  do  what  you  like,  you  never  actually  work,  for 
your  'work’  becomes  play.” 

He  said  he  does  not  try  avoid  stressful  situations,  because 
they  are  inescapable.  Instead,  he  looks  for  ways  to  channel 
the  stress  into  situations  over  which  he  has  control,  and 
makes  stress  work  for  him  to  provide  pleasure  instead  of 
pain.  His  suggestion  is  to  choose  what  we  really  want  to  do 
with  our  lives,  and  not  what  parents,  neighbors,  friends,  or 
teachers  think  is  best. 

The  idea  is  to  Do  Your  Own  Thing — but  with  respon- 
sibility— not  as  a reckless  egotist,  caring  neither  about 
the  interest  nor  feelings  of  others.  "To  achieve  peace 
of  mind,  most  people  need  a commitment  to  work  in  the 
service  of  some  cause  they  can  respect.  The  pleasure  comes 
only  from  what  we  have  done  to  earn  it.”  This  noble  gen- 
tleman sums  up  his  philosophy  of  life  like  this:  "The  most 
important  thing  is  not  just  to  add  years  to  life,  but  to  add  life 
to  the  years.” 

And  who  is  this  remarkable  scientist?  He  is  Dr.  Hans 
Selye. 

J.  Mostyn  Davis,  MD 
Shamokin 


Don't  look  back,  they're  gaining  on  us! 


As  sure  as  spring  comes,  so  come  the  inspect-whoops,  the 
JCAH  surveyors.  This  year  I referred  to  them  as  "the  people 
with  the  documentality,”  for  the  big  push  in  1979  is  docu- 
mentation. Everything,  and  I mean  everything,  must  be 
documented.  Next  time  they  come  around  the  emphasis 
undoubtedly  will  be  on  some  other  area.  The  biennial  visit 
causes  a whirling  dervish-type  activity  leading,  unfortu- 
nately, in  our  small  hospital,  to  occasional  (mild)  interfer- 
ence with  patient  care.  Patients  are  moved  out  into  the  hall 
as  the  floor  polishing  machines  come  in,  etc.  Weeks  before 
the  fateful  date,  circled  on  every  calendar  in  the  hospital, 
reports  are  updated,  staff  minutes  perused,  charts  carefully 
completed,  unused  equipment  moved  out  of  sight.  Door 
stops  are  removed  and  on  and  on  and  on. 

Now  the  visitors  arrive  with  fatigue  showing  in  their 
faces  from  weeks  of  traveling  from  one  hospital  to  the  next. 
But  the  sharp  gleam  of  noble  purpose  still  glows  in  their 
eyes,  for  here  is  another  challenge!  Walking  up  to  the  door 
on  the  thick  red  carpet,  notebooks  and  clipboards  in  arm, 
they  are  received  like  the  Romans  welcomed  Attila  the 
Hun.  Administration  and  staff,  smiles  permanently  fixed, 
stand  in  line  to  greet  the  survey  team. 

What  I really  want  to  say  here  concerns  the  cost  in  dollars 
and  manpower  of  the  myriad  of  surveys,  regulations,  stan- 


dards, and  mandates  which  are  involuntarily  imposed  upon 
hospitals,  administrations,  and  staffs.  The  Hospital  Asso- 
ciation of  New  York  recently  completed  a study,  "The  Re- 
port of  the  Task  Force  on  Regulations.”  This  study  group 
determined  that  25  percent  of  hospital  costs  in  1976  were 
required  to  meet  various  government  and  non-government 
regulations  and  standards.  In  that  year  patients  paid  $40  a 
day  to  help  hospitals  meet  the  costs  of  complying  with 
regulations.  The  total  annual  cost  to  hospitals  was  almost 
$1.1  billion  and  was  determined  to  be  increasing  by  more 
than  4 percent  annually. 

Forms  and  reports  alone  cost  $128  million  annually  to 
process.  The  man  hours  needed  to  complete  surveys,  docu- 
ment actions,  and  fill  in  forms  amounted  to  the  equivalent 
of  56,000  hospital  employees  working  eight  hours  a day  for 
one  year. 

Does  this  sound  like  a simple  way  to  pare  down  the  costs 
of  medical  care?  Obviously,  some  information  is  needed, 
but  millions  of  dollars  worth?  If  the  government  is  really 
serious  about  reducing  the  cost  of  medical  care,  I suggest 
that  this  is  an  area  where  cutbacks  should  start. 

J.  Mostyn  Davis,  MD 
Shamokin 
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It's  easy  if  you're  talking  to  yourself 

Socratic  dialogue  clarifies  benzodiazepine  debate 


Socrates,  visiting  Pennsylvania  for  the  first  time,  meets 
physician  from  the  state. 

— I have  been  in  your  city  but  a short  time  and  already  I 
detect  that  you  feel  some  animosity  toward  your  gov- 
ernment. 

P — That  is  so. 

S — Is  there  a despot  tyrannizing  you  and  others  of  your 
profession? 

P — It  seems  that  way. 

S — Then  surely,  if  this  is  a democracy,  you  can  turn  the 
tyrant  out  of  office. 

P — It  is  not  the  elected  officials,  it’s  the  bureaucracy . 

S — What  is  this  bureaucracy,  and  does  it  not  respond  to 
the  will  of  the  electorate? 

P — These  bureaucrats  are  not  elected  by  anyone  and  they 
put  out  regulation  upon  regulation  that  have  the  force 
of  law. 

S — But  are  they  answerable  to  no  one? 

P — The  governor  is  in  charge,  of  course,  and  these  bureaus 
make  up  the  executive  branch  of  government. 

S — I understand  that  in  your  country  there  is  a division  of 
powers,  such  that  the  executive  must  carry  out  the  will 
of  the  legislature. 

P — That  is  true  enough. 

S — Then,  it  must  be  that  the  bureaucracy,  which  you  said 
is  the  arm  of  the  executive,  is  carrying  out  the  will  of 
the  legislature,  which  is  the  will  of  the  people. 

P — Not  always.  Sometimes,  when  they  get  out  of  line  we 
can  appeal  to  the  third  branch  of  government,  the 
judiciary.  And  we  have  been  successful  in  some  court 
cases. 

S — Then  it  is  the  judicial  branch  of  government  that  car- 
ries out  the  will  of  the  people? 

P — Not  always.  Some  of  the  Supreme  Court’s  decisions 
have  been  terrible. 

S — Terrible  for  whom? 

P — For  the  country.  For  me.  For  the  medical  profession. 

S — I see.  What  is  good  for  you  is  good  for  the  country. 

P — Generally  speaking,  that  is  so. 

S — Then  it  is  your  opinion  that  neither  the  executive  nor 
the  judicial  branch  represents  the  true  will  of  the 
people.  Perhaps  the  legislature  does  so. 

P — As  a rule  the  laws  are  too  many  and  too  complicated 
and  too  restrictive. 

S — Restrictive  for  whom? 

P — For  me,  the  medical  profession. 

S — Which  you  have  already  identified  with  the  country  as 
a whole.  But  here  we  have  a strange  situation.  If,  as 
you  seem  to  say,  neither  the  executive  nor  the  judicial 
nor  the  legislative  branch  of  government  represents 
the  people,  who  else  can? 

P — It  appears  nobody  in  government. 

S — Perhaps  the  people  are  represented  outside  of  gov- 
ernment. 


P — Yes,  by  organizations.  Labor  by  unions,  doctors  by  the 
medical  society,  and  so  on. 

S — I understand.  You  are  saying  that  each  special  inter- 
est group  has  its  own  organization  that  attempts  to 
influence  government,  and  that  the  sum  of  the  pulling 
and  tugging  is  democracy,  and  the  way  the  country 
goes  is  a sort  of  vector  quantity  representing  the  rela- 
tive power  of  competing  groups. 

P — That  is  the  way  it  is. 

S — Then  when  you  attempt  to  influence  the  decisions  of 
government  you  are  reflecting  the  interests  of  your 
particular  special  interest  group,  the  medical  profes- 
sion, and  not  necessarily  those  of  the  country  as  a 
whole. 

P — Is  that  a bad  thing  to  do? 

S — Please.  I am  not  here  to  moralize;  I just  want  to  get  a 
better  understanding  and  to  learn  from  your  wisdom. 
Now,  tell  me  what  you  would  have  government  do? 

P — The  point  is  what  I would  have  government  not  do. 
Take  the  benzodiazepine  issue.  The  bureaucracy 
wanted  to  limit  payment  for  these  drugs  to  just  generic 
chlordiazepoxide.  Imagine,  dictating  to  physicians 
how  they  are  to  care  for  their  patients!  That  is  an 
attack  on  Freedom.  And  then,  when  we  challenged 
them  in  court,  they  withdrew  that  regulation  and  sub- 
stituted another  which  requires  us  to  put  a diagnosis 
on  the  prescription  if  we  want  the  patient  to  have 
Valium  for  a neurological  disorder.  That  violates  Con- 
fidentiality and  is  destructive  to  the  Physician/ 
Patient  Relationship. 

S — These  must  be  the  most  powerful  and  revered  gods  in 
your  pantheon,  Freedom,  Confidentiality  and 
Physician/Patient  Relationship.  Apollo  himself  must 
envy  the  way  you  rally  to  their  defense.  I would  like  to 
know  more  about  them. 

P — We  hold  Freedom  most  dear,  particularly  the  freedom 
to  practice  without  interference. 

S — Freedom  to  practice  as  you  please? 

P — Yes.  We  have  a license. 

S — Even  to  practice  shoddy  medicine?  To  push  drugs  in- 
stead of  treatment?  To  do  one  thing  and  bill  for  an- 
other? Does  Freedom  allow  you  to  practice  your  pro- 
fession in  such  a way  that  people  are  harmed  instead  of 
helped? 

P — Of  course  not.  We  have  medical  ethics  and  Peer  Re- 
view and  Tissue  Committees  and  Accreditation  Com- 
mittees and  PSRO  and  more. 

S — You  support  these  things? 

P — Yes.  They  are  necessary. 

S — But  they  are  assaults  on  Freedom,  are  they  not?  Let  us 
go  on  so  you  can  explain  things  further.  Do  you  believe 
Freedom  wants  you  to  charge  what  you  please? 

P — Generally  speaking  yes,  subject  to  the  limits  of  the 
Marketplace. 
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S — This  Marketplace  - 1 have  heard  of  her.  She  is  a cult  of 
Freedom  and,  if  pacified  by  the  proper  ritual,  all 
economic  matters  will  be  set  right  without  further 
effort.  Truly  a powerful  goddess,  if  only  we  could  get 
the  ritual  right.  But  due,  no  doubt,  to  our  ignorance  we 
are  often  unable  to  achieve  the  benefits  that  should 
come  about  through  the  worship  of  Freedom  and  Mar- 
ketplace, and  sometimes  people  are  ruined  by  cata- 
strophic illness. 

P — Well,  there  is  always  insurance.  A prudent  man  would 
be  insured  against  catastrophic  illness. 

S — If  he  could  afford  the  premium.  At  any  rate,  you  have 
just  endorsed  another  assault  on  Freedom.  Now  I want 
to  understand  your  objection  to  government  dictating 
to  physicians  how  they  are  to  care  for  their  patients.  I 
thought  you  said  they  wanted  to  limit  payment  for 
benzodiazepines  to  only  one  generic  form. 

P — Same  thing.  When  you  are  dealing  with  poor  people 
who  cannot  afford  a prescription,  if  a physician  wanted 
his  patient  to  have  a benzodiazepine  he  would  have  to 
prescribe  the  one  that  government  paid  for. 

S — Would  that  drug  do? 

P — Sometimes  yes,  sometimes  no.  But  that  is  not  the 
issue.  We  are  not  arguing  drug  efficacy,  we  are  talking 
about  Freedom. 

S — Truly  I want  to  be  enlightened.  You  practice  in  a 
hospital,  do  you  not? 

P — Yes 


We  are  proud  to 
announce  that  Bettye 
Matthews  is  our  new 
sales  representative  for 
Maryland,  District  of 
Columbia,  Virginia  fir5 
South  Central  Penn- 
sylvania 

Bettye  is  eager  to 
supply  you  with  books 
and  journals  from 
Williams  fir5  Wilkins  as 
well  as  titles  from  Lea 
fif5  Febiger  and  Little, 
Brown. 

Please  look  for 
Bettye’s  book  display 
in  your  hospital  or 
call  her  at  home  for 
prompt  service. 

Bettye  will  be  happy 
to  accept  your  Master 
Charge  or  VISA  card 
for  any  Williams  fir1 
Wilkins,  Little,  Brown 
or  Lea  & Fibiger  title. 


S — And  does  not  the  hospital  pharmacy  have  a formulary? 

P — Yes 

S — And  when  you  prescribe  a drug  for  your  hospitalized 
patient  do  you  not  select  it  from  the  limited  choice 
available  in  the  formulary? 

P — Asa  rule,  but  I am  not  forced  to.  I still  have  Freedom  to 
choose  another  medicine. 

S — And  what  about  your  patient? 

P — He  has  to  pay  a lot  more  for  it,  of  course.  That  is  why  I 
usually  elect  a drug  from  the  formulary. 

S — And  Freedom  is  not  violated  by  this? 

P — Certainly  not. 

S — Well,  I do  not  see  how  you  can  use  the  hospital’s  for- 
mulary and  object  to  the  bureaucracy’s  doing  the  same 
thing. 

P — The  hospital  staff  decided,  on  our  own,  to  use  a formu- 
lary. It  was  not  rammed  down  our  throat  by  gov- 
ernmental edict. 

S — Truly  a wonderful  goddess,  Freedom.  She  does  not 
mind  being  abused  by  devotees,  only  by  outsiders.  By 
the  way,  what  is  your  special  field  of  medical  interest? 

P — Family  Practice  - I am  a Board-certified  specialist. 

S — Excellent.  And,  I assume,  you  are  competent  to  handle 
most  of  the  everyday  problems  of  medicine? 

P — Yes 

S — Including  delivering  a baby?  Which  probably  should 
not  even  be  considered  a medical  problem  at  all  when 
conditions  are  normal. 

P — Well,  I think  I am  fully  qualified  to  deliver  a normal 
baby. 

S — Does  your  hospital  grant  you  that  privilege? 

P — No  it  does  not.  And  I am  not  very  happy  about  it.  It  is 
an  infringement  on  my  rights. 

S — And  it  was  the  hospital  staff,  and  not  government,  that 
rammed  this  violation  of  Freedom  down  your  throat? 

P — Yes 

S — I see  it  is  getting  late.  You  have  instructed  me  greatly 
in  understanding  Freedom  and  government.  You  feel 
government  is  your  enemy  because  it  threatens  Free- 
dom. And  Freedom  is  important  to  you  because,  with- 
out her,  your  special  interest  group  would  lose  its 
power  and  would  of  necessity  have  to  go  along  with  the 
country  as  a whole. 

P — Exactly.  Unless  each  group  is  able  to  strive  for  its  own 
self-interest,  the  country  will  be  nothing  more  than  an 
ant  hill,  and  we  don’t  want  that. 

S — I am  sure  we  agree  on  that. 

P — And  Freedom  is  indivisible! 

S — My  friend,  that  theological  slogan  in  no  way  follows 
from  the  facts.  You  have  shown  me  several  instances 
where  Freedom  is  indeed  divisible  and  you  have  even 
expressed  approval  of  these  occasional  diminutions  of 
Freedom.  But  let  us  now  make  an  offering  to  Bacchus 
and  later  you  can  give  me  instruction  on  Confidential- 
ity and  Physician/Patient  Relationship. 

O.K.  Stephenson,  MD 
Harrisburg 


Dr.  Stephenson  is  medical  director  of  the  office  of  medical 
programs  in  the  Department  of  Public  Welfare,  Harrisburg. 


Bettye  J.  Matthews 
6817  Elbrook  Road 
Lanham,  MD  20801 
(301)  552-3080 


THE 
WILLIAMS  & 
WILKINS  CO. 
Baltimore, 
Maryland 
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It  makes  sense  to  use 
the  PMS  Credit  Union. 


Start  saving  today  at  your  PMS  Credit  Union 
with  easy  payroll  deductions. 


Your  savings  are  protected  at 
the  PMS  Credit  Union. 
Deposits  are  insured  up  to 
$40,000  per  account  by  the 
National  Credit  Union  Adminis- 
tration. 


PMS  Credit  Union  membership 
is  open  to  all  PMS  members, 
their  families,  employes,  and 
employes’  families. 


BUILD  A NEST  EGG 
WITH  PMSCU  SAVINGS. 


Fill  out  coupon  and  mail  today! 


PENNSYLVANIA  MEDICAL  SOCIETY  CREDIT  UNION 

20  Erford  Rd.,  Lemoyne,  PA  17043  Phone  (717)  763-7151 


Yes,  I am  interested  in  PMS  Credit  Union  membership.  Send  me  more  information  today. 

I am  interested  in  saving  with  easy  payroll  deductions. 

(check)  I also  want  more  information  on  unsecured  loans  up  to  $2,500  and  secured  loans 

for  larger  amounts. 

I know other  person (s)  who  also  want  information  about  the  PMS  Credit  Union. 


NAME:  _ 
ADDRESS: 
CITY:  


PHONE:  ( ) 

area  code 

_ STATE:  ZIP: 


The  maltreated  children  of  our  times 


Vincent  J.  Fontana,  MD 


The  maltreated  child  for  too  long 
has  been  hidden  in  a corner  of  a 
dark  closet  among  our  national 
skeletons — now  his  plight  is  out  in  the 
open.  Efforts  to  enlighten  the  medical 
profession  in  the  past  decade  have 
brought  this  problem  out  of  its  virtual 
blackout.  The  picture  is  an  ugly  one.  It 
is  extensive  and  it  is  increasing.  We 
can  ask  ourselves,  "Who  are  the  mal- 
treated children?”  They  are  the  chil- 
dren who  are  being  pushed  around, 
thrown  down  stairs,  dropped  out  of 
windows,  burned  with  cigarette  butts, 
fried  on  stove  tops,  scalded  in  boiling 
water,  manhandled,  beaten,  tortured, 
victims  of  bizarre  accidents,  battered 
to  death,  starved  and  sexually  abused. 
They  are  also  life  starved  and  love 
starved,  insidiously  neglected,  grow- 
ing up  without  a sense  of  self-esteem 


Dr.  Fontana  is  medical  director  and 
pediatrician-in-chief,  New  York 
Foundling  Hospital  Center  for  Parent 
and  Child  Development.  He  also  is 
professor  of  clinical  pediatrics  at  New 
York  University  College  of  Medicine. 
Dr.  Fontana  is  chairman  of  the  Mayor’s 
Task  Force  on  Child  Abuse  and  Neglect 
of  the  City  of  New  York.  This  article  is 
reprinted  with  permission  from  Vil- 
lanova  Law  Review,  Vol.  23,  No.  3,  pp. 
448-457.©  1978-Villanova  University. 


and  becoming  future  child  abusers. 

Dr.  C.  Henry  Kempe  of  the  Univer- 
sity of  Colorado  at  the  Colorado  Gen- 
eral Hospital  in  Denver  reported  the 
results  of  a nationwide  survey  of  hos- 
pitals and  law  enforcement  agencies 
in  1962  indicating  the  high  incidence 
of  battered  children  within  a one  year 
period.1  Up  to  this  time,  the  syndrome 
of  the  "battered  child”  had  for  the  most 
part  been  unsuspected  and  unrecog- 
nized by  the  medical  profession.  There 
was  little  or  no  information  on  the 
subject  available  in  the  standard  pe- 
diatric text  books.  A new  term  was 
coined,  namely  "The  Battered  Child” 
syndrome.  The  battered  child  syn- 
drome derived  its  descriptive  name 
from  the  nature  of  the  child’s  injuries 
which  commonly  included  abrasions, 
bruises,  lacerations,  bites,  hem- 
atomas, brain  injury,  deep  body  in- 
jury, fractures,  dislocations,  injury 
to  the  liver  or  kidneys,  burns,  scalds, 
and  all  other  injuries  generally  result- 
ing from  battering  a child. 

The  following  year,  my  colleagues 
and  I reported  our  observations  of  a 
large  number  of  children  who  were 
seen  at  the  New  York  Foundling  Hos- 
pital Center  for  Parent  and  Child  De- 
velopment with  no  obvious  signs  of 
being  "battered”  but  who  had  multi- 
ple, minor  physical  evidences  of  pa- 
rental neglect  and  abuse.  We  suggested 
the  term  the  "maltreatment  syn- 
drome” be  applied  to  describe  this 


greater  whole  picture  of  child  abuse, 
ranging  from  the  simple — the  under- 
nourished infant  categorized  as  a 
"failure  to  thrive” — to  the  battered 
child,  oftentimes  the  last  phase  of  the 
spectrum.  In  these  cases,  the  diagnos- 
tic ability  of  the  physician,  coupled 
with  the  community  treatment  and 
preventive  programs,  can  bring  about 
the  protection  of  the  child  from  the 
more  serious  injuries  resulting  from 
inflicted  battering  by  parents — 
injuries  that  have  become  significant 
causes  of  childhood  deaths.2 

The  maltreated  child 

Symptoms  of  abuse — The  mal- 
treated child  is  often  taken  to  the  hos- 
pital or  private  physician  with  a his- 
tory of  failure  to  thrive,  poor  skin 
hygiene,  malnutrition,  irritability,  a 
repressed  personality  and  other  signs 
of  obvious  parental  neglect.  The  more 
severely  abused  children  are  seen  in 
the  emergency  room  of  hospitals  with 
external  evidences  of  battering.  Some 
are  seen  with  an  unexplained  rup- 
tured stomach,  bowel  or  liver. 
Some  are  seen  with  extreme  symp- 
toms of  maternal  deprivation 
syndrome  where  the  mother  allows 
the  child  to  suffer  the  effects  of  depri- 
vations that  lead  to  physical  and  men- 
tal retardation.  This  condition  is  of- 
tentimes reversible  if  the  children  are 
admitted  to  a hospital  and  appropriate 
diagnostic  measures  taken.  Some 
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children  are  seen  with  inability  to 
move  certain  extremities  because  of 
dislocations  and  fractures  associated 
with  neurological  signs  of  intracranial 
damage.  And  of  course,  those  with  the 
more  severe  maltreatment  injuries  ar- 
rive at  the  hospital’s  emergency  room 
in  coma,  in  convulsions,  or  dead.  Ac- 
tual cases  of  murder,  battering,  tor- 
ture, starvation,  sexual  abuse  and 
life-ruining  neglect  are  recorded  in  the 
medical  literature.  The  parents’  ac- 
counts of  how  these  injuries  occurred 
range  from  "accidents”  to  "discipline.” 
The  Source  of  the  abuse 3 — The  mal- 
treating parents  come  from  all  strata 
of  society.  For  example,  there  is  the 
drug  addicted  mother  who  was  living 
without  a husband  in  a ghetto  base- 
ment apartment  with  nine  children 
ranging  from  three  to  twelve  years  of 
age.  The  mother  sold  drugs  as  well  as 
being  addicted.  Her  12-year-old  son 
was  also  on  drugs  and  the  11 -year-old 
daughter  was  prostituting  to  help  with 
the  finances  of  the  house.  Another 
example  is  that  of  the  unmarried 
mother  who  signed  out  of  the  hospital 
after  the  premature  birth  of  a child, 
leaving  a false  address.  In  three  days, 
the  infant  had  begun  to  twitch,  have 
convulsions,  clutch  at  its  face,  scream 
and  regurgitate — all  symptoms  of 
drug  withdrawal.  Subsequently  the 
child  was  fortunately  brought  to  the 
emergency  room  and  treated  for  with- 
drawal symptoms.  Maltreatment  of 


neonatals  resulting  from  parental 
addiction  is  becoming  more  common 
as  the  epidemic  of  drug  addiction  con- 
tinues to  grow.  From  another  social 
level  we  see  financially  comfortable 
parents  living  in  a pleasant,  clean 
house  in  a friendly  neighborhood  who 
are  without  friends.  They  have  four 
teenagers  who  have  never  had  visi- 
tors. One  day,  the  oldest  girl,  17,  went 
to  the  police  and  told  them  that  she  is 
the  mother  of  a baby  living  at  home 
and  that  her  own  father  is  the  father  of 
the  baby;  that  he  had  been  having 
sexual  relations  with  her  for  more 
than  four  years  and  was  now  doing  the 
same  with  her  younger  sisters.  The 
mother,  when  questioned,  admitted 
knowing  about  the  situation  for  years, 
but  had  not  reported  it  to  the  au- 
thorities for  fear  of  losing  her  hus- 
band. Yet  another  example  is  of  a fam- 
ily living  in  a low  income  housing 
project  with  five  children.  The  family 
had  been  reported  to  the  Society  for 
the  Prevention  of  Cruelty  to  Children 
and  had  a lengthy  record  of  child  abuse 
and  neglect.  The  society  alleged  that 
the  mother  beat  her  children  so  vio- 
lently that  one  little  girl  had  probably 
died  from  beatings;  that  another  was 
brought  into  the  emergency  room  of  a 
hospital  in  serious  condition  with  a 
skull  fracture;  that  another  child  had 
been  brought  to  the  emergency  room, 
though  not  hospitalized,  on  five  differ- 
ent occasions — once  for  a fracture,  an- 


other time  for  an  abscess,  and  on  the 
sixth  occasion  she  was  dead  on  arrival 
from  internal  hemorrhages. 

Maltreatment  by  parents  may  in- 
volve children  of  any  age  with  a no- 
ticeably greater  incidence  of  abuse  of 
children  under  3;  a larger  percentage 
of  abused  children  are  under  6 months 
of  age.  One  parent  more  than  the  other 
is  usually  the  active  batterer  and  the 
other  parent  passively  accepts  the  bat- 
tering. The  average  age  of  the  mother 
who  inflicts  the  abuse  on  her  children 
has  been  reported  to  be  about  26.  The 
average  age  of  the  father  is  30. 

The  lives  of  these  parents  are 
usually  marked  with  divorce,  para- 
mour relationships,  alcoholism, 
financial  stress,  poor  housing  condi- 
tions, recurring  mental  illness,  men- 
tal retardation,  and  drug  addiction. 
These  stress  factors  all  play  leading 
roles  that  cause  the  potentially  abus- 
ing parent  to  strike  out  at  a child  dur- 
ing a time  of  crisis.  As  previously  men- 
tioned the  problem  of  child  abuse  is  not 
limited  to  any  particular  economical, 
social,  or  intellectual  level,  or  to  any 
race  or  religion.  However,  the  batter- 
ing parents’  behavior  appears  to  have 
had  roots  in  their  own  childhood  expe- 
riences. The  parents  often  recall  that 
their  own  childhoods  lacked  love,  sup- 
port, and  protection — rendering  them 
unable  to  give  love,  affection  and  the 
necessary  "mothering”  to  their  own 
children. 
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Unfortunately,  neglectful  and  abus- 
ive parents  with  low  incomes  are 
under  a somewhat  greater  envi- 
ronmental stress  and  usually  have 
fewer  resources  and  supports  in  coping 
with  these  stresses  and  strains  than 
parents  with  an  adequate  income. 
Current  situational  stress  and  strain 
and  the  deleterious  effects  likely  to  re- 
sult therefrom,  are  common  among 
neglectful  parents.  The  inability  to 
cope  makes  them  unable  to  care  ade- 
quately for  their  children.  This  reac- 
tion to  stress  will  probably  vary  with 
many  other  aspects  of  their  lives,  their 
circumstances  and  their  environment. 

The  perpetuation  of  abuse — There 
is  evidence  to  indicate  that  a large 
number  of  abused  and  neglected 
children  will  grow  into  adolescence 
and  adulthood  with  tendencies  to 
committing  crimes  of  violence.  Per- 
sons who  enage  in  violence  tend  to 
have  been  victims  of  violence.4  This 
generation’s  battered  children,  if  they 
survive,  will  in  most  cases  be  the  next 
generation’s  battering  parents.  Child 
abuse,  then,  is  not  simply  a time- 
limited  phenomenon  to  be  seen  as  an 
age-specific,  social-medical  problem, 
but  as  a dynamic  phenomenon  with  a 
cyclical  pattern  of  violence  from  one 
generation  to  another.  In  the  last  de- 
cade, child  maltreatment  has  been 
recognized  by  the  medical  profession. 
However,  a reluctance  on  the  part  of 
the  physician,  traditional  yielding  to 
parental  authority  by  the  courts,  over- 
lapping of  investigation  by  the  social 
service  agencies,  inadequate  training 
of  the  social  workers  and  allied  per- 
sonnel in  the  field  of  child  abuse,  and 
very  poor  communications  among  the 
various  disciplines  responsible  for  pro- 
tecting the  abused  child  have  resulted 
in  insufficient  protection  for  the 
abused  and  neglected  child.  These 
breakdowns  in  the  system  give  batter- 
ing parents  the  opportunity  to  con- 
tinue their  abusive  behavior  which 
can  lead  to  the  death  of  an  innocent 
child.5 

Role  of  the  physician 

The  physician  is  usually  the  first 
professional  asked  to  intervene  in 
cases  of  child  maltreatment  and  he  has 
the  most  difficult  role  to  play  in  deal- 
ing with  a case  of  a maltreated  child. 
His  first  and  foremost  responsibility 
should  be  to  the  child  and  his  family. 


All  of  us  who  have  handled  battered 
children  over  the  years  have  seen 
rather  unfortunate  situations  where 
the  family  physician  is  unable  to  rec- 
ognize his  role  and  oftentimes  is  un- 
willing to  ask  for  help.  It  is  the  child 
who  suffers. 

The  physician’s  suspicions  should  be 
aroused  when  an  infant  or  child  is 
taken  to  him  or  to  a hospital  and  the 
history  related  by  the  parents  is  at 
variance  with  the  acute  clinical  pic- 
ture and  the  physical  findings  noted 
on  examination.  The  parents  in  these 
cases  often  take  the  child  to  a number 
of  different  hospitals  and  doctors  in  an 
effort  to  negate  any  suspicion  of  par- 
ental abuse.  The  physician  will  often 
encounter  difficulties  in  obtaining  any 
type  of  history  from  the  parents.  Mak- 
ing the  diagnosis  of  maltreatment  is 
totally  dependent  on  physical  exami- 


Maltreatment  by  parents 
may  involve  children  of 
any  age  with  a noticeably 
greater  incidence  of  abuse 
of  children  under  3. 
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nation,  x-ray  findings,  social  service 
investigation,  and  a high  degree  of 
suspicion  on  the  part  of  the  physician 
when  eliciting  the  medical  history. 

Every  medical  center  should  have  a 
child  abuse  committee  providing  a 
readily  available  team  of  consultants, 
headed  by  a senior  pediatrician  to  as- 
sist the  house  staff,  a psychiatrist,  a 
social  worker  and  hospital  adminis- 
trator. This  team  must  also  assume 
the  responsibility  of  educating  the 
medical  staff  as  well  as  other  members 
of  allied  fields  in  the  community. 

Once  the  injury  has  occurred,  the 
physician’s  first  and  immediate  re- 
sponsibility is  to  the  child.  When  the 
parents  bring  their  abused  or  ne- 
glected child  to  the  physician,  early 
diagnosis  and  treatment  is  essential. 
The  main  reason  for  admitting  the 
child  to  the  hospital,  other  than  for 


assessing  the  degree  of  injury,  is  to 
protect  him.  It  should  be  a 
straightforward  admission  for  the 
purpose  of  evaluation.  The  medical 
and  physical  evaluation  of  the  child 
must  be  handled  thoroughly  and  ex- 
peditiously; emergency  care  is  often 
required  if  the  child  is  acutely  ill. 

Every  child  who  has  a serious  unex- 
plained injury  should  have  x-rays 
taken  of  the  long  bones,  ribs  and  skull. 
This  is  the  physician’s  most  important 
diagnostic  tool.  The  x-ray  findings 
often  speak  for  the  child. 

X-rays  of  the  patient’s  fractures 
may  show  various  stages  of  reparative 
changes.  On  the  other  hand,  if  no  frac- 
tures or  dislocations  are  apparent  on 
examination,  the  reason  may  be  that 
bone  injury  may  remain  obscure  dur- 
ing the  first  few  days  of  inflicted 
trauma.  In  these  cases,  bone  repair 
changes  may  become  evident  days 
after  the  specific  bone  trauma.  For  this 
reason,  x-rays  should  be  repeated  ap- 
proximately five  to  seven  days  after 
the  suspected  inflicted  trauma  in 
order  to  evaluate  the  presence  of  spe- 
cial diagnostic  radiologic  findings  re- 
lated to  inflicted  trauma  to  the  bones. 
These  unusual  bone  changes  seen  on 
x-rays  include  metaphyseal  fragmen- 
tation, "squaring”  of  the  long  bones, 
periosteal  hemorrhages,  periosteal 
calcification,  presence  of  bone  frag- 
ments, epiphyseal  separations,  and 
periosteal  shearing. 

It  is  also  most  important  for  the 
physician  to  take  photographs  of  the 
body  injuries  at  the  time  of  admission 
to  the  hospital.  Colored  photographs 
are  most  helpful  in  documenting  find- 
ings to  various  law  enforcement  agen- 
cies and  the  courts  after  definitive 
diagnosis.  When  the  medical  and  sur- 
gical evaluation  has  been  completed 
the  physician  is  confronted  with  the 
difficult  task  of  gathering  all  the  data 
together  and  making  a differential 
diagnosis. 

The  physician  should  talk  with  the 
parents  and  work  with  the  house  staff. 
The  social  worker  can  enter  the  pic- 
ture after  the  immediate  medical 
evaluation  has  begun  and  assist  in 
communicating  with  the  appropriate 
child  caring  agencies.  The  pedi- 
atrician on  the  team  should  be  re- 
sponsible for  completing  in  detail  the 
necessary  child  abuse  reports  man- 
dated under  the  state  child  abuse  law.6 
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Care  must  be  taken  not  to  eliminate 
the  house  staff  from  the  care  of  the 
child.  Court  testimony  should  be  given 
by  the  staff  physician,  not  the  resi- 
dent, since  experience  in  this  area  is 
essential.  With  this  type  of  appropri- 
ate intervention,  physicians  can  pro- 
tect children’s  lives,  identifying  the 
parent  or  family  responsible  for  child 
abuse  and  thereby  assist  in  breaking 
the  chain  of  abuse  which  is  frequently 
perpetrated  from  generation  to  gen- 
eration. 

In  summary,  the  physician’s  re- 
sponsibility in  suspected  cases  of  child 
abuse  and  neglect  should  include: 

1.  Making  a suspected  diagnosis  of 
maltreatment. 

2.  Intervention  and  admission  of  the 
child  to  the  hospital. 

3.  Assessment — including  a his- 
tory, physical  examination,  skeletal 
survey,  and  photographs. 

4.  Reporting  of  a case  to  the  appro- 
priate department  of  social  service  and 
child  protective  unit  or  central  reg- 
istry. 

5.  Requesting  of  a social  worker  re- 
port and  appropriate  surgical  and 
medical  consultations. 

6.  Conference  within  72  hours  with 
members  of  the  medical  center’s  child 
abuse  committee. 

7.  Arranging  a program  of  care  for 
child  and  parent. 

8.  Social  service  follow-up. 


physician  involved  by  legislation  that 
prevents  possible  damage  suits  by  the 
parties  involved.8 

Treating  a maltreated  child  is  to- 
tally inadequate  unless  it  is  coupled 
with  a simultaneous  concern  for  the 
parents.  They  must  be  given  the  bene- 
fit of  therapeutic  programs  directed 
towards  rehabilitation  and  preventive 
measures  that  will  help  eliminate  the 
psychological  and  social  envi- 
ronmental factors  that  foster  the  bat- 
tering parent  syndrome.  If  these  par- 
ents are  to  be  given  any  help  they  must 
be  made  to  recognize  their  own  intrin- 
sic worth  and  potential  as  human  be- 
ings. This  can  only  be  accomplished  by 
recognition  of  the  parents’  needs  and 
the  cooperative  effort  by  all  child  car- 
ing professionals  and  paraprofession- 
als. 
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9 


While  our  hospital’s  multidiscipli- 
nary program  has  only  been  in  opera- 
tion for  approximately  five  years,  I 
would  like  to  point  out  several  impor- 
tant positive  gains  already  achieved. 
First,  the  families  are  now  under 
supervision  and  the  team  is  learning 
constructive  ways  in  which  to  help 
them  cope  with  their  child  and  their 
problems.  We  believe  that  a good  deal 
of  prevention  has  been  achieved.  Sec- 
ond, the  program  has  developed  a 
community  awareness  that  there  are 
available  alternative  methods  of 
treatment  as  opposed  to  a strictly 
punitive  approach.  These  gains  are 
especially  rewarding  when  it  is 
realized  that  the  clients  currently 
being  served  by  the  Abusing  Parent 
and  Child  Unit  represent  the  most  op- 
pressed segment  of  the  New  York  City 
population.  Living  in  the  most  de- 
pressed areas  of  the  city,  they  are,  for 
the  most  part,  isolated,  lonely,  poverty 
stricken  people  from  completely  dete- 
riorated family  situations. 

Based  upon  our  experiences,  it  can 
be  concluded  at  this  point  that  a mul- 
tidisciplinary approach  to  child  pro- 
tection and  family  therapy  can  work  to 
the  benefit  of  both  families  and  profes- 
sionals involved  with  them.  This  pro- 
gram represents  an  innovative  ap- 
proach to  the  problem  by  combining 
psychiatric,  medical  and  social  ap- 
proaches in  the  treatment  of  the 
mother  (family,  wherever  possible) 
and  the  child.  Reputed  to  be  the  only 
comprehensive  in-  and  outpatient 
child  abuse  and  neglect  program  in  the 
United  States,  it  opened  in  September 
1972,  with  the  following  objectives: 

1 .  ) To  prevent  separation  of  parents 

and  child,  whenever  possible. 

2. )  To  prevent  the  placement  of 

children  in  institutions. 

3. )  To  encourage  the  attainment  of 

self-care  status  on  the  part  of  the 
parents. 

4. )  To  stimulate  the  attainment  of 

self-sufficiency  for  the  family 
unit. 

5. )  To  prevent  further  abuse  or  ne- 

glect by  removing  children  from 
families  who  show  an  un- 
willingness or  inability  to  profit 
from  the  treatment  programs. 

There  are  four  components  of  the 
program:  1.)  The  multidisciplinary 
team  approach;  2.)  engagement  of  the 
surrogate  mothers;  3.)  hotline  ser- 


Efforts  have  been  made  throughout 
the  country  to  protect  the  abused  or 
battered  child  by  the  enactment  of 
child  abuse  laws  in  every  state  of  the 
nation.7  Fundamentally  these  child 
abuse  laws  are  only  the  first  step  in  the 
protection  of  the  abused  and  neglected 
child.  It  is  what  happens  after  the  re- 
porting that  is  of  the  utmost  impor- 
tance. A multidisciplinary  network  of 
protection  needs  to  be  developed  in 
each  community  to  implement  the 
good  intention  of  these  child  abuse 
laws.  It  is  the  physician’s  duty  not  only 
to  report  suspected  cases  of  child  abuse 
but  also  to  initiate  the  necessary  steps 
to  prevent  further  maltreatment  of  the 
patient  and  other  siblings  in  the  fam- 
ily unit.  The  purposes  of  the  child 
abuse  laws  are  usually  threefold:  1.)  to 
protect  the  parents  when  presented 
with  invalid  evidence;  2.)  to  protect 
the  child  by  making  it  mandatory  for 
physicians  to  report  suspected  cases  of 
maltreatment;  and  3.)  to  protect  the 


Referrals  to  self-help  groups,  such 
as  Parents  Anonymous,  group  therapy 
programs,  specialized  homemaker 
facilities,  preschool  therapeutic  day 
care  centers,  and  foster  grandparent 
programs  assist  in  protecting  the 
abused  and  neglected  child  as  well  as 
securing  help  for  the  battering  par- 
ents.9 

A multidisciplinary  approach 

While  other  communities  are  doing 
some  excellent  initial  work  in  child 
protection,  the  New  York  Foundling 
Hospital  Center  for  Parent  and  Child 
Development  Program  will  be  de- 
scribed here  because  it  is  the  program 
with  which  I am  most  closely  involved 
and  also  because  it  may  well  serve  as  a 
model  to  be  shared  with  other  commu- 
nities. 
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vice;1 2 3 * 5 6 7 8 9 10  4.)  inresident  facility. 

The  multidisciplinary  team  pro- 
vides comprehensive  medical,  psy- 
chiatric, and  social  services  to  both 
parents  and  child(ren).  The  psychia- 
trist, psychologist,  psychiatric  social 
worker,  pediatrician,  nurse,  child  care 
worker,  house  mothers  and  para- 
professionals  (social  work  assistants) 
coordinate  their  skills  and  expertise  in 
providing  treatment,  rehabilitation, 
and  preventive  measures  through  the 
actual  demonstration  of  how  to 
"mother”  while  "being  mothered”  at 
the  same  time. 

The  paraprofessionals  who  live  in 
the  patients’  community  serve  as  the 
surrogate  mothers  to  the  parent- 
patients.  They  "mother”  them  to  fill 
that  very  deprived  need  to  experience 
how  to  be  mothered  while  helping 
them  learn  mothering  skills. 

As  an  integral  element  of  the  "sur- 
rogate mother”  service,  a "hotline”  is 
provided  between  these  patients  and 
the  surrogate  mothers,  so  that  they 
are  available  to  them  via  telephone  or 
a home  visit  when  the  patients  need 
someone  to  talk  to,  to  ventilate  their 
feelings,  or  simply  someone  to  listen. 
The  desired  effect  is  achieved  when, 
instead  of  projecting  onto  their  chil- 
dren and  taking  it  out  on  them  in  the 
form  of  abuse,  the  patients  turn  to  the 
"surrogate  mothers.” 

On  a wider  scale,  there  is  a hotline 
at  the  agency  manned  by  treatment 
personnel  on  a 24-hour  coverage. 
Anybody  can  call  directly  or  on  behalf 
of  a parent,  and  these  calls  are  care- 
fully monitored  in  order  to  provide  in- 
stant service,  which  may  include  re- 
ferral to  another  type  of  facility,  or  a 
follow-up  intake  interview  for  admis- 
sion of  the  parent  and  child  to  the  pro- 
gram, as  outpatients  or  inpatients. 

The  inpatient  component,  as  well  as 
the  outpatient,  is  located  on  the  fifth 
floor  of  the  New  York  Foundling  Hos- 
pital. The  patients  for  the  inhouse 
facility  are  chosen  on  a very  highly 
selective  basis,  as  it  is  not  our  aim  to 
uproot  or  break  up  a family  unit  for 
placement.  Mothers  with  two  to  three 
children  are  able  to  enter  the  inresi- 
dent program  since  the  agency  has 
nurseries  on  the  seventh,  eighth  and 
ninth  floors  for  the  other  children.  Day 
care  and  family  day  care  programs  are 
also  available  in  the  agency  should 
they  be  necessary.  The  child  who  has 


been  abused  remains  with  the  mother, 
but  provisions  are  made  for  the  other 
children  placed  on  the  nursery  to 
interact  with  them  and  receive  appro- 
priate services.  In  rare  cases  where  a 
father  is  involved,11  although  he 
doesn’t  enter  the  inresident  facility,  he 
receives  services  as  well.  It  is  the  hos- 
pital’s projected  goal  to  develop  a more 
comprehensive  program  for  the  fa- 
thers as  outpatients. 

During  the  course  of  the  year  the 
program  is  equipped  to  care  for  40  in- 
patients and  120  outpatients.  Inpa- 
tients, numbering  eight  mothers  and 
eight  children  at  a time,  live  in  the 
residence  for  at  least  three  months. 
Outpatients  receive  services  in  the 
hospital  as  outpatients  part  of  the 
week  as  well  as  services  in  their  home 
during  the  remainder  of  the  week. 

The  Abusing  Parent  and  Child  Unit 
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accepts  referrals  from  all  public  and 
private  social,  medical,  law  enforce- 
ment agencies  and  educational  in- 
stitutions in  two  boroughs  of  New 
York  City.  All  cases  are  channelled 
through  Protective  Services  of  the 
Bureau  of  Child  Welfare,  the  local 
child  protective  agency  to  which  all 
cases  of  child  abuse  or  neglect  must  be 
reported  as  mandated  by  New  York 
State  law.12  In  addition,  the  unit  ac- 
cepts self-referrals  seven  days  a week, 
24  hours  a day  to  enable  it  to  intervene 
during  a crisis  situation. 

Conclusion 

In  summary,  the  innovative  ap- 
proach of  the  multifaceted  program 
described  above  to  the  treatment  and 
prevention  of  child  maltreatment  at- 
tempts to  break  the  generational  cycle 
of  the  battered  child  syndrome  by  a 


technique  of  behavior  modification 
through  corrective  child  care  experi- 
ences, education  in  homeworking 
skills,  environmental  assistance  and 
psychotherapy.  This  broad  based  con- 
cept of  treating  both  parents  and  child 
has  proven  effective  in  providing  crisis 
management  services  that  not  only 
protect  the  maltreated  child  but  also 
simultaneously  allow  preventive  re- 
habilitative treatment  for  the  mal- 
treated child  and  his  family. 

The  results  of  our  study  with  abus- 
ing and  neglectful  mothers  clearly  in- 
dictates that,  because  of  the  nature  of 
the  problem  and  the  variety  of  parents 
involved,  a coordinated  effort  by  all 
disciplines  is  essential  if  we  are  to  in- 
terrupt the  generational  cycle  by 
which  child  abuse  and  neglect  are  per- 
petuated. 13  □ 
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Systolic  click  syndrome 


David  M.  Leaman,  MD 


A systolic  click  is  a high-pitched 
noise  of  short  duration,  much  like 
a clicking  noise.  Most  commonly,  the 
click  occurs  in  mid  or  late  systole; 
however,  it  can  occur  in  early  systole 
and  on  occasion  may  be  an  ejection 
click.  Most  commonly  the  click  is  sin- 
gle, but  multiple  clicks  are  possible. 
The  systolic  click  syndrome  also  is 
known  as  the  systolic  click-late  sys- 
tolic murmur  syndrome,  mitral  valve 
prolapse-click  syndrome,  prolapse 
mitral  valve  leaflet  syndrome,  systolic 
click-late  systolic  murmur  syndrome, 
Reid-Barlow  syndrome  and  more 
commonly  Barlow’s  syndrome. 

Originally,  systolic  clicks  were 
thought  to  have  extracardiac  origins, 
from  the  pleura  or  the  pericardium,  for 
example.  In  1961  Reid  attributed  this 
ausculatory  phenomenon  to  a cardiac 
origin.  Since  that  time,  considerable 
interest  has  been  aroused  on  this 
problem,  and  a large  volume  of  data 
has  been  accumulated. 

There  are  a number  of  etiologies  of 
the  non-ejection  click.  Most  often  the 
etiology  is  unknown — an  idiopathic 
click.  There  are  some  families  in 
which  the  click  appears  to  be  trans- 
mitted as  an  autosomol  dominant. 
This  is  known  as  the  familial  variety 
of  the  click.  The  non-ejection  click  can 
be  found  in  rheumatic  heart  disease.  It 
can  be  associated  with  congenital 
heart  disease  and  ischemic  heart  dis- 
ease; occasionally  it  occurs  after  mi- 
tral valvotomy  and  open-heart  surgery. 
The  click  frequently  is  heard  in  Mar- 
fan’s syndrome,  and  also  occurs  in 
obstructive  cardiopathy,  congestive 
cardiopathy,  and  following  trauma.  It 
has  been  described  in  sub- valvular  left 
ventricular  aneurysm,  myocarditis 
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and  atrial  myxoma.  The  prevalence  of 
the  non-ejection  click  in  the  popula- 
tion is  unknown.  However,  it  is  not  an 
unusual  finding  in  a cardiology  refer- 
ral practice. 

Clinical  features 

Most  patients  with  an  idiopathic 
click  have  no  symptoms.  However, 
there  are  a number  of  historical  fea- 
tures which  help  in  the  diagnosis. 
Chest  pain  can  occur,  usually  in  the 
anterior  precordium.  Frequently,  it  is 
described  as  a dull  substernal  pressure 
with  radiation  to  the  neck,  jaw,  or 
arms.  In  this  regard,  it  is  quite  similar 
to  the  pain  described  by  people  with 
angina  pectoris.  However,  a distin- 
guishing feature  is  that  the  pain  asso- 
ciated with  the  non-ejection  click  can 
occur  at  any  time.  The  pain  usually 
lasts  for  a very  short  period  of  time, 
but  can  last  for  hours.  It  is  common  for 
the  patient  to  have  pain  throughout 
the  day  or  to  have  pain  which  awak- 
ens him  at  night.  It  is  not  relieved  by 
rest  or  nitroglycerin,  in  most  cases.  On 
occasion  the  pain  will  be  precipitated 
by  exercise  or  emotional  upsets. 

A second  feature  is  the  awareness  of 
palpitations.  This  will  be  discussed 
later  in  the  article.  Frequently,  the  pa- 
tient will  complain  of  undue  dyspnea 
and  fatigue  after  very  mild  exertion. 
Psychoneurotic  complaints  frequently 
are  elicited  and  can  be  very  disturb- 
ing. These  are  most  common  among 
middle-aged  females.  The  patient 
often  experiences  chest  pain,  dyspnea 
and  fatigue;  he  often  is  unable  to  cope 
with  these  symptoms. 

The  cardiovascular  examination  of 
the  patient  with  the  idiopathic  or  the 
familial  variety  of  the  click  syndrome 
usually  is  normal  except  for  the  pres- 
ence of  the  click  and  murmur.  The 
click  most  commonly  occurs  in  mid  to 
late  systole.  However,  variations  in 
body  position  can  move  the  click  fur- 
ther toward  the  first  or  second  heart 
sound.  Therefore,  it  is  important  to 
auscultate  the  heart  with  the  patient 
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in  a variety  of  positions.  These  include 
lying  on  the  back,  the  left  lateral  de- 
cubitus position,  sitting,  standing,  and 
squatting.  If  the  click  is  not  heard,  it  is 
wise  to  again  listen  to  the  patient 
lying  down  after  he  has  been  standing 
for  a period  of  time.  There  are  patients 
who  do  not  manifest  the  click  on  any 
given  office  visit;  the  click  in  some  pa- 
tients tends  to  be  intermittent.  The 
murmur  is  quite  variable  from  patient 
to  patient  and  within  the  same  pa- 
tient. Commonly  the  murmur  is  a mid 
systolic  ejection  type  heard  at  the 
apex.  It  is  heard  frequently  as  a cre- 
scendo murmur  in  the  latter  part  of 
systole.  On  occasion,  the  murmur  is 
heard  only  in  early  systole.  Some- 
times, the  murmur  will  change  in  du- 
ration with  different  body  positions. 
The  murmur,  like  the  click,  also  can  be 
intermittent.  Thus,  if  a click  or  mur- 
mur is  not  heard  and  the  click  syn- 
drome is  suspected,  the  patient  should 
be  auscultated  repeatedly  on  different 
occasions. 

The  electrocardiogram  is  usually 
normal  in  this  syndrome.  Sometimes 
it  is  abnormal  in  that  nonspecific  ST-T 
wave  abnormalities  are  present.  The 
classic  electrocardiogram  is  one  in 
which  there  are  inverted  T waves  in 
leads  II,  III,  AVF,  and  V4,6.  Unfortu- 
nately, this  electrocardiographic  pic- 
ture is  not  as  frequent  as  the  normal  or 
nonspecific  ST-T  wave  cardiogram. 
The  electrocardiogram  can  be  quite 
similar  to  a pattern  of  ischemia  and 
actually  cannot  be  differentiated. 

The  electrocardiogram  frequently 
shows  ectopic  activity.  Arrhythmias 
which  may  be  present  are  supraven- 
tricular tachycardia,  atrial  fibrilla- 
tion, premature  ventricular  contrac- 
tions, ventricular  tachycardia,  and 
ventricular  fibrillation. 

Therapy 

The  treatment  of  the  pain,  dysnea, 
and  fatigue  associated  with  the  sys- 
tolic click  syndrome  is  fraught  with 
frustration.  On  occasion  patients  do 
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respond  to  sublingual  nitrates.  In 
those  patients  who  get  relief  from  this 
therapy,  it  is  reasonable  to  use  the 
drug.  A few  patients  get  relief  from 
propranolol.  Frequently,  the  doses 
used  to  treat  angina  pectoris  are 
needed  for  the  pain  relief.  However, 
most  patients  do  not  get  relief  from 
this  drug,  either. 

Thus,  an  important  part  of  the  ther- 
apy is  the  communication  to  the  patient 
that  his  pain  is  related  to  the  click 
syndrome  and  is  a real  pain.  However, 
it  is  not  a pain  which  is  going  to  pro- 
duce disability  or  damage  his  heart. 
The  patient  should  be  urged  to  main- 
tain full  activity.  It  is  a serious  mis- 
take to  attribute  the  pain  to  a neurotic 
origin  and  inform  the  patient  that 
there  is  really  nothing  wrong  but  that 
the  pain  is  "in  his  head.” 

Therapy  of  supraventricular  ar- 
rhythmias is  best  treated  with  pro- 
pranolol. Usually  10  mg  every  six  hours 
is  sufficient  to  control  the  supraven- 
tricular activity.  The  therapy  for  pre- 
mature ventricular  activity  depends 
on  the  type  of  premature  ventricular 
contractions,  and  if  the  click  is  of  the 
familial  variety.  The  ventricular  ec- 
topic activity  appears  to  be  a more 
malignant  variety  when  associated 


with  the  familial  click,  and  thus 
should  be  treated  vigorously.  If  only 
isolated  and  infrequent  premature 
ventricular  contractions  are  present, 
then  no  therapy  is  necessary.  How- 
ever, if  there  is  coupling  of  the  prema- 
ture ventricular  contractions,  or  ven- 
tricular tachycardia,  or  ventricular 
fibrillation,  therapy  is  necessary. 
Also,  if  the  premature  ventricular  con- 
tractions are  quite  frequent,  they 
should  be  treated.  Again,  propranolol 
is  the  drug  of  choice  in  this  situation. 
Again,  usually  10  mg  every  six  hours 
is  sufficient.  At  times,  doses  of  160  to 
200  mg  are  necessary  to  control  the 
arrythmia.  On  rare  occasions  it  is  not 
controlled  on  this  program.  Some  in- 
vestigators have  found  the  addition  of 
dilatin  to  be  helpful  in  this  situation. 

Acute  bacterial  endocarditis  is  a po- 
tential problem  in  patients  with  the 
systolic  click  syndrome.  Thus,  all  pa- 
tients who  have  this  syndrome  should 
have  antibiotic  prophylaxis  for  dental 
work,  urologic,  and  proctologic  proce- 
dures. (A  card  with  the  procedures  and 
recommended  antibiotics  and  dosages 
is  available  from  the  American  Heart 
Association).  Most  likely  there  are 
many  patients  with  the  systolic  click 
syndrome  who  really  do  not  require 


antibiotic  prophylaxis.  However,  at 
the  present  time  we  do  not  know  who 
these  patients  are.  The  current  rec- 
ommendation is  to  treat  everyone. 

Prognosis 

The  full  prognosis  in  the  idiopathic 
systolic  click  syndrome  is  quite  good. 
The  mitral  regurgitation  with  which  it 
frequently  is  associated  usually  does 
not  progress  to  the  point  of  cardiac  de- 
compensation. It  is  rare  for  these  pa- 
tients to  need  mitral  valve  replace- 
ment. The  prognosis  in  the  familial 
variety  is  usually  quite  good.  How- 
ever, there  have  been  some  reports  of 
sudden  deaths  in  this  particular  va- 
riety. This  is  thought  to  be  due  to  a 
malignant  arrhythmia  such  as  ven- 
tricular tachycardia  or  ventricular 
fibrillation. 

In  summary,  the  systolic  click  syn- 
drome is  important  in  that  the  pain 
associated  with  it  needs  to  be  differ- 
entiated from  the  pain  associated  with 
coronary  artery  disease,  i.e.,  angina 
pectoris.  It  also  is  important  to  detect 
those  patients  with  the  systolic  click 
syndrome  so  that  appropriate  antibi- 
otic prophylaxis  can  be  administered, 
and  any  arrhythmias  can  be  managed 
appropriately.  □ 
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and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta- 
ergocryptine  in  the  proportion  of  2:1)  mesylate  0 333  mg  representing  a 
total  of  1 mg,  packages  of  100,  500,  and  1000  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocormne  mesylate  0 167  mg 
dihydroergocristine  mesylate  0.167  mg.  and  dihydroergocryptine 
(dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the 
proportion  of  2.1)  mesylate  0 167  mg.  representing  a total  of  0 5 mg. 
packages  of  100  and  1000 

Before  prescribing,  see  package  insert  for  full  product  information. 


SPECIFY 


ORAL" 

TABLETS.  I mg 


(1  tab.  t.i.d.) 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N J 07936  sandoz 


SDZ  9-357 


% 


Cerebro-N 


Treat  the  symptoms  in 
the  geriatric  patient 

apathy 
irritability 
forgetfulness 
confusion 


Alert  and 
functioning 
in  the 
sunset 
years 


CAPSULES 


A gentle  cerebral  stimulant  ^ iLir 
and  vasodilator  for  the 
geriatric  patient 


new  members 


ALLEGHENY  COUNTY: 

Antonio  J Ambrad,  MD.  Radiology,  63  Mt  Lebanon  Blvd  . Mt  Lebanon  15228 
David  H Atkin,  MD,  Anesthesiology,  Presbyterian  Univ.  Hosp  . Pittsburgh  15213 
Leena  B Dalai,  MD.  Pediatrics.  250  Kinvara  Dr.,  Pittsburgh  15237 
Stephen  M Froman,  MD,  Otolaryngology,  904  Cimarron  Dr . Pittsburgh  15235 
Daniel  H Gregory,  MD,  Internal  Medicine,  2 Allegheny  Ctr , Ste  622,  Pittsburgh 

15212 

Shaukat  Hayat,  MD,  Neurology,  900  Jefferson  St.,  McKeesport  15132 
Mustafa  N Kajan,  MD,  Radiology.  Gen  Med  Pav  , 1200  Centre  Ave  , Pittsburgh 
15214 

Thomas  A Kavic,  MD,  Radiology,  72  Linden  PI.,  Apt  12,  Sewickley  15143 
Charles  F.  Leonard.  MD,  Psychiatry,  1234  Lakemont  Dr , Pittsburgh  15243 
Barbara  M McNulty,  MD,  Pediatrics,  360  S Winebiddle,  Pittsburgh  15222 
Gregory  B Patrick,  MD,  Internal  Medicine,  120  Ruskin  Ave  , Apt  307,  Pittsburgh 

15213 

Edward  N Peterson.  MD.  Obstetrics/Gynecology,  M-240  Scaife  Hall,  Pittsburgh 
15261 

BERKS  COUNTY: 

Marcelo  A Manubay,  MD,  Family  Practice,  1510  Eckert  Ave  , Reading  19602 

BRADFORD  COUNTY: 

Lewis  C Evans.  II,  MD,  Internal  Medicine.  Guthrie  Clinic  Ltd  , Sayre  18840 
John  R Mootz,  MD,  Radiology,  Lot  47,  Stovers  Acres.  Sayre  18840 

BUCKS  COUNTY: 

Martin  A Cohen.  MD.  Orthopedic  Surgery,  505  Washington  Ave  , Newtown  18940 
Henry  Dantzig,  MD,  Internal  Medicine,  Penna  Star  Rt , Frenchtown,  NJ  08825 
Albert  T Yenchick,  MD.  Family  Practice.  931  Clinton  St.,  #409.  Philadelphia  19107 

CRAWFORD  COUNTY: 

James  H Burkholder,  MD.  Family  Practice,  Round  Rd.,  RD  #2,  Meadville,  16335 

ERIE  COUNTY: 

John  F Almquist,  MD.  Family  Practice,  104  E 2nd  St.,  Erie  16507 

GREENE  COUNTY: 

Arthur  J Patterson,  Jr.,  MD,  General  Surgery,  223  E High  St.,  Waynesboro  15370 
Shin  S Wu.  MD,  Internal  Medicine,  RD  #2,  Box  235A,  Waynesboro  15370 

LEHIGH  COUNTY: 

Thomas  O Burkholder.  MD.  Ophthalmology,  1251  S Cedar  Crest  Blvd  , 104C. 
Allentown  18103 

William  R Dewar.  Ill,  MD,  Internal  Medicine,  412  Benner  Rd.,  Apt  102,  Allentown 
18104 

William  E Rogers,  MD.  Radiology,  2887  Fairfield  Dr..  Allentown  18103 
Jon  H Schwartz,  MD.  Internal  Medicine,  51  Calvert  PI.,  Center  Valley  18034 

LYCOMING  COUNTY: 

Richard  A Cozine.  MD.  Ophthalmology.  13  Valley  Hts.  Dr , Williamsport  17701 
Margaret  R Draeger,  MD  Obstetrics/Gynecology.  27  S Washington  St  Muncy 
17756 

Willem  J.  Lubbe,  MD,  Pathology.  Divine  Providence  Hosp  . Williamsport  17701 

NORTHAMPTON  COUNTY: 

Lino  S Quilo,  MD,  Pathology.  4290  Vassar  Ave  . Bethlehem  18017 

Robert  M Silberman.  MD.  Internal  Medicine,  631  Fifth  Ave  , Bethlehem  18018 


Each  CEREBRO-NICIN*  capsule 


contains: 

Pentylenetetrazole  100  mg. 

Nicotinic  Acid  100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCL  25  mg. 

I-Glutamic  Acid  50  mg. 

Niacinamide 5 mg. 

Riboflavin  2 mg. 

Pyridoxine  HCL 3 mg. 


AVAILABLE:  Bottles  100, 500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


PHILADELPHIA  COUNTY: 

Robert  J Andrews.  MD,  Internal  Medicine,  1019  Clinton  St.,  Philadelphia  19107 
Anthony  V Benedetto.  DO,  Dermatology.  42  S Third  St..  Philadelphia  19106 
Lawrence  J Carley,  MD,  Family  Practice,  4050  Butler  Pk  , Plymouth  Meeting  1941 
Alan  M Dorfman,  MD,  Ophthalmology,  5818  N 7th  St.,  Philadelphia  19120 
Madeleine  Q Ewing.  MD  Ophthalmology.  2101  Locust  St  . Philadelphia  19103 
Irwin  Friedman,  MD  Obstetrics/Gynecology.  635  Ben|  Fox  Pav  . Jenkintown  1904 
Alvin  A Greber.  DO,  Internal  Medicine.  1331  E Wyoming  Ave  , Philadelphia  1912 
Linda  A Haegele,  MD,  Internal  Medicine.  18th  at  Pkwy  . Apt  18A,  Philadelphia 
19103 

Parviz  Hanjani.  MD.  Obstetrics/Gynecology.  3401  N Broad  St.,  Philadelphia  1914 
Joseph  A Jacobs.  MD.  Urology,  3910  Fowelton  Ave  , Philadelphia  19104 
David  Karasick,  MD,  Radiology.  3600  Conshohocken  Ave  , Philadelphia  19131 
Stephen  Karasick,  MD,  Radiology.  3600  Conshohocken  Ave  . Philadelphia  19131 
David  S Kenet,  MD,  Otolaryngology,  111  Pine  St..  Philadelphia  19106 
Robert  A Krall,  MD,  Pathology,  602  Washington  Sq  . Apt  1701,  Philadelphia  191' 
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Philip  J Moldofsky,  MD.  Radiology,  1439  Penna  A ve  , Paoli  19301 
Martin  S Polinsky.  MD,  Pediatrics,  700  Ardmore  Ave  , 501,  Ardmore  19003 
Jayalaxmi  Raman,  MD,  Pediatrics,  2200  Ben  Franklin  Pkwy.,  Apt.  02,  Philadelphia 
19130 

Allen  C Richmond.  MD,  Ophthalmology.  Knights  & Red  Lion  Rds  , 201, 
Philadelphia  19114 

Deborah  E Ritter,  MD,  Anesthesiology.  1212  Wakeling  St.,  Philadelphia  19124 
Barton  D Scheinfeldt,  DO,  Internal  Medicine,  121  Krewson  Ln.,  Cheltenham  19012 
Donald  N Tomasello,  MD,  General  Surgery,  747  Amsterdam  Rd.,  Mount  Laurel.  NJ 
08054 

Terry  L.  Waldman,  MD,  Internal  Medicine,  1901  JFK  Blvd  , Apt  2417-18, 
Philadelphia  19103 

Edward  C Weber,  DO,  Radiology,  Lakeside  Apts  #14-A,  Melrose  Park  19126 
Nlirmala  Yarra,  MD,  Psychiatry,  2690  Barry  Ln.,  Huntingdon  Valley  19006 
William  D Young,  MD,  Family  Practice,  1701  Borbeck  Ave  , Philadelphia  19111 

VENANGO  COUNTY: 

James  E McGeary,  MD,  Family  Practice,  204  Wood  St.,  Warren  16365 

WASHINGTON  COUNTY: 

3ivie  D Felice,  MD,  Pediatrics,  400  Jefferson  Ave  , Washington  15301 

WESTMORELAND  COUNTY 

3harati  P Desai,  MD,  Pediatrics,  132  Tippecanoe  Rd.,  Greensburg  15601 


Advertisers'  index 


American  Society  for  Dermatologic  Surgery  16 

Breon  Laboratories  4 

Brown  Pharmaceutical  Co 48,  52,  53 

Burroughs  Wellcome  Co 18 

Electronic  Data  Associates  14 

Eli  Lilly  & Co 23 

Emergency  Medicine  Practice  Tract  14 

Firstmark  Capital  Corp 33 

Geisinger  Medical  Center  33 

International  Medical  Education  Corp 37 

Mead  Johnson  Pharmaceutical  Division  27,  28,  29,  30 

Medical  Protective  Co 50 

Merck,  Sharp,  & Dohme  Pharmaceutical  Co 16 

Milton  S.  Hershey  Medical  Center  22 

New  York  Society  of  Acupuncture  15 

Pharmaceutical  Manufacturers  34,  35 

PMS  Credit  Union  4 i 

PMS  Liability  Insurance  Co 6 

Roche  Laboratories  9,  10,  3rd,  4th  Covers 

Safeguard  Business  Systems  24 

Saint  Michael's  Medical  Center  13 

Sandoz  Laboratories  51 

Smith,  Kline  & French  Laboratories  47 

Thomas  Jefferson  University  Hospital  12 

Upjohn  Co 2nd  Cover 

U S Air  Force  14 

Williams  & Wilkins  Publishers  40 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


i 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

LIPONICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 

LIPONICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B  2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 
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classifieds 


PHYSICIANS  WANTED 

Physician  — board  eligible  or  certified  in  internal  medicine  or 
family  practice  in  major  medical  center  in  Philadelphia.  Salary 
negotiable.  Excellent  fringe  benefits.  Includes  teaching  position 
at  major  medical  college.  For  information  write:  N.F.P.M.A., 
Fridenberg  Building,  York  & Tabor  Roads,  Philadelphia,  PA 
19141 , or  phone  (215)  329-9600  Monday  through  Friday,  8:30  to  4 
p.m. 

Psychiatrist  — board-certified  or  board  eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  George  E.  Gittens,  MD,  Acting  Super- 
intendent, Clarks  Summit  State  Hospital,  Clarks  Summit,  PA 
18411,  (717)  586-2011. 

Emergency  physician  — 250-bed  community  hospital  in 
Philadelphia  suburbs  needs  trained  career-minded  physician  for 
five-man  group.  Volume  30,000  per  year.  Salary  and  benefits  are 
competitive.  Reply  in  confidence.  Write  Department  822,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

150-bed  general  hospital  needs  full-time  emergency  physician  to 
direct  and  provide  service  in  emergency  department.  Remainder 
of  emergency  department  staff  consists  of  six  active  staff  physi- 
cians. Pennsylvania  license  required.  Competitive  salary  and 
benefits.  Send  resume  to  Administrator,  Meadville  City  Hospital, 
Meadville,  PA  16335. 

Western  Pennsylvania  — two  non-profit  health  corporations 
seeking  solo  or  group  family  practice  associations.  Area  popula- 
tion 13,000.  Offices  available;  many  amenities.  Contact  Adminis- 
trator, Somerset  Community  Hospital,  Somerset,  PA  15501  (814) 
443-2626. 

Emergency  physician  — immediate  opening  for  qualified  physi- 
cian, board-certified/eligible  in  emergency  medicine,  surgery, 
family  practice,  internal  medicine,  or  comparable  experience  in 
emergency  medicine.  Modern  community  hospital  emergency 
department:  full  departmental  status,  full  specialty  backup,  active 
pre-hospital  care  telemetry,  paramedics  and  EDNA  nurses.  Ex- 
cellent community,  good  schools,  recreational,  and  cultural 
facilities.  Competitive  compensation  and  benefits  package  ex- 
ceeding 70K  for  average  42  hour/week-10  months  a year. 
Additional  income  available  for  extra  hours.  Send  C.V.  in  confi- 
dence to  Carlos  H.  Castellon,  MD,  Director  Emergency  Services, 
Lee  Hospital,  320  Main  St.,  Johnstown,  PA  15901,  (814)  535-7541, 
extension  170. 

Physiatrist  — board-certified  or  eligible.  Needed  immediately  to 
join  medical  staff  of  fastest-growing,  largest  comprehensive  re- 
habilitation facility  in  the  East.  Located  in  great  Pocono- 
Northeast  Pennsylvania,  offering  all-season  living  in  God’s 
Country.  Tremendous  opportunity,  salary  plus  excellent  fringes. 
Call  collect  (717)  348-1373,  George  Walters,  President,  Allied 
Services,  Scranton,  PA  18508. 

State  College,  PA — full-time  ER  physician  to  complete  5-man 
group.  Community  hospital  with  190  beds,  excellent  staff  back- 
up. 27,000  visits.  Prefer  ACEP  with  some  experience.  Great  lo- 
cale, minimal  industry.  Site  of  Pennsylvania  State  University,  so 
have  rural  setting  with  cultural  advantages  of  large  university. 
Contact  Dr.  Tom  Mebane,  942  Robin  Road,  State  College,  PA 
16801,  (814)  238-6852. 


Psychiatrists  and  Physicians — Board-certified  or  board  eligible. 
Pennsylvania  licensure  required.  Immediate  openings.  Excellent 
opportunity  to  work  in  developing  new  programs  in  a state  hos- 
pital. Salary  competitive.  Limited  housing  available.  Excellent 
fringe  benefits.  Forty  miles  east  of  Pittsburgh,  PA.  Call  (412) 
459-8000  or  write  to  Ray  Bullard,  MD,  Superintendent,  Torrance 
State  Hospital,  Torrance,  PA  15779.  An  Equal  Opportunity 
Employer,  M/F. 

Staff  psychiatrists— full  or  part-time  positions  immediately  avail- 
able. Our  hospital  is  looking  for  psychiatrists  with  fresh  ideas  and 
strong  convictions  on  public  sector  mental  health  care.  We  are 
located  in  pleasant,  residential  Northeast  Philadelphia  and  can 
offer  the  area's  unparalled  opportunities  for  professional  growth 
and  development.  Good  salary  and  benefits.  Requirements  are 
Pennsylvania  state  license  and  board  certification  or  eligibility. 
Contact,  in  strict  confidence:  Franklyn  R.  Clarke,  MD,  Superin- 
tendent, Philadelphia  State  Hospital,  14000  Roosevelt  Blvd., 
Philadelphia,  PA  19114,  (215)  671-4101. 

Wanted — third  pediatrician  for  primary  pediatric  care  in  17- 
member  multispecialty  group,  rural  college  community  in  north- 
west Pennsylvania.  New  offices.  Modern  200-bed  hospital,  level  II 
pediatrics.  Salary,  partnership  one  to  two  years.  Contact  Robert 
W.  Monroe,  MD,  90  Shenango  Street,  Greenville,  PA  16125. 

Physician’s  assistants — become  a warrant  officer  of  the  Pennsyl- 
vania Army  National  Guard  in  a unit  near  your  home.  Serve  one 
weekend  a month  and  a fifteen  day  annual  training  period  each 
year.  You  will  be  eligible  for  continuing  professional  education, 
monthly  pay,  and  a substantial  non-contributory  retirement  plan. 
Enjoy  the  personal  satisfaction  of  doing  an  important  job  for  your 
state  and  nation.  For  further  information  contact  Major  Eugene  P. 
Klynoot,  Department  of  Military  Affairs,  Pennsylvania  Army  Na- 
tional Guard,  Annville,  PA  17003,  (717)  783-3430. 

Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 

NEEMA  Emergency  Medical — a professional  association— 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Physicians — consider  a real  change  of  pace!  Accept  a commis- 
sion as  an  officer  of  the  Pennsylvania  Army  National  Guard.  Serve 
one  weekend  each  month  and  two  weeks  each  summer.  Benefits 
include  continuing  professional  education,  non-contributory  re- 
tirement plan,  military  pay,  and  a great  deal  of  enjoyment  and 
satisfaction.  Let  the  “Guard''  become  your  hobby.  Contact:  Major 
Eugene  P.  Klynoot,  Department  of  Military  Affairs,  Annville,  PA 
17003,  (717)  783-3430. 
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Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Pennsylvania:  Emergency  Physician  System — Needs  several 
full-time  emergency  physicians  for  Western  Pennsylvania  area 
emergency  departments.  Independent  contractor  arrangements. 
Eligible  for  corporate  membership  within  two  years.  The  system 
is  on  a "fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Pennsylvania:  Emergency  Physician — 200-bed  general  hospital 
in  university  community,  located  in  Western  Pennsylvania.  New 
construction  project  includes  emergency  department,  just  com- 
pleted. Salary  highly  competitive.  PA  license  required.  Contact: 
William  B.  Veagley,  MD,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701. 

Emergency  room  physician — For  private  physician  group  staff- 
ing ERs  in  Philadelphia  and  Delaware  County.  Must  be  Pennsyl- 
vania licensed.  Forty-hour  week,  competitive  salary,  paid  mal- 
practice, liberal  fringe  benefits,  profit  sharing.  Send  curriculum 
vitae  to  Emergency  Medical  Associates,  Ltd.,  15th  and  Upland 
Avenue,  Chester,  PA  19013,  or  call  (215)  874-8177. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121 M University  Place,  Pittsburgh,  PA  15213,  (412)  621- 
9975. 

House  Staff  Physician — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $35,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

Physicians:  general  practice — Openings  in  areas  of  medical  care 
in  a large  psychiatric  hospital  which  is  fully  integrated  with  com- 
munity agencies,  hospitals,  and  base  service  units.  Conveniently 
located  near  Pittsburgh.  Accredited  by  JCAH  and  meets  stan- 
dards  for  Medicare,  Medicaid,  and  Medical  Assistance.  Annual 
salary  up  to  $34,739  with  excellent  fringe  benefits  including  op- 


portunities for  continuing  medical  education.  Pennsylvania 
license  required  (FLEX  certification  required  for  graduates  of 
foreign  medical  schools).  Contact  Dr.  Betty  H.  Bradley,  Clinical 
Director  of  Medical/Surgical  Services,  Mayview  State  Hospital, 
Bridgeville,  PA  15017,  (412)  343-2700,  extension  500. 

POSITIONS  WANTED 

F.P.-G.P.-solo — 17  years  experience.  Seeks  position.  Rea- 
son— security,  more  regular  hours.  Will  send  resume.  Please 
give  particulars.  Write  Department  820,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  PA  17043. 

Board-certified  internist  — 31  yearsold,  university  trained,  exten- 
sive clinical  experience,  holding  medical  school  appointment, 
seeks  practice  opportunity.  Write  Department  823,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Physician  assistant  — board-certified.  Gettysburg  resident 
seeks  full-  or  part-time  position  with  progressive  physician  or 
group  practice  in  Hanover-York  area.  Family  practice,  ob/gyn  or 
pediatrics  preferred.  Available  September.  Write  Department  821 , 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043,  or  call 
(717)  334-1969. 

CONTINUING  EDUCATION 

The  High  Risk  Infants  — who  are  they  and  what  happens  to  them  ? 
September  27-28,  1979.  University  of  Maryland  School  of  Medi- 
cine campus.  Sponsored  by  the  University  of  Maryland  School  of 
Medicine,  ■•information  contact:  Program  of  Continuing  Educa- 
tion, 10  S.  Pine  St.,  Baltimore,  Maryland  21201,  (301)  528-3956. 

FOR  SALE 

Office  space  — new  professional  building,  suburban  Pittsburgh, 
Bethel  Park,  PA.  Ideal  for  pediatrician  or  other  physician.  Ap- 
proximately 3,000  square  feet  available  August  1.  Call  (412)  833- 
6188. 

MISCELLANEOUS 

Literary  services — patient  information  handbooks  and  practice 
policy  brochures  produced  for  your  particular  requirements. 
Copywriting,  editing,  revising  for  manuscripts  and  reports.  Illus- 
trating available.  Write  or  call  for  information:  mediaGraphics, 
P.O.  Box  3053,  Harrisburg,  PA  17105,  (717)  234-8908,  737-8847. 

CLASSIFIED  ADVERTISING  INFORMATION 
RATES  — $15.00  per  insertion  up  to  30  words;  50  cents  each 
additional  word;  $1 .00  per  insertion  for  answers  sent  in  care  of 
Pennsylvania  Medical  Society.  Payable  in  advance. 

COPY  DEADLINE  — Copy  due  by  the  first  day  of  month 
preceding  month  of  publication.  Send  to  Pennsylvania  Medi- 
cine, 20  Erford  Rd.,  Lemoyne,  Pennsylvania  1 7043.  The  right  is 
reserved  to  reject  or  modify  copy  to  conform  with  publication 
rules, 

DEPARTMENT  NUMBERS  — Advertisers  using  department 
numbers  forbid  disclosure  of  their  identity.  Written  inquiries 
are  forwarded  to  such  advertisers. 

WORD  COUNT  — Count  as  one  word  all  single  words,  two 
initials  of  a name,  each  abbreviation,  isolated  numbers, 
groups  of  numbers,  hyphenated  words. 
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obituaries 

• Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death. 


• Joseph  W.  Allwein,  Newville;  Temple  University  School  of 
Medicine,  1934;  age  69,  died  May  14,  1979.  He  began  his  private 
practice  in  Bedford  in  1935,  and  retired  from  practice  in  January 
1978. 

• Donald  L.  Baxter,  Sr.,  Moylan;  Medical  College  of  Virginia, 
1954;  age  51,  died  May  2,  1979.  He  was  a retired  Navy  Medical 
Corps  captain  and  clinical  professor  of  dermatology  at  Hahnemann 
Medical  College.  He  was  president  of  the  Philadelphia  Der- 
matological Society. 

• John  F.  Blair,  Derry;  University  of  Pittsburgh  School  of  Medi- 
cine, 1932;  age  76,  died  April  28,  1979.  He  served  on  the  medical 
staffs  at  Latrobe  Area  Hospital  and  Edgewater  Nursing  Home  and 
was  plant  physician  for  Derry  Westinghouse.  Dr.  Blair  specialized 
in  cardiology  and  internal  medicine. 

• Dante  A.  Cabatuando,  Murrysville;  Manila  Central  Univer- 
sity, 1963;  age  39,  died  April  24,  1979.  A diagnostic  radiologist,  he 
was  on  the  staff  of  Mercy  Hospital,  Pittsburgh. 

• John  B.  Cooley,  Conneaut  Lake;  Syracuse  College  of  Medicine, 
1940;  age  67,  died  May  15,  1979.  Dr.  Cooley  retired  in  1976  from 
Meadville  City  Hospital  after  25  years  of  service.  He  was  a member 
of  the  Radiology  Society  of  North  America  since  1948. 

• Max  Echenberg,  Kingston;  Quenns  Medical  School,  Ontario, 
1932;  age  71,  died  May  6,  1979.  Dr.  Echenberg,  a general  prac- 
titioner, was  a member  of  the  St.  Joseph’s  Hospital  staff  from  1933 
to  1970. 

• John  V.  Ellson,  Jr.,  Springfield;  University  of  Pennsylvania 
School  of  Medicine,  1923;  age  80,  died  May  14,  1979.  Dr.  Ellson 
maintained  a practice  in  Upper  Darby  from  1925  to  1972  and  was 
formerly  on  the  staff  of  Delaware  County  Memorial  Hospital.  He 
was  former  director  of  ob/gyn  at  this  hospital  and  had  been  acting 
director  of  ob/gyn  at  Pennsylvania  Hospital. 

• Stephen  J.  Galla,  Pittsburgh;  Johns  Hopkins  University,  1953; 
age  51,  died  April  25,  1979.  He  was  assistant  in  surgery  at  Peter 
Bent  Brigham  Hospital,  1957  to  1959.  He  was  a member  of  the 
American  Society  of  Anesthesiologists. 

• Louis  Goodman,  Pittsburgh;  Temple  University  School  of  Med- 
icine, 1934;  age  69,  died  May  19,  1979. 

• Charles  M.  Hanna,  Dunedin,  Florida;  Jefferson  Medical  Col- 
lege, 1936;  age  69,  died  May  15,  1979.  Until  retiring  in  1975,  Dr. 
Hanna  was  on  the  staff  at  Germantown  Dispensary  and  Hospital 
and  Chestnut  Hill  Hospital,  Philadelphia.  He  was  a past  president 
of  the  Philadelphia  Allergy  Society. 

• Charles  S.  Holman,  Scranton;  Jefferson  Medical  College,  1919; 
age  92,  died  April  5,  1979. 

• Martin  F.  Kocevar,  Steelton;  University  of  Maryland  School  of 
Medicine,  1918;  age  87,  died  May  12,  1979.  He  was  a practicing 
physician  in  Steelton  for  the  past  60  years  and  was  among  the 
developers  of  the  bronchoscopic  department  of  Harrisburg  Hospi- 
tal. 


• Moses  J.  Levin,  Philadelphia;  Jefferson  Medical  College,  1919; 
age  51,  died  May  29,  1979.  Dr.  Levin  was  a physician  for  51  years. 

• Philip  F.  Martsolf,  New  Brighton;  Jefferson  Medical  College, 
1915;  age  87,  died  April  7,  1979.  A retired  surgeon,  he  practiced 
medicine  for  more  than  50  years. 

• George  R.  Neff,  Mount  Airy;  Hahnemann  Medical  College, 
1922;  age  85,  died  April  15,  1979.  Dr.  Neff  was  a former  member  of 
the  medical  staffs  at  Hahnemann  and  Germantown  Hospitals  and 
practiced  medicine  in  Mount  Airy  and  Germantown  for  more  than 
50  years. 

• Thomas  A.  Ruddell,  Jr.,  Allentown;  Hahnemann  Medical  Col- 
lege, 1933;  age  71,  died  April  29,  1979.  Dr.  Ruddell,  a neuro- 
psychiatrist, practiced  in  Allentown  for  the  past  46  years. 

• L.  Thomas  Sabow,  Squirrel  Hill;  Jefferson  Medical  College, 
1929;  age  74,  died  May  9, 1979.  He  served  Homestead  Hospital  as  a 
general  practitioner. 

• Michael  Scott,  Bala  Cynwyd;  Jefferson  Medical  College,  1932; 
age  72,  died  April  24,  1979.  He  was  an  emeritus  professor  and 
chairman  of  the  department  of  neurosurgery  at  Temple  University 
Health  Sciences  Center.  He  worked  on  pioneering  experiments  in 
freezing  techniques  that  have  led  to  the  use  of  hypothermia  in 
clinical  medicine  and  modern  cryogenics.  He  also  pioneered  the 
use  of  air  myelography  in  the  diagnosis  of  spinal  canal  lesions. 

• Alfred  R.  Seraphin,  Longport,  New  Jersey;  Hahnemann  Medi- 
cal College,  1917;  age  85,  died  May  18,  1979.  He  was  a general 
practitioner  formerly  on  the  staff  of  Hahnemann  Medical  College. 

• Carl  R.  Sherk,  Lebanon;  University  of  Pennsylvania  School  of 
Medicine,  1945;  age  58,  died  May  1,  1978.  He  was  the  senior 
partner  of  the  medical  association  of  Drs.  Sherk,  Shaffer,  and 
Hallahan.  He  was  a member  of  the  staff  of  Good  Samaritan  and 
Lebanon  Valley  Hospitals,  and  the  consulting  staff  of  Philhaven 
Hospital. 

• James  R.  Skeoch,  Scranton;  Hahnemann  Medical  College, 
1917;  age  84,  died  May  6,  1979.  He  practiced  medicine  in  the 
Scranton  area  for  more  than  50  years. 

• Claude  E.  Snyder,  Altoona;  Jefferson  Medical  College,  1912; 
age  90,  died  April  24,  1979.  Dr.  Snyder  had  been  a physician  in 
Altoona  from  1912  until  his  retirement.  For  many  years  he  was 
chief  of  obstetrics  and  gynecology  at  Mercy  Hospital,  Altoona. 

• Arthur  I.  Stewart,  Harmony;  Bennett  Medical  College,  1906; 
age  98,  died  May  11, 1978.  Known  as  "Harmony’s  First  Citizen, ”he 
came  to  the  area  in  1906  to  practice  medicine.  He  was  a former 
member  of  the  medical  staff  of  Ellwood  City  Hospital. 

• William  H.  Warrick,  Jr.,  Philadelphia;  University  of  Pennsyl- 
vania School  of  Medicine,  1926;  age  79,  died  May  20,  1979.  Dr. 
Warrick  was  honored  by  the  Philadelphia  County  Medical  Society 
in  1976  for  50  years  of  service  to  the  profession. 

• A.  Follmer  Yerg,  Warren;  Hahnemann  Medical  College,  1932; 
age  74,  died  April  21, 1979.  He  practiced  medicine  in  Warren  since 
1933. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is.  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age;  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-actmg  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  ad|unctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  seizures 
INJECTABLE  To  reduce  the  possibility  ot  venous  thrombosis , phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V.  inject 
slowly,  taking  at  least  one  minute  tor  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i e , dorsum  ot  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  It  it  is  not  feasible  to 
administer  Valium  directly  I V , it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary;  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol.  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence 
laundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity.  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure; 
employ  general  supportive  measures,  I V.  fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500, 
Tel-E-Dose*  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10,  Ampuls,  2 ml,  boxes  of  10, 
Vials,  10  ml,  boxes  of  1,  Tel-E-Ject*  (disposable  syringes),  2 ml,  boxes  of 
10.  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1.5%  benzyl  alcohol  as  preservative 


Roche  Laboratones 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


ONLYVALIUM^diazepam) 


Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
' curred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0.25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  i e 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function.  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  7>h  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
Tolerated) 


2-MG,  5-MG, 

10-MG  SCORED 

TABLETS 

TEL-E-DOSE® 

REVERSE- 

NUMBER  PACKS 

2-MLTEL-E-JECT® 

DISPOSABLE 

SYRINGES 

2-ML  AMPULS 

10-ML  VIALS 


5 MG/ML 


GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXIBIIJIY 


PSYCHOTHERAPEUTIC 


SKELETAL  MUSCLE 
RELAXANT 


ONLY 


VAUUM 


(diazepam) 

HAS  THESE  TWO 
DISTINCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information.  / ROCHI ' 


MIbbbI 


DESCRIPTION:  Methyltestosterone  is  17/*-Hydroxy- 
1 7-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone  is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eumchism.  2 Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3.  Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism , 1 0 to  40  mg  . Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg., 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R B 
Greenbiatt,  M.D  R.  Witherington.  M.D  ; I.  B Sipahioglu. 
M.D.:  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric  Drug  Therapy.  Sept  1976 
SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60,  250  Rx  only 


When  - 

impotence 

is  due  to  I androgenic  deficiency 

#Android5  10  25 

Methyltestosterone  U.S.P  Tablets 

A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric  /eunuchoidism, eunuchism /post-puberal  cryptorchidism. 
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More  convenient  for 
some  of  your  patients. 
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Vlotrin  tablet  strengths 
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300  mg,  400  mg,  and  300  mg 
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The  primary 
beneficiaries  of 

ORAL 

HYDERGINE 


Each  1 mg  Hydergine  tablet  contains  dihydroergocormne  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2 1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They're  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  still-functioning  geriatric  can  benefit 

from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded  — the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  ot  unknown  etiology,  careful  diagnosis  shi  1 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets 
Adverse  Reactions:  Serious  side  effects  have  not  been  found  Some  sublingual  irritatior 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublii 
gual  tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids 
Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually . 
gradual  and  results  may  not  be  observed  for  3-4  weeks 
How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  it  \ 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocrypl 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a il 
of  1 mg;  packages  of  100,  500,  and  1000  Hydergine  sublingual  tablets  0.5  mg,  contp 
ing  dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0 1 67  mg,  representing  a total  of  0.5  mg 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  tor  full  product  information. 
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PENNSYLVANIA  CANDIDATES 
WIN  IN  AMA  ELECTION 


THIRD  PARTY  PAYMENTS 
FOR  IMMUNIZATION  WINS 


INSURANCE  DEPARTMENT 
APPROVES  PMSLIC  FILING 


GOVERNOR  THORNBURGH  SIGNS 
CERTIFICATE  OF  NEED  BILL 


iCT  HI  PANEL  REDUCTION 
iPPROVED  IN  SENATE 


TANLEY  MILLER  SWORN  IN 
S LICENSING  COMMISSIONER 


The  two  Pennsylvania  physicians  who  were  candidates  at  the 
July  meeting  of  the  AMA  House  of  Delegates  were  elected  July 
25.  William  Y.  Rial,  MD,  of  Swarthmore,  was  re-elected 
speaker  of  the  House  of  Delegates.  William  F.  Kellow,  MD, 
dean  of  Jefferson  Medical  College  of  Thomas  Jefferson  Univer- 
sity, was  elected  to  one  of  four  openings  on  the  Council  on 
Medical  Education  in  a hotly  contested  election.  Dr.  Rial 
had  no  opposition  for  the  position  of  speaker  which  he  has 
held  for  five  years. 

A Pennsylvania  resolution  calling  for  third  party  coverage 
for  immunizations  was  supported  by  the  AMA  House  of  Delegates 
at  the  July  22-26  meeting  in  Chicago.  PMS  submitted  the 
resolution  as  a means  of  keeping  health  care  costs  under 
control  through  preventive  health  care. 

All  new  physicians  finishing  internships  and  residencies 
and  entering  medical  practice  for  the  first  time  now  can 
purchase  professional  liability  insurance  at  a 20  percent 
discount.  State  Insurance  Commissioner  Harvey  Bartle,  III, 
approved  on  June  25  a filing  of  the  Pennsylvania  Medical 
Society  Liability  Insurance  Company  (PMSLIC)  for  a first 
year  premium  reduction  equal  in  dollars  to  20  percent  of  the 
applicable  occurrence  rate.  The  discount  saves  the  same 
dollar  amount  on  either  claims  made  or  occurrence  policies. 

Governor  Dick  Thornburgh  on  July  19  signed  into  law  H.B.  308 
as  amended  by  the  Senate.  The  Act,  providing  certificate  of 
need  for  hospital  expansion,  excludes  physicians'  private 
offices.  Effective  October  1,  it  provides  that  any  health 
care  facility  expenditure  over  $150,000  must  have  the  approval 
of  the  Secretary  of  Health.  A Health  Care  Policy  Board  will 
advise  the  Secretary.  The  Department  of  Health  currently 
is  framing  rules  and  regulations,  which  will  be  subject  to 
legislative  review. 

Just  before  the  state  legislature  recessed  until  September 
17,  the  Senate  passed  by  a vote  of  49-0  S.B.  846,  which  would 
reduce  the  size  of  medical  malpractice  arbitration  panels 
from  seven  to  three  members.  The  bill  was  sent  to  the  House 
of  Representatives  where  it  was  referred  to  the  Insurance 
Committee.  Panel  size  reduction  is  one  of  14  changes  in  Act 
111  recommended  by  the  State  Society. 

Stanley  A.  Miller,  of  Harrisburg,  was  sworn  in  July  18  as 
commissioner  of  the  Bureau  of  Professional  and  Occupational 
Affairs.  He  will  administer  activities  of  22  licensing 
boards,  including  the  State  Board  of  Medical  Education  and 
Licensure.  Previously  he  served  as  secretary  of  public 
welfare  in  the  Shafer  Administration. 
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When  it 

comes  to  professional  lia- 
bility insurance,  doctors  have 
special  needs.  That's  why  there 
is  a special  company  like  us. 

Quite  frankly,  we're  not  in 
business  to  make  money.  We're 
committed  to  zero-profit. 

You  see,  PMSLIC  is  a 
physician-owned  and  oper- 
ated company  that  is  endorsed 
by  the  Pennsylvania  Medical 
Society.  In  fact,  all  but  two  of  our 
sixteen  member  governing 
board  and  all  members  of  our 
Underwriting  and  Claims 
Committees  are  physicians. 

This  means  we  understand 
what  you  want  in  liability  insurance.  It 
means  we  provide  both  claims-made  and 
occurrence  policies,  offer  an  appeal  mechanism  for 
pre  mium  and  settlement  disputes  and  accept  quarterly  premiums 
on  annual  policies. 

Find  out  how  we  can  fill  your  professional  liability  needs.  Send  in 
the  coupon  today  or  call  (717)  774-4370. 


PMSUC 


Pennsylvania  Medical  Society 
Liability  Insurance  Company 

RO.  Box  303  • Lemoyne,  Pa.  17043 
Please  send  me  more  information  on  PMSLIC. 
Name 


Address. 
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V-Cillin  K 


penicillin  V potassium 

is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


Tablets 

1 . 125,  250,  and  500  mg* 
. Oral  Solution 
-^--,125  and  250  mg*/5  ml 


V-Cillin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 
Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  »c»i75i 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
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Dr.  Danyo  testifies  on  malpractice  act 


F our  years  of  life  under  Act  111,  the 
Health  Care  Services  Malpractice  Act, 
were  reviewed  by  J.  Joseph  Danyo, 
MD,  York,  who  recently  testified  on 
behalf  of  PMS  before  the  1006  commit- 
tee, the  watchdog  committee  set  up  by 
the  act.  Dr.  Danyo,  a practicing  or- 
thopedic surgeon,  is  chairman  of  the 
PMS  Council  on  Medical  Economics 
and  vice  chairman  of  the  board  of  the 
PMS  Liability  Insurance  Company 
(PMSLIC).  He  is  a past  chairman  of 
the  Society’s  Commission  on  Profes- 
sional Liability  Insurance  and  was  a 
member  of  the  Society’s  ad  hoc  com- 
mittee on  malpractice  insurance 
problems  in  1975,  when  Act  111  was 
written. 

"Four  years  ago  there  was  great  re- 
sistance to  the  idea  of  any  change  in 
the  system  of  handling  medical  mal- 
practice actions,”  Dr.  Danyo  testified. 
"In  the  four  years  since  Act  111  was 
signed  into  law,  it  has  gone  through 
serious  constitutional  challenges  and 
has  remained  intact,  a tribute  to  the 
legislature  and  the  bill’s  drafters.” 

Now,  Dr.  Danyo  said,  the  principles 
enacted  in  Act  111  must  be  made 


workable  on  a day-to-day  basis.  He 
noted  that,  on  the  bright  side,  insur- 
ance is  available  now  to  all  physicians 
in  the  state.  However,  he  added  that 
arbitration  panels  set  up  under  the  act 
have  been  slow,  and  settlements 
reached  in  conciliation  conferences 
are  running  almost  40  percent  higher 
than  the  average  arbitration,  accord- 
ing to  the  American  Arbitration  Asso- 
ciation. 

He  offered  the  following  recom- 
mendations to  streamline  Act  111: 

• Reduce  the  size  of  the  arbitration 
panels  from  seven  to  three,  including 
one  physician,  one  attorney,  and  one 
lay  person.  Specify  the  qualifications 
and  tenure  for  the  panel  in  the  act. 

• Offer  patients  the  option  of  bind- 
ing arbitration. 

• Amend  the  act  to  provide  for  a con- 
tinuation of  the  two-year  statute  of 
limitations  with  an  outside  limit  of 
three  years. 

• Amend  the  Insurance  Guaranty 
Association  Act  to  provide  coverage  to 
individuals  and  institutions  forced  to 
have  malpractice  insurance  under  Act 
111. 


DR.  DANYO 


• Punitive  damages  should  go  to  the 
State  Board  of  Medical  Education  and 
Licensure  to  aid  in  the  disciplining  of 
incompetent  physicians. 

• Define  "expert  witness”  in  the  act. 

• Amend  the  act  to  provide  for  peri- 
odic payments  to  plaintiffs. 

• Payments  for  "pain  and  suffering” 
should  be  made  available  only  in  cases 
classifed  as  "grievous  impairment.” 

"I  think  none  of  us  is  ready  to  let  Act 
111  die  . . . With  some  concentrated 
effort  and  with  many  more  facts  than 
four  years  ago,  and  probably  a lot  less 
emotionalism,  we  can  go  about  repair- 
ing the  defects  in  Act  111.  We  urge  the 
legislature  to  do  so  now,”  Dr.  Danyo 
said. 


'Like  Yourself'  discusses  negative  self-image 


Probably  the  single  most  common 
cause  of  psychological  difficulty,  ac- 
cording to  Abraham  J.  Twerski,  MD,  is 
a person’s  feeling  that  he  is  somehow 
inadequate,  no  good,  or  not  likeable. 
Dr.  Twerski,  clinical  director  of  the 
department  of  psychiatry  at  St.  Fran- 
cis General  Hospital,  Pittsburgh,  and 
medical  director  of  the  Gateway  Re- 
habilitation Center,  Aliquippa,  dis- 
cusses this  problem  in  his  book,  "Like 
Yourself  . . . and  Others  Will,  Too,” 
available  from  Prentice-Hall  Publish- 
ers for  $4.95. 

These  bad  feelings  are  generally  in 
contrast  to  fact,  and  people  who  are 
well  endowed  with  positive  per- 
sonality assets  have  a distorted  self- 
concept,  which  Dr.  Twerski  calls  the 


"negative  self-image.”  Such  self- 
image  distortions  are  at  the  root  of 
many  maladjustments  including 
withdrawal,  some  types  of  depression, 
marital  discord,  psychosomatic  illness- 
es, alcoholism,  and  a variety  of  other 
problems.  The  most  tragic  feature  of 
all  these,  he  says,  is  that  the  suffering 
is  so  needless. 

"Like  Yourself.  . . and  Others  Will, 
Too”  is  not  actually  a self-help  book. 
Dr.  Twerski  believes  that  the 
blindspots  people  have  in  regard  to 
their  true  self-worth  are  likely  to 
interfere  with  a realistic  self- 
assessment.  After  offering  a few 
suggestions  for  a trial  at  self- 
improvement,  he  points  out  the  need 
for  competent  therapy,  and  offers  some 


suggestions  on  what  to  expect  in  ther- 
apy. Group  therapy  is  considered  par- 
ticularly effective  in  self-image 
problems. 

"Like  Yourself’  is  written  in  a man- 
ner to  be  palatable  to  the  layman  as 
well  as  the  professional.  Replete  with 
many  clinical  examples,  it  permits  a 
person  to  identify  with  people  who 
have  similar  problems,  and  recognize 
maladjustive  patterns  in  himself. 
Finding  one’s  self  in  a chapter  in 
"Like  Yourself’  is  a positive  discovery, 
since  it  means  that  one  is  actually  a 
great  deal  better  than  one  has  thought. 

As  an  adjunct  to  psychotherapy  as 
well  as  an  initiation  into  self- 
awareness,  "Like  Yourself’  can  be  of 
value  to  both  therapist  and  patient. 
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Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5.000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa,  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis): traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 


ViofV' 

secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failur 
to  heal  During  long-term  use  of  neomycin-containinc 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinu 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoidec 
for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  prepar; 
tions.  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML. 


Legal  counsel  reports 

A loophole  in  Act  111? 


Fred  Speaker,  Esq. 


The  Pennsylvania  Superior  Court 
recently  considered1  the  arbitra- 
tion process  of  Act  1112  and  found  a 
potential  loophole. 

In  Staub  v.  Southwest  Butler 
County  School  District,  the  plaintiff 
brought  suit  against  the  school  district 
for  brain  damage  she  suffered  as  a re- 
sult of  a fall  during  a physical  educa- 
tion class.  Charged  with  negligence  in 
the  failure  to  provide  proper  equip- 
ment, instruction,  and  supervision, 
the  school  district  joined  as  additional 
defendants  the  hospital,  a radiologist, 
and  the  treating  neurosurgeon  for  al- 
leged malpractice  in  their  providing 
medical  services.  The  physicians  and 
the  hospital  objected,  asserting  that 
the  claims  against  them  must  first  be 
arbitrated. 

The  Court  disagreed. 

Referring  to  a recent  decision3  of  the 
Commonwealth  Court  which  held  that 
the  action  of  a non-health  care  pro- 
vider was  not  covered  by  Act  111,  the 
Court  noted  that  the  plaintiff-student 


made  no  claim  against  a health  care 
provider. 

The  Court  stated  that: 

...  if  the  School  District  were 
found  liable  for  plaintiffs  initial 
injury,  plaintiff  would  be  entitled 
to  recover  in  her  action  against 
such  defendant  all  resulting  dam- 
ages, including  those  caused  by 
the  negligent  delivery  of  medical 
services  following  her  initial  in- 
jury. Having  elected  the  court  of 
common  pleas  as  the  forum  in 
which  to  assert  this  claim,  she 
should  not  be  denied  her  choice  by 
a defendant  who  joins  health  care 
providers  as  additional  defen- 
dants. There  is  nothing  in  the 
statute  which  expressly  or  by  nec- 
essary implication  suggests  a leg- 
islative intent  to  allow  an  alleged 
tortfeasor  to  effect  such  a change 
of  forum.4 

The  Health  Care  Services  Mal- 
practice Act  was  not  intended  to 
deprive  common  pleas  courts  of  all 


jurisdiction  to  hear  medical  mal- 
practice cases.  It  merely  post- 
poned the  exercise  of  that  jurisdic- 
tion. The  Act  was  intended  to  pro- 
vide an  administrative  system  for 
prompt  determination  of  patients’ 
claims  for  damages  caused  by  the 
negligent  delivery  of  medical  ser- 
vices. Neither  claims  against  per- 
sons who  are  not  health  care  pro- 
viders nor  claims  by  alleged 
tortfeasors  for  contribution  from 
health  care  providers  are  within 
the  scope  of  original  exclusive 
jurisdiction  conferred  upon  mal- 
practice arbitration  panels.5 

In  an  illuminating  concurring  opin 
ion,  Judge  Sidney  Hoffman  wrote: 

In  order  to  hold  down  liability 
insurance  premiums,  and  the  re- 
sulting increase  in  the  cost  of 
health  care,  the  Act  requires  each 
health  care  provider  to  carry  basic 
insurance  coverage,  and  then 


RESERVE  THESE  DAYS! 
Sept.  24,  25,  26,  1 979 

A Special  2V2  Day  Symposium 
“Advances  in  Infectious  Diseases’’ 


Co-sponsored  by: 

Saint  Michael’s  Medical  Center,  Newark, 
and  the  College  of  Medicine  and  Dentistry 
of  N.J.  • New  Jersey  Medical  School 

to  be  held  at 

Resorts  International  Hotel 
Atlantic  City,  New  Jersey 

Co-directors:  LEON  G.  SMITH,  MD,  FACP 

Director,  Dept,  of  General  Medicine  and  Div.  of 
Infectious  Disease,  Saint  Michael's  Medical  Center 

DONALD  B.  LOURIA,  MD,  FACP 

Professor  and  Chairman,  Dept,  of  Preventive 
Medicine  and  Public  Health,  CMDNJ  - New  Jersey 
Medical  School 

Category  1 AMA  Credits  Will  Be  Awarded 


Some  of  the  areas  to  be  covered  by  an 
internationally  renowned  faculty  are: 

• Advances  in  Allergy  and  Immunology 

• Newer  Antimicrobial  Agents 

• Clinical  Case  Presentations 

• Antibiotic  Usage  in  Hospitals 

• Rapid  Diagnosis  of  Infections 

For  Pre-Registration  Information  Call: 

(201)  877-5541  or  (201)  877-5487 
or  write  to: 

Infectious  Disease  Symposium 
Saint  Michael's  Medical  Center 
306  High  Street,  Newark,  N.J.  07102 

Tuition  for  the  full  216  day  program  is  $200,  which  includes 
two  luncheons  and  a “Dutch  Treat”  Cocktail  Party.  Special 
tuition  arrangements  for  single-day  attendance. 
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TABLETS:  500  mg,  250  mg,  and  125  mg 


provides  a catastrophe  loss  fund  to 
pay  all  awards  against  health 
care  providers  in  excess  of  this 
basic  insurance  coverage,  up  to 
one  million  dollars  for  each  occur- 
rence. The  catastrophe  loss  fund  is 
financed  by  a surcharge  against 
all  health  care  providers,  thus 
spreading  this  risk  among  the 
largest  possible  group  of  insureds. 
However,  the  loss  fund  is  avail- 
able only  when  an  award  is  made 
in  an  "action  brought  under 
this  act.  . . .”  40  Pa.  C.S.A. 
§ 1301.701(d).  Thus,  if  there  is  a 
catastrophic  loss  and  correspond- 
ing judgment  entered  in  a court  of 
common  pleas  against  the 
additional  defendants  here,  the 
fund  will  not  be  available.  If  the 
District  pays  a catastrophic  loss, 
and  seeks  contribution,  the  health 
care  providers  will  be  devastated 
by  a personal  liability  in  excess  of 
basic  insurance  coverage,  and/or 
the  District  will  be  forced  to  bear  a 
disproportionate  burden  of  the 
judgment.  If  the  District  is  unable 
to  satisfy  a judgment  based  on  a 
catastrophic  loss,  then  the  plain- 
tiff will  be  left  with  her  injury  and 
a partially  unsatisfied  and  uncol- 
lectible judgment.  What  will  hap- 
pen generally  because  of  exposure 
to  this  liability  in  common  pleas 
court,  is  that  (1)  plaintiffs  or  orig- 
inal defendants  seeking  contribu- 
tion will  be  shortchanged,  or  (2) 
(more  likely)  health  care  provid- 
ers faced  with  this  statutory 
loophole  will  demand  greater  in- 
surance coverage,  and  premiums 
(and  health  care  costs  to  the  con- 
sumer) will  logically  increase  to 
cover  this  new  risk. 

The  absurdity  of  this  situation 
is  apparent  in  that  if  the  plaintiff 
here  had  simply  sued  all  these  de- 
fendants originally,  the  arbitra- 
tion panel  would  have  had  exclu- 
sive jurisdiction  over  the  medical 


Mr.  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society's  legal 
counsel. 


malpractice  claim,  since  the  claim 
would  have  been  "brought  by  a 
patient.” 

The  opportunities  for  abuse  are 
manifest.  If  a plaintiff  wants  to 
avoid  the  arbitration  panel  [and 
she  may  have  good  reasons  for 
doing  so,  see  Parker  v.  Children’s 
Hospital  — Pa.  — , 394  A. 2d  932 
(1978)  (Larsen,  J.,  dissenting)], 
then  plaintiff  need  only  sue  a 
non-health  care  provider  as  an 
original  defendant,  and  allow  him 
in  turn  to  join  the  health  care  pro- 
vider. Collusion  will  not  be  neces- 
sary. The  plaintiff  can  simply 
serve  a non-health  care  defendant 
with  a complaint  replete  with  al- 
legations of  medical  malpractice, 
and  may  be  assured  that  the 
named  defendant,  seeking  excul- 
pation or  contribution,  will  join 
the  health  care  provider  as  an 
additional  defendant.  If  not  cor- 
rected by  amendment,  this  statu- 
tory loophole  could  swallow  up  the 
Act  entirely.  It  will  be  up  to  the 
Legislature  to  correct  this  situa- 
tion by  amending  Section  309  of 
the  Act  to  include  malpractice 
claims  brought  by  non-patients 
for  contribution.1 2 3 4 * 6 

Supporters  of  medicine  in  Pennsyl- 
vania must  hope  that  the  Pennsylva- 
nia General  Assembly  heeds  this  clear 
warning.  □ 

1.  Staub  v.  Southwest  Butler  County  School  Dist.,  398 
A. 2d  204  (Pa.  Super.  1979). 

2.  40  P.S.  §§1301.101  etseq. 

3.  Gillette  v.  Redinger,  383  A. 2d  1295  (Pa.  Commw.  Ct. 
1978). 

4.  Staub  v.  Southwest  Butler  County  School  Dist..  supra 
at  207. 


tion.  Also,  label  orders  are  approved 
for  the  companies  having  Society- 
sponsored  programs. 

Those  who  wish  to  have  their  names 
deleted  from  the  roster  or  mailing  list 
should  contact  the  PMS  membership 
department. 


5.  Ibid. 

6.  Id.  at  208-9. 

Society  states  roster  policy 

It  is  the  Society’s  policy  to  provide 
the  membership  roster  to  county  med- 
ical societies,  members,  and  anyone 
wishing  to  purchase  it.  Label  orders 
are  filled  for  county  medical  societies, 
and  for  institutions  that  are  accredited 
to  provide  continuing  medical  educa- 


rhe  Great  Laxative  Escape 


I 


Colace  means  escape— from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit. 
Colacegentty  helps  soften  stools  for  easy,  0mm 
less,  unstrained  elimination.  It's  the  grerf^axativjp 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid. 


PHARMACEUTICAL  DIVISION 
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This  asthmatic 

isn’t  worried  about  his  next  hreath... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  1 50  mg 
and  glyceryl  guoiacolate  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  branchospasric 
conditions  such  as  bronchial  asthma,  chronic  bronchitis, 
and  pulmonary  emphysema 

Warnings:  Do  not  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  rectal  dose  of  any  prepara- 
tion containing  theophylline  or  aminophyllme  Do  not 
give  orher  compounds  containing  xonrhme  derivatives 
concurrently 

Precautions:  Use  with  caution  in  patients  with  cardiac 
disease,  hepatic  or  renal  impairment.  Concurrent  adminis- 
tration with  certain  antibiotics.  i e clindamycin  erythro- 
mycin rroleandomycin  may  result  in  higher  serum  levels 
of  rheophyllme  Plasma  prothrombin  and  factor  V may 
increase  but  any  climcol  effect  is  likely  to  be  smoll  Metab- 
olites of  guaifenesin  may  contribute  to  mcreosed  urinary 
5-hydroxyindoleaceric  acid  readings  when  determined 
with  mrrosonophrhol  reogenr  Sofe  use  in  pregnancy  has 
nor  been  established  Use  in  cose  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  system  Its  administra- 
tion may  cause  local  irritation  of  the  gastric  mucoso  with 
possible  gastric  discomfort  nouseo  and  vomiting  The 
frequency  of  adverse  reactions  is  related  to  the  serum 
theophylline  level  and  is  nor  usually  a problem  or  serum 
theophylline  levels  below  20  meg  ml 
How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unir-dose  packs  of  100  Liquid  in  bottles  of  1 pint  ond  1 
gallon 

See  package  insert  for  complete  prescribing  information. 

Mead^T]  iTTHDm  PHARMACEUTICAL  DIVISION 
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Official  Call- 1979  Annual  Session 
Pennsylvania  Medical  Society  House  of  Delegates 


The  1979  Annual  Session  of  the 
House  of  Delegates  of  the  Pennsylva- 
nia Medical  Society  will  be  called  to 
order  at  the  Penn  Harris  Motor  Inn, 
Camp  Hill,  Pennsylvania,  on  Thurs- 
day, November  1, 1979,  at  10  a.m.  The 
second  session  of  the  House  of  Dele- 
gates is  scheduled  for  Friday,  No- 
vember 2,  1979,  at  1 p.m.  The  third 
and  concluding  session  of  the  House  of 
Delegates  will  be  held  Saturday, 
November  3,  1979,  at  9:30  a.m. 

Elections 

In  accordance  with  Article  X,  Sec- 
tion 3 of  the  Constitution  and  Chapter 
IV,  Section  2 of  the  Bylaws  and  Stand- 
ing Rule  Number  1 of  the  House  of 
Delegates  (revised  October  23,  1972) 
of  the  Pennsylvania  Medical  Society, 
the  following  nominations  and/or 
elections  will  be  in  order  at  the  second 
session,  Friday  afternoon,  November 
2,  1979: 

General  Officers  to  be  elected  are  a 
vice  president,  a secretary,  a speaker 
of  the  House  of  Delegates,  and  a vice 
speaker  of  the  House  of  Delegates. 

In  accordance  with  Article  VIII,  Sec- 
tion 3 of  the  Constitution  and  Stand- 
ing Rule  Number  1 of  the  House  of 
Delegates  of  the  Pennsylvania  Medi- 
cal Society,  elections  will  be  in  order 
for  a trustee  and  councilor  for  the  First 
Councilor  District  to  serve  three  (3) 
years  to  succeed  Donald  R.  Cooper, 
MD,  Philadelphia  County,  who  is  eligi- 
ble for  re-election;  a trustee  and  coun- 
cilor for  the  Sixth  Councilor  District  to 
serve  three  (3)  years  to  succeed  Joseph 
M.  Stowell,  MD,  Blair  County,  who  is 
eligible  for  re-election. 

In  accordance  with  Chapter  XIV, 
Section  2(e)  of  the  Bylaws  of  the  Penn- 
sylvania Medical  Society,  elections  for 
five  (5)  delegates  and  five  (5)  alter- 
nates to  the  American  Medical  Asso- 
ciation are  in  order.  The  term  is  for  two 
(2)  years  beginning  January  1,  1980. 
Delegates  whose  terms  expire  De- 
cember 31,  1979  are: 

1.  Henry  H.  Fetterman,  MD  (Lehigh 
County) 

2.  John  B.  Lovette,  MD  (Cambria 
County) 

3.  Matthew  Marshall,  Jr.,  MD  (Al- 
legheny County) 


4.  Robert  N.  Moyers,  MD  (Crawford 
County) 

5.  R.  Robert  Tyson,  MD  (Philadelphia 
County) 

The  Committee  to  Nominate  Dele- 
gates and  Alternates  to  the  AMA 
makes  the  following  nominations  for 
delegates  for  two  (2)  years  commenc- 
ing January  1,  1980: 

1.  Henry  H.  Fetterman,  MD  (Lehigh 
County) 

2.  John  B.  Lovette,  MD  (Cambria 
County) 

3.  Matthew  Marshall,  Jr.,  MD  (Al- 
legheny County) 

4.  Robert  N.  Moyers,  MD  (Crawford 
County) 

5.  R.  Robert  Tyson,  MD  (Philadelphia 
County) 

Alternate  delegates  whose  terms 
expire  December  31,  1979  are: 

1.  Robert  J.  Carroll,  MD  (Allegheny 
County) 

2.  Lawrence  D.  Ellis,  MD  (Allegheny 
County) 

3.  George  Ross  Fisher,  III,  MD 
(Philadelphia  County) 

4.  Wayne  W.  Helmick,  MD  (Beaver 
County) 

5.  David  J.  Keck,  MD  (Erie  County) 
The  Committee  to  Nominate  Dele- 
gates and  Alternates  to  the  AMA 
makes  the  following  nominations  for 
alternate  delegates  for  two  (2)  two- 
year  terms  commencing  January  1, 
1980: 

1.  Robert  J.  Carroll,  MD  (Allegheny 
County) 

2.  Lester  A.  Dunmire,  MD(  Allegheny 
County) 

3.  George  Ross  Fisher,  III,  MD 
(Philadelphia  County) 

4.  Wayne  W.  Helmick,  MD  (Beaver 
County) 

5.  David  J.  Keck,  MD  (Erie  County) 

6.  William  H.  Kittrell,  MD  (Wash- 
ington County) 

7.  Donald  E.  Parlee,  MD  (Bucks 
County) 

8.  Alan  H.  Schragger,  MD  (Lehigh 
County) 

Also  to  be  elected  will  be  two  (2) 
members  to  serve  on  the  Committee  to 
Nominate  Delegates  and  Alternates  to 
the  American  Medical  Association. 
The  terms  of  John  G.  Hallisey,  MD, 
Beaver  County,  expires;  he  is  eligible 


for  re-election.  In  addition,  the  term  of 
David  P.  Morrison,  Jr.,  MD,  Bucks 
County,  expires;  he  is  eligible  for  re- 
lection. 

In  accordance  with  Article  IX,  Sec- 
tion 5 of  the  Constitution,  the  Board  of 
Trustees  nominates  the  following 
members  for  a vacancy  on  the  Judicial 
Council:  for  the  office  now  held  by 
William  A.  Limberger,  MD,  Chester 
County,  the  Board  nominates  William 
A.  Limberger,  MD;  Wilbur  E.  Flan- 
nery, MD,  Lawrence  County;  and 
William  B.  West,  MD,  Huntingdon 
County. 

Elections  will  be  held  for  District 
Censor  from  each  component  medical 
society  to  serve  for  one  (1)  year  follow- 
ing the  close  of  the  1979  House  of  Del- 
egates session,  as  required  by  Chapter 
IV,  Section  4 of  the  Bylaws  of  the 
Pennsylvania  Medical  Society.  The 
component  county  medical  societies 
submitted  the  following  nominations 
for  District  Censor: 

Adams,  W.  North  Sterrett;  Al- 
legheny, William  D.  Stewart; 
Armstrong,  Donald  D.  Minteer; 
Beaver,  John  G.  Hallisey;  Bedford, 

; Berks,  Brian  A.  Wummer; 

Blair,  John  W.  Stoker;  Bradford,  Ar- 
thur B.  King;  Bucks,  Stanley  Peters; 
Butler,  Robert  C.  McCorry;  Cambria, 

Warren  White;  Carbon,  ; 

Centre,  H.  Thompson  Dale;  Chester, 
John  B.  Coates,  Jr.;  Clarion,  Charles 

Huston;  Clearfield, ; Clinton, 

George  J.  Treires;  Columbia,  Philip  M. 
Irey,  Jr.;  Crawford,  David  D.  Kirkpat- 
rick, Jr.;  Cumberland,  Hans  S.  Roe; 
Dauphin,  Robert  B.  Edmiston;  Dela- 
ware, Furman  T.  Kepler;  Elk- 
Cameron,  Robert  J.  Dickinson;  Erie, 
Robert  L.  Loeb;  Fayette,  Veronica 
Binns;  Franklin,  Albert  W.  Freeman; 
Greene,  Arthur  J.  Patterson;  Hun- 
tingdon,   ; Indiana,  Herbert  A. 

Strunk;  Jefferson,  Nicholas  Lorenzo; 
Lackawanna,  Eugene  G.  Stec;  Lancas- 
ter, William  B.  Ridgway;  Lawrence, 

; Lebanon,  George  C.  Potash; 

Lehigh,  William  F.  Boucher;  Luzerne, 
Robert  Kerr;  Lycoming,  Franklin  G. 
Wade;  McKean,  Bruno  P.  Sicher; 
Mercer,  Francis  L.  Lally;  Mifflin- 

Juniata, ; Monroe,  Richard  P. 

Kennedy;  Montgomery,  Rudolph  K. 
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Glocker;  Montour,  William  0.  Curry; 
Northampton,  Walter  J.  Filipek; 
Northumberland,  Nicholas  Spock; 
Perry,  Frank  A.  Belmont;  Philadel- 
phia, Charles  Thompson;  Potter,  Ed- 
ward F.  Jordan;  Schuylkill,  Arthur  N. 
DiNicola;  Somerset,  Alexander  Sol- 
osko;  Susquehanna,  Paul  Be.  Kerr; 
Tioga,  F.  Ardell  Thomas;  Union,  John 
H.  Persing;  Venango,  Harry 
Kanhofer;  Warren,  Harold  J. 
Reinhard;  Washington,  Dennis 
Kitsko;  Wayne-Pike,  Donald  Hender- 
son; Westmoreland,  Leslie  S.  Pierce; 
Wyoming,  John  S.  Rinehimer;  York, 


Proposed  Amendments  to 
Constitution  and  Bylaws 

Printed  below  is  the  text  of  amend- 
ments to  the  current  Constitution  and 
Bylaws;  these  amendments  are  also 
included  in  the  revised  Bylaws  pro- 
posed by  the  Committee  on  Constitu- 
tion and  Bylaws.  Bylaws  amendments 
are  not  required  to  be  printed  in  the 
Official  Call,  therefore,  the  Commit- 
tee determined  to  mail  its  proposed 
version,  which  is  a merger  of  the  Con- 
stitution and  Bylaws  into  one  docu- 
ment, to  each  delegate  and  county 
medical  society,  and,  in  addition,  a 
copy  will  be  included  in  each  dele- 
gate’s Official  Reports  Book.  The  1978 


House  of  Delegates  approved  Resolu- 
tion 78-1  which  directed  the  Commit- 
tee to  present  a revision  to  the  1979 
House  of  Delegates.  Please  refer  to  the 
Annual  Report  of  the  Committee  on 
Constitution  and  Bylaws  for  a detailed 
explanation. 

For  this  Official  Call,  the  material 
in  italics  is  being  added;  material  in 
brackets  is  being  deleted.  The  Secre- 
tary’s Notes  indicate  the  vote  required 
and  the  origin  of  the  proposal. 

Subject  One 

1.  Alternate  delegates  eligible  for 
Judicial  Council  nominations. 
Bylaws — Article  IX  - The  Judicial 
Council 

Section  6.  Qualifications  of  Members. 
No  member  of  this  Society  shall  be 
eligible  for  election  to  the  Judicial 
Council  unless:  (a)  he  has  served  as  (i) 
a President  of  this  Society;  or  (ii)  a 
member  of  the  Board  of  Trustees  and 
Councilors  for  at  least  one  full  term;  or 
(iii)  [a  member  of  the  House  of  Dele- 
gates personally  registered  and  in  at- 
tendance at  least  at  one  session  of  the 
House  of  Delegates  per  year  for  a 
minimum  of  five  years]  a member  of 
the  House  of  Delegates  or  an  appropri- 
ate seated  alternate  delegate  personally 
registered  and  in  attendance  at  least  at 
one  session  of  the  House  of  Delegates 


per  year  for  a minimum  of  five  years; 
and  (b)  he  shall  not  be  a member  of  a 
Component  Society,  a member  of 
which  (i)  is  then  serving  as  a member 
of  the  Judicial  Council  and  whose  term 
will  continue  during  any  portion  of  the 
period  for  which  the  new  member  is  to 
be  elected,  or  (ii)  has  previously  been 
elected  to  the  Judicial  Council  at  the 
same  election.  Notwithstanding  quali- 
fications as  set  forth  above,  no  person 
shall  be  eligible  to  serve  for  more  than 
three  consecutive  terms,  but  a mem- 
ber elected  to  serve  an  unexpired 
term  shall  not  be  regarded  as  having 
served  a term  unless  he  has  served 
more  than  one  year,  and  for  this  pur- 
pose a year  shall  be  deemed  to  be  the 
period  between  annual  sessions  of  the 
House  of  Delegates. 

(Secretary’s  Note:  Three-fourths  vote 
required;  1978  House  of  Delegates  Ac- 
tion.) 

Subject  Two 

2.  Terms  of  office  - Board  of  Trustees 
and  Councilors 

Bylaws — Article  VIII  - Board  of 
Trustees  and  Councilors 

Section  2.  Composition.  The  Board  of 
Trustees  and  Councilors  shall  consist 
of  the  President,  the  President  Elect, 
the  Vice  President,  and  the  Immediate 
Past  President,  exofficio  with  the  right 


Army  Medicine 
wants  more  doctors 
who  specialize* 

If  you’re  a physician  specializing  in  orthopedics,  anesthesiology,  radiology, 
obstetrics  and  gynecology,  ophthalmology  or  otolaryngology,  we’ve  got  a full 
range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from 
non-medical  distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor 
who’s  more  interested  in  practicing  medicine  than  the  running  of  a practice, 

Army  Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical 
Counselor,  and  he  or  she  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/ Phone  Number 
Captain  James  Whitmire  (609)  562-2663 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


to  vote,  and  the  Speaker  and  the  Vice 
Speaker  of  the  House  of  Delegates, 
exofficio  without  the  right  to  vote,  and 
one  Active,  Senior  Active,  Associate, 
Intern  or  Resident  Member  from  each 
Councilor  District  of  this  Society  as 
determined  by  the  Bylaws.  Each 
Trustee  and  Councilor  shall  be  elected 
for  a term  of  three  years  and  shall 
serve  until  his  successor  shall  have 
been  elected  and  qualified.  [No 
Trustee  and  Councilor  shall  serve 
more  than  two  consecutive  terms,  but 
a member  elected  to  serve  an  unex- 
pired term  shall  not  be  regarded  as 
having  served  a term  unless  he  has 
served  more  than  two  years,  and  for 
this  purpose  a year  shall  be  deemed  to 
be  the  period  between  annual  sessions 
of  the  House  of  Delegates.]  A Trustee 
and  Councilor  may  serve  three  con- 
secutive terms,  however,  a member  elec- 
ted to  serve  an  unexpired  term  shall 
not  be  regarded  as  having  served  a 
term  unless  he  has  served  more  than 
one  year  and  for  this  purpose  a year 
shall  be  deemed  to  be  the  period  be- 
tween annual  sessions  of  the  House  of 
Delegates. 

(Secretary’s  Note:  Three-fourths  vote 
required;  1978  House  of  Delegates  ac- 
tion.) 

Subject  Three 

3.  Establishing  as  a standing  commit- 


tee of  this  Society  the  Secretary’s  Ad- 
visory Committee  on  Professionalism, 
similar  to  the  former  Committee  on 
Discipline. 

Bylaws — Chapter  XIV  - Commit- 
tees, Administrative  Councils  and 
Commissions 

Section  2.  Standing  Committees.  This 
Society  shall  have  the  following  stand- 
ing committees: 

Advisory  Committee  to  the  Pennsyl- 
vania Medical  Society  Auxiliary 
Committee  on  Constitution  and 
Bylaws 

Committee  on  Medical  Benevolence 
Committee  on  Aid  to  Education 
Committee  to  Nominate  Delegates  to 
the  American  Medical  Association 
Secretary’s  Advisory  Committee  on 
Professionalism 

Standing  committees  shall  submit 
annually  a written  report  to  the  House 
of  Delegates  to  be  delivered  to  the  of- 
fice of  the  Executive  Vice  President 
before  July  1,  and  shall  be  composed 
and  have  the  functions  as  follows: 

(f)  The  Secretary’s  Advisory  Com- 
mittee on  Professionalism  shall  consist 
of  seven  members,  one  of  whom  shall  be 
the  Secretary  of  this  Society,  who  shall 
automatically  be  Chairman.  The  six 
remaining  members  shall  be  appointed 
by  the  President  for  terms  of  two  years 


or  less,  so  that  annually  only  three  va- 
cancies need  to  be  filled. 

Members  of  this  Committee,  other 
than  the  Chairman,  may  not  concur- 
rently serve  on  the  J udicial  Council,  a 
grievance  committee,  or  as  a district 
censor. 

The  duties  of  this  Committee  are: 

(i)  to  serve  as  consultants  to  compo- 
nent society  grievance  committees 
and/or  Board  of  Censors  when  re- 
quested; 

( ii)  to  discuss,  investigate  and/or  refer 
to  the  appropriate  body  ofPMS  matters 
brought  to  its  attention  by  individuals, 
government  agencies,  or  peer  review 
bodies; 

(Hi)  to  refer  to  the  State  Board  of 
Medical  Education  and  Licensure 
those  cases  which  it  deems  appropriate 
in  accordance  with  Section  4 of  the 
Principles  of  Medical  Ethics; 

(iv)  to  continually  review  disciplinary 
processes  for  improvement. 

Activities  of  this  Committee  shall  not 
conflict  with  or  supercede  provisions 
for  disciplinary  proceedings  and  ap- 
peals. 

(Secretary’s  Note:  Three- fourths  vote 
required;  Committee  recommenda- 
tions as  a result  of  the  study  by  the 
Secretary’s  Ad  Hoc  Committee  to  Study 
Discipline;  please  refer  to  Secretary’s 
Annual  Report  for  a detailed  explana- 
tion.) 


S, 


lizecl  Se 


wruice 

PROFESSIONAL  LIABILITY  INSURANCE 

id  a 


'pecici\ 

N AL 

Il  'ich  marl ? of  distinction 


Since  1899 


Professional  Protection  Exclusively  since  1899 


EASTERN  PENNSYLVANIA  OFFICE 

L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  E.  P.  Ziembo,  R.  J.  Nolan,  Jr.,  and  W.  J.  Carey,  Representatives 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting  19462  Telephone  (215)  825-6800 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  D.  C.  Hoffman  and  R.  G.  Stewart,  Representatives 
Anderson  Professional  Building,  1701  McFarland  Road,  Pittsburgh  15216  Telephone  (412)  531-4226 


Cerebro-Nicin 


Treat  the  symptoms  in 
the  geriatric  patient 

apathy 
irritability 
forgetfulness 
confusion 


Alert  and 
functioning 
in  the 
sunset 
years 


CAPSULES 

A gentle  cerebral  stimulant 
and  vasodilator  for  the 
geriatric  patient 


* 


Each  CEREBRO-NICIN*  capsule 


contains: 

PentyJenetetrazole  100  mg 

Nicotinic  Acid  100  mg 

Ascorbic  Acid 100  mg 

Thiamine  HCL  25  mg 

l-Glutamic  Acid  50  mg 

Niacinamide 5 mg 

Riboflavin 2 mg 

Pyridoxine  HCL  3 mg 


AVAILABLE:  Bottles  100.  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a Hushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


Write  for  literature  and  samples 

(br§HDtHE  BROWN  PHARMACEUTICAL  CO.,  INC.p^l 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  PDR 


new  members 


ALLEGHENY  COUNTY: 

Prabha  Bansal,  MD,  Radiology,  137  Glomin  Dr.,  Pittsburgh  15241 
H.  Dean  Belk,  MD,  Administrative  Medicine,  1501  Alcoa  Bldg. .Pittsburgh  15219 
David  R Benjamin,  MD,  Dermatology,  2911  Stonecliffe  Drive,  Monroeville  15146 
John  H Brooks.  MD.  Internal  Medicine,  1002  Delafield  Rd  , Pittsburgh  15215 
Robert  G Edwards,  MD.  Anesthesiology.  5338  Waterford  St..  Pittsburgh  15224 
Joseph  R Falcon,  Jr,  MD,  General  Surgery.  528  A Guyasuta  Rd..  Pittsburgh  15215 
Richard  Gnegy,  MD.  Pediatrics,  1326  Moonridge  Dr..  Pittsburgh  15241 
Steven  R Goldberg,  MD.  General  Surgery,  3471  Fifth  Ave  , Pittsburgh  15213 
Mohammad  Hafeez,  MD,  Radiology,  Suburban  Gen  Hosp  , X-ray,  Pittsburgh  15202 
Mardjohan  Hardjasudarma,  MD,  Radiology.  120  Ruskin  Ave  , #507,  Pittsburgh  15213 
Syed  R Hussaini,  MD,  Internal  Medicine,  300  #4  Nineteen  N Dr.,  Pittsburgh  15237 
Leticia  Q Jariwala,  MD,  Pathology,  1075  McKenna  Ave.,  Pittsburgh  15205 
Wendell  E Jones,  MD.  Radiology,  1118  Carlisle  St  . Natrona  Heights  15065 
Michael  F Killion,  MD,  Plastic  Surgery,  1426  Barnsdale  St.,  Pittsburgh  15217 
Michael  I.  Klein,  MD,  Internal  Medicine,  201  Field  Blue  Ridge  Rd.,  Pittsburgh  15238 
Ratnam  V Machiraju,  MD,  Thoracic  Surgery,  1000  Bowerhill  Rd  , #101,  Pittsburgh 
15220 

Ronald  L.  Pacifico,  MD,  Ophthalmology,  550  Grant  St.,  Pittsburgh  15219 
Nancy  R Spina,  MD,  Obstetrics/Gynecology,  1150  Jancey  St..  Pittsburgh  15206 
John  C Stuart,  MD,  Ophthalmology,  780  Centre  City  Tower,  Pittsburgh  15222 
Bruce  B Vanett,  MD,  Orthopedic  Surgery,  722  Carriage  Circle,  Pittsburgh  15205 

BEAVER  COUNTY: 

Michael  A Klema,  MD,  Family  Practice,  Med  Ctr  of  Beaver  Co..  Rochester  15074 

BERKS  COUNTY: 

Richard  T Bell,  MD,  Internal  Medicine,  301  S Seventh  Ave  . West  Reading  19601 

BUCKS  COUNTY: 

Pravin  C Aneja,  MD.  Pediatrics.  800  Cottman  Ave  , #129,  Philadelphia  19111 
Randal  R Betz,  MD,  General  Surgery,  32  Umber  Rd  , Levittown  19056 
Muhammad  I Haq,  MD.  Family  Practice.  3910  Powelton  Ave  . Philadelphia  19104 
Charles  M Norris,  Jr.,  MD,  General  Surgery,  4517  Spruce  St.,  Philadelphia  19139 

CAMBRIA  COUNTY: 

Jonathan  I Abrahams,  MD,  Radiology,  R D #5,  Box  303,  Johnstown  15905 
Joel  E Borkow.  MD,  Plastic  Surgery,  1020  Franklin  St.,  #202,  Johnstown  15905 
Howard  A Carter,  MD,  Anesthesiology,  545  Goucher  St.,  Apt.  #8,  Johnstown  15905 

CARBON  COUNTY: 

Curtis  W Vickers,  MD,  Family  Practice,  D Flood  Med  Ctr . Box  37-1A,  White  Haven 
18661 

CENTRE  COUNTY: 

Anthony  M Nespoli,  MD,  Family  Practice,  101  Locust  Ln.,  Danville  17821 
Paul  A Zilioli,  MD,  Pediatrics,  137  S Pugh  St.,  State  College  16801 

CHESTER  COUNTY: 

John  F.  Freehafer,  MD,  Internal  Medicine.  Creek  Rd  , R D #2,  Phoenixville  19460 
Khadija  H Malik,  MD,  Family  Practice.  1417  Appleberry  Way.  West  Chester  19380 
Martin  R Mersky,  MD,  Internal  Medicine,  Fourth  Ave  & Gay  St.,  Phoenixville  19460 
Harcharan  Singh,  MD,  Ophthalmology,  584  E Chestnut  St..  Coatesville  19320 

CLINTON  COUNTY: 

Harold  E Lutz,  MD,  Family  Practice,  200  Woodward  Ave  . Lock  Haven  17745 

DAUPHIN  COUNTY: 

Marcus  Bassett,  MD,  Family  Medicine,  311  Ross  Ave  . New  Cumberland  17070 
William  R Davidson,  Jr.,  MD.  Internal  Medicine,  R D.  6,  Box  100-B,  Hummelstown 
17036 

Stephen  M Devine,  MD,  Internal  Medicine,  912  Swatara  Dr.,  Harrisburg  17111 
Arthur  J Hodge,  MD,  Internal  Medicine,  Rt.  209,  Williamstown  17098 
Leroy  J Pelicci,  MD,  Neurology.  Box  1357,  Hershey  Med  Ctr.,  Hershey  17033 
Paul  A Piccmi,  MD,  Internal  Medicine.  Hershey  Med.  Ctr , Hershey  17033 
Stephenson  S Swamidoss,  MD.  Pathology,  Holy  Spirit  Hosp  . Camp  Hill  17011 
John  C.  Wallendjack,  MD,  Internal  Medicine,  #5  Talisman  Briarcrest,  Hershey  17033 

DELAWARE  COUNTY: 

Daisy  N Chuang.  MD,  Pediatrics.  607  Creek  Side  Ln  , Wallingford  19086 
David  E Eberly.  MD,  Internal  Medicine,  31  Dartmouth  Circle.  Swarthmore  19081 
John  M Fanning,  DO,  Family  Practice,  25  Chester  Pike,  Ridley  Park  19087 
Jerry  B Salkowe,  MD,  Family  Practice.  Elwyn  Institute,  Media  19063 


ERIE  COUNTY: 

Jeffrey  I Blake,  MD,  Internal  Medicine,  225  W 255th  St.,  RM  303,  Erie  16502 
Michael  P Duncombe,  MD.  Neurology,  2314  Sassafras  St.,  Erie  16502 
Dong  P Lee,  MD,  Family  Practice.  Hamot  Med  Ctr . Erie  16502 
Barry  D Stamm.  MD,  Ophthalmology.  104  E Second  St.,  Erie  16507 

LACKAWANNA  COUNTY: 

Rahmat  Shah,  MD,  Anesthesiology,  Box  10.  Star  Rt  , Hop  Bottom  18824 

LANCASTER  COUNTY: 

Laurence  E Carroll,  MD.  Internal  Medicine,  2135  Sherwal  Ave  , Lancaster  17601 
Joel  W Parliment,  MD,  Internal  Medicine,  808  Pleasantview  Dr.,  Ephrata  17522 
Robert  G.  Shultz.  MD,  Internal  Medicine,  822  Marietta  Ave  , Lancaster  17603 

LEBANON  COUNTY: 

Glenn  M Hirsch,  MD,  Family  Practice,  1820  Plaza  Apts.,  Lebanon  17042 
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LEHIGH  COUNTY: 

John  D Farrell,  MD,  Family  Practice,  RD  #2,  Tresler  Manor,  Orefield  18069 
Stuart  A.  Jones,  MD,  Radiology,  900  Mickley  Rd  , Apt  V2-3,  Whitehall  18052 
Barnett  J Junker,  MD,  Anesthesiology,  RD  #4,  Box  325,  Easton  18042 
Andrew  B Walker,  MD,  General  Surgery,  2750  Gordon,  Allentown  18104 

LUZERNE  COUNTY: 

Charles  H Lee,  MD,  Radiology,  196  Hanover  St.,  Wilkes-Barre  18703 
Saul  Mendelssohn,  MD,  Internal  Medicine,  56  W Linden  St.,  Wilkes-Barre  18702 
Robert  B.  Silverman,  MD.  Pathology.  11  Village  Green  Circle.  Mountaintop  18702 
George  A.  Truckenmiller,  MD,  Internal  Medicine,  329  River  St.,  Forty  Fort  18704 
Oscar  C Villacrusis.  MD,  Psychiatry.  23  Pine  Tree  Rd  , Mountaintop  18707 

LYCOMING  COUNTY: 

Michael  S.  Bumagin,  MD.  Plastic  Surgery,  18  W 3rd  St.,  Williamsport  17701 

WASHINGTON  COUNTY: 

Gertrude  E.  Elterich,  MD.  Pediatrics,  115  Red  Stone  Rd.,  Washington  15301 
David  W Fuchs,  MD,  Family  Practice,  225  Wilson  Ave  , Washington  15301 

WESTMORELAND  COUNTY: 

Antonio  E Acosta-Melendez,  MD,  Internal  Medicine,  1122  Penna  Ave  , Irwin  15642 

YORK  COUNTY: 

George  E Eder,  Jr.,  MD.  Family  Practice,  1001  S.  George  St.,  York  17403 
Thomas  F Sweeney,  DO,  Internal  Medicine,  2205  E Market  St.,  York  17402 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  ....10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains 

Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 

DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100.  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO  NICIN®  100 
mg.  or  250  mg  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 


l BRolVJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 


MDs  in  the  news 


Hilary  Koprowski,  MD,  director  of 
the  Wistar  Institute  of  Philadelphia, 
received  an  honorary  doctor  of  science 
degree  from  Widener  College,  Ches- 
ter. Dr.  Koprowski  is  responsible  for 
the  development  of  a live  oral  polio 
vaccine.  His  current  research  involves 
the  causative  agent  of  multiple 
sclerosis. 


DR.  KOPROWSKI  DR.  HYMAN 


Herbert  L.  Hyman,  MD,  of  Allen- 
town, recently  was  appointed  to  the 
National  Arthritis,  Metabolism,  and 
Digestive  Diseases  Advisory  Council 
at  the  National  Institute  of  Health.  He 
also  serves  on  the  subcouncil  on  diges- 
tive diseases.  Dr.  Hyman,  who  was  ap- 
pointed Governor  of  Pennsylvania  for 
the  American  College  of  Gastroen- 
terology, is  chief  of  gastroenterology 
at  three  Allentown  hospitals. 


Honored  by  the  American  Association 
of  Neuropathologists  at  its  annual 
meeting  in  June  was  Matthew  T. 
Moore,  MD,  emeritus  professor  of 
neuropathology  at  the  University  of 
Pennsylvania  School  of  Medicine.  He 
was  presented  with  a plaque  which 
cited  his  dedication  and  contribution 
to  neuropathology. 


Michael  A.  Manko,  MD,  Philadel- 
phia, has  been  elected  chairman  of  the 
department  of  medicine  at  Lankenau 
Hospital.  Dr.  Manko  has  been  director 
of  medical  education  at  Lankenau  for 
seven  years  and  heads  the  division  of 
infectious  diseases,  immunology,  and 
connective  tissue  disorders. 


Romeo  D’Onofrio,  MD,  Kennett 
Square,  who  retired  from  general 
practice  in  November  1978,  recently 
was  honored  at  a dinner  given  by  300 
friends.  Dr.  D’Onofrio  was  graduated 
from  Hahnemann  Medical  College  in 
1933  and  opened  his  practice  in  1934. 

The  John  Wanamaker  Award  was 
presented  recently  to  Harold  G. 
Scheie,  MD,  of  Philadelphia,  by  the 
Pennsylvania  Council  of  the  Blind.  Dr. 
Scheie  is  the  founding  director  of 
the  Scheie  Eye  Institute  of  the 
Presbyterian-University  of  Pennsyl- 
vania Medical  Center,  Philadelphia. 
He  is  being  cited  for  his  contribution  to 
the  prevention  of  blindness  and  for 
making  the  public  more  aware  of  pre- 
cautions which  must  be  taken  to  pre- 
serve sight. 

Richard  Gibbons,  Philadelphia,  has 
been  named  medical  director  at  Lu- 
kens  Steel  Company.  He  formerly  was 
associated  with  Hahnemann  Hospital 
and  Philadelphia’s  health  depart- 
ment. 

John  C.  Werner,  MD,  has  been  ap- 
pointed assistant  professor  of  pedi- 
atrics at  the  Milton  S.  Hershey  Medi- 
cal Center.  He  has  been  a fellow  in 
pediatric  cardiology  at  Yale-New 
Haven  Medical  Center  in  New  Haven, 
Connecticut,  since  1976. 

Ross  H.  Musgrave,  MD,  Pittsburgh, 
was  presented  with  the  1979  Philip  S. 
Hench  Distinguished  Alumni  Award 
by  the  Medical  Alumni  Association. 
The  award  honors  the  memory  of  Dr. 
Hench,  an  alumnus  of  the  University 
of  Pittsburgh  Medical  School,  who  won 
a Nobel  Prize  in  medicine.  The  award 
is  presented  to  the  individual  who  has 
made  outstanding  contributions  to  the 
medical  school  and  the  profession.  Dr. 
Musgrave,  a plastic  surgeon,  has 
served  as  coordinator  for  clinical  ser- 
vices at  the  Cleft  Palate  Center  and 
currently  is  clinical  professor  of  plastic 
surgery  at  Pitt’s  school  of  medicine. 


Michael  D.  Patterson,  a junior  medi- 
cal student  at  the  University  of 
Pittsburgh,  was  the  recipient  of  the 
second  annual  Dr.  Chester  E.  Harris 
Medical  Student  Award.  Dr.  Harris 
was  a physician  in  New  Kensington. 

Kamthorn  Phaosawasdi,  MD, 

Philadelphia,  is  the  winner  of  the  1979 
Simon  Komarov  prize  for  outstanding 
research  in  gastroenterology.  He  is  a 
third-year  research  fellow  at  Temple 
University  Hospital. 

New  officers  were  elected  by  the  Penn- 
sylvania Association  of  Clinical 
Pathologists  at  its  annual  meeting  in 
Hershey.  President  is  Howard  J. 
Berman,  MD,  Pittsburgh;  vice  presi- 
dent is  Thomas  V.  DiSilvio,  MD, 
Scranton;  and  secretary-treasurer  is 
Jeanne  A.  Cooper,  MD,  Pittsburgh. 

Basil  M.  RuDusky,  MD,  Wilkes- 
Barre,  a specialist  in  internal  medi- 
cine and  cardiovascular  disease,  has 
been  selected  as  Eastern  Pennsylva- 
nia governor  of  the  American  College 
of  Angiology.  He  will  address  the 
international  meeting  of  the  college  in 
St.  Louis  this  fall. 


Honored  for  50  years  of  service  to  medi- 
cine was  Theodore  Koenig,  MD,  of  Knox, 
right.  He  was  presented  with  a plaque 
from  Charles  Kutz,  MD,  Brookville,  at  the 
May  meeting  of  the  Clarion  County  Medi- 
cal Society. 
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New  York  University  Post  Graduate  Medical  School 

offers 


Consultations  in  Internal  Medicine 


Wednesdays,  4 to  7 p.m. 


October  10  to  December  19,  1979 


317.  This  clinical  problem  solving  course  is  for  experienced  physicians  practicing  general  internal  medi- 
cine. The  objective  is  to  analyze,  systematically,  a series  of  difficult  patient  management  problems 
commonly  encountered  in  office  and  hospital  practice.  Special  attention  is  given  to  diagnostic  and 
therapeutic  dilemmas  presenting  in  the  ambulatory  setting.  Ten  weekly  workshop  sessions  cover  topics  in 
cardiology,  hypertension,  endocrinology  and  metabolism,  hematology,  pulmonary  diseases,  rheumatol- 
ogy, infectious  diseases  and  gastroenterology.  Patient  problems  are  based  on  actual  case  presentations 
with  case  protocols  given  to  registrants  for  home  study  in  advance  of  the  session.  Instructors  analyze  the 
cases  giving  their  views  on  differential  diagnosis  and  approaches  to  treatment  with  registrants  participating 
in  the  discussion.  Sessions  are  informal  and  physicians  are  invited  to  submit  problem  cases  from  their 
practices  for  discussion.  A distinguished  faculty  of  clinicians  drawn  from  the  department  of  medicine 
participate  in  the  course.  Enrollment  is  limited  to  50  physicians. 

30  Category  1 credit  hours;  30  AAFP  prescribed  credit  hours  (pending). 


Clinical  Tutorial 

152.  Dermatology  For  The  Practicing  Physician 

Wednesdays,  1:30  to  3:30  p m.  October  3 to  31,  1979 

Specifically  designed  for  non-dermatologist  physicians, 
especially  those  involved  in  primary  care  practice.  Major 
emphasis  is  on  unraveling  diagnostic  possibilities  in  a 
presenting  dermatological  complaint  and  providing  practi- 
cal guidelines  for  relieving  the  patient’s  symptoms  and 
promoting  resolution  while  the  evaluation  is  proceeding. 
Special  attention  is  given  to  the  most  commonly  encoun- 
tered dermatological  problems  in  general  office  practice. 
Teaching  includes  lectures,  case  presentations,  group  dis- 
cussion and  a forum  for  presenting  specific  diagnostic  and 
management  problems  from  the  registrant’s  practice. 

10  Category  1 credit  hours;  10  AAFP  prescribed  credit  hours 
(pending) 


Also 


Clinical  Tutorial 

300.  Diagnosis  and  Management  of  Peripheral 
Vascular  and  Thromboembolic  Diseases 

Wednesdays,  1:30  to  3:30  p.m.  November  14  to 

December  19,  1979 

This  clinical  tutorial,  for  a limited  number  of  registrants,  is 
designed  for  primary  care  physicians  who  wish  to  update 
their  skills  in  the  diagnosis  (including  instrumentation)  and 
medical  management  of  peripheral  vascular  disease.  Top- 
ics to  be  reviewed  will  include:  the  diagnosis  and  man- 
agement of  venous  thrombosis  and  pulmonary  embolism, 
systemic  embolism,  acute  and  chronic  peripheral  arterial 
insufficiency,  Buerger’s  Disease,  transient  ischemic  at- 
tacks, vasculitis  and  the  proper  use  of  anti-thrombotic 
(heparin,  warfarin,  aspirin,  dipyridamole,  sulfinpyrazone) 
and  thrombolitic  (steptokinase,  urokinase)  agents.  Both  a 
course  syllabus  and  adequate  time  for  questions  from 
registrants  will  be  provided. 

10  Category  1 credit  hours ; 10  AAFP  prescribed  credit  hours 
(pending) 


Physicians  may  register  for  any  one  or  all  three  of  these  post-graduate  courses. 

All  three  courses  on  Wednesday  Afternoons 

FEES:  Course  #317  ($385),  #152  ($130),  #300  ($130).  25%  discount-residents,  fellows,  N.Y.U.  Alumni 

For  further  information  or  course  brochure,  call  or  write:  N.Y.U.  Post  Graduate  Medical  School,  550  First  Avenue,  New  York,  NY  10016. 
212-679-8745  (24-hour  telephone  service.) 


For  years,  you've  developed  your  professional 
skills  and  your  practice.  Your  staff  consists  of 
top  professionals.  We  understand. 


We’ve  worked  with  the  Medical  Profession  in 
many  capacities.  With  this  experience,  we’ve 
developed  a complete  financial  and  patient  care 
computerized  accounting  system. 


We  both  know  there  are  many  similarities  in 
practices.  On  the  other  hand,  no  two  practices 
are  alike. 


A full  range  of 
treatment... 

As  an  Air  Force  physician,  you  may  practice 
your  specialty  in  modern,  well-equipped  facili- 
ties with  a complete  support  staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you’ll  gain,  you’ll  have  administra- 
tive support  to  alleviate  most  of  the  clerical 
workload.  The  type  of  medicine  you  will  prac- 
tice is  based  on  the  needs  of  your  patients,  re- 
gardless of  their  financial  status. 

For  yourself  and  your  family.  Air  Force  medi- 
cine will  provide  reasonable  working  hours,  ex- 
cellent pay,  30  days  of  paid  vacation  each 
year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  - a 
reasonable  alternative  for  today's  physicians. 

For  complete  information  contact: 

Mid  to  Eastern  PA  Metro  Philadelphia  Western  PA 

Capt  Richard  T.  Capt  Marty  Capt  Ron  Hendren 

Chamberlain  Csercsevits  USAF  Medical 

USAF  Medical  USAF  Medical  Recruiting 

Recruiting  Recruiting  3520  5th  Ave., 

376  Hamburg  Turnpike  2201  Rt  38,  Suite  730  Suite  200 
Wayne,  NJ  07470  Cherry  Hill,  NJ  08002  Pittsburgh,  PA  15213 

Air  Force.  A great  way  of  life. 


Therefore,  our  programs  have  been  designed  to 
permit  tailoring  to  your  specific  needs. 


Sound  unbelievable?  Why  not  call  us  and  see  for 
yourself?  Then  check  our  references. 


Comprehensive  financial  data?  Yes!  Why  not  for 
quality  of  care  too? 


Electronic  Data  Associates,  Inc. 

65  NORTH  5TH  STREET 
LEMOVNE  PA.  17043 
717-761-6752 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  T ract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 


editorials 


Polio! 

Words  used  to  describe  the  prevalence  of  a disease,  such 
as  "epidemic”  or  "outbreak,”  are  charged  with  emo- 
tionalism, depending  on  the  nature  of  the  disease. 
When  "epidemic”  is  used  to  describe  a large  number  of  cases 
of  gastroenteritis,  little  notice  is  taken,  but  a swine  flu 
"epidemic”  causes  thousands  of  Americans  to  seek  im- 
munization. Such  is  the  case  with  the  poliomyelitis  out- 
break among  the  Amish  population  in  Pennsylvania. 

The  first  case  of  poliomyelitis  reported  in  Pennsylvania 
was  that  of  a 22-year-old  Amish  female  from  Franklin 
County.  Although  polio  infection  tends  to  be  seasonal,  oc- 
curring during  the  warm  summer  months,  this  case  was 
confirmed  on  January  17,  1979. 

In  April,  two  other  cases  were  reported  among  the  Amish 
population  of  Mifflin  County  by  the  Pennsylvania  Depart- 
ment of  Health.  A 24-year-old  pregnant  woman  and  a 13- 
year-old  boy  were  the  victims.  Pregnancy  seems  to  increase 
the  risk  of  developing  paralytic  polio.  Boys  are  more  com- 
monly afflicted  than  girls. 

On  May  14,  the  state  health  department  confirmed  the 


Continuing  Medical  Education  Programs 
The  Milton  S.  Hershey  Medical  Center 
The  Pennsylvania  State  University 

1.  Radiation  and  Health:  A Primer  for  Decision  Makers/ 
September  13,  14,  1979/Hershey  Motor  Lodge 

2.  Time  Management  for  Secretaries  in  Health/Care 
Settings/September  19,  1979 

3.  Minoxidil  Symposium/September  19,  1979 

4.  Personal  Financial  Planning  for  Physicians/October  3, 
1979 

5.  Altered  States  in  the  Family/October  10,  1979 

6.  Child  Transportation  Safety:  The  Role  of  The  Health 
Professional/October  10,  1979 

7.  Prevention  and  Early  Detection  and  Intervention  of  Devel- 
opmental Disabilities/October  11,  1979 

8.  Kidney  Disease:  A Review  for  Practicing  Physicians/ 
October  1 1 , 1979 

9.  Update  Cardiology/October  18,  19,  1979/Hershey  Motor 
Lodge 

10.  The  Younger  Patient  in  a Changing  Society:  Aspects  of 
Family  Planning/October  27,  1979 

11.  Gerontology,  Geriatrics  and  the  Primary  Care  Physician/ 
October  29,  30,  31,  1979/Hotel  Hershey 


For  further  details  contact:  Sandy  Miceli/Continuing  Medical 
Education/The  Milton  S.  Hershey  Medical  Center/Hershey,  PA  17033 
(717)  534-8898 


first  case  of  poliomyelitis  in  a non-Amish  person.  The  36- 
year-old  woman  had  no  contact  with  the  Amish,  but  her 
husband  was  in  regular  contact  with  the  community. 

A fifth  case,  that  of  a 34-year-old  Mennonite  man  from 
Lancaster  County,  was  reported  as  aseptic  meningitis 
about  April  26.  Reports  indicate  that,  to  date,  three  other 
Amish  in  the  state  have  contracted  the  paralytic  variety  of 
poliomyelitis. 

By  late  June,  at  least  13  confirmed  cases  of  poliomyelitis 
have  been  reported,  eight  of  which  are  in  Pennsylvania  and 
nearly  all  among  the  unvaccinated  Amish  community.  In- 
vestigation of  these  cases  has  failed  to  reveal  any  contact 
with  a recently  vaccinated  individual  and  it  is  assumed 
that  the  cases  are  not  vaccine-related.  Type  1 poliovirus  has 
been  isolated  in  all  cases;  since  this  is  the  most  common 
wild  virus,  it  appears  that  the  virus  is  a wild  strain. 

Physicians  are  aware  that  polio  was  a widespread  disease 
of  epidemic  proportion,  crippling  and  killing  many  children 
and  young  adults  in  the  1940s  and  50s.  These  epidemics  of 
the  past  spurred  a concerted  effort  to  find  a vaccine  to 


Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the  super- 
vision of  ten  physiatrists.  Three  year  program  and 
integrated  internship  residency  with  opportunity 
for  research  and  pursuit  of  special  interests  both 
in  medical  school  and  private  hospital  settings. 
One  year’s  credit  for  four  years  of  general  prac- 
tice experience  or  training  in  another  specialty. 
Stipends  from  $14,352  to  $16,432  depending  on 
qualifications.  We  will  pay  for  visits  in  selected 
cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 
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TWENTY-FOURTH 
ANNUAL  PMGA 
TOURNAMENT 
SEPTEMBER  24,  1979 


NEWTOWN  SQUARE,  PA 

(Site  of  PGA  Championship  1962  - 
US  Amateur  1977) 

$78  Entry  Fee  - Non  PMGA  members  add  $5  one-time 
PMGA  membership  fee. 


control  the  disease.  The  result  was  the  development  and 
licensing  of  inactivated  polio  vaccine,  (Salk  vaccine)  in 
1955,  and  oral  trivalent  poliovirus  vaccine,  (Sabin  vaccine) 
in  1963.  Immunization  campaigns  have  caused  dramatic 
reductions  in  the  disease — from  10  cases  per  100,000  in 
1955  to  less  than  0.01  cases  per  100,000  in  1977  (MMWR 
Annual  Summary  1977). 

With  the  decline  in  incidence  of  poliomyelitis,  the  vacci- 
nation effort  also  has  declined.  In  1976  it  was  estimated 
that  38  percent  of  children  from  1 to  4 had  not  been 
immunized.  As  the  susceptible  population  grows  larger,  it 
is  inevitable  that  sporadic  outbreaks  or  epidemics  will 
occur.  Although  only  eight  clinically  recognized  cases  have 
been  reported  to  date  in  Pennsylvania,  there  are  many 
individuals  in  whom  the  polio-virus  has  been  isolated. 
Without  intense  vaccination  efforts,  the  transmission  of 
polio  cannot  be  stopped. 

This  outbreak  of  poliomyelitis  points  out  the  necessity  for 
pre-school  children  to  be  immunized.  The  Advisory  Health 
Board  of  the  state  health  department  recently  adopted  a 
new  regulation  which  bars  unimmunized  children  from 
starting  school. 

Thomas  Huxley  wrote,  "If  he  (my  next-door  neighbor)  is 
to  be  allowed  to  let  his  children  go  unvaccinated,  he  might 
as  well  be  allowed  to  leave  strychnine  lozenges  about  in  the 
way  of  mine.”  Immunization  is  the  keystone  of  preventive 
medicine. 

David  A.  Smith,  MD 
Medical  Editor 


Includes  buffet  luncheon,  greens  fee,  cart/caddy*,  hors 
d'oeuvres,  dinner,  gratuities,  door  prizes;  also  PMGA 
Low  Gross  Handicap,  Seniors’  Trophies  and  Flight 
Prizes. 

11:30  a.m.  - 12:30  p.m.,  Buffet 
12:45  p.m.  - Shotgun  Start 
6:00  p.m.  - Cocktails  (cash  bar) 
hors  d’oeuvres 
6:45  p.m.  - Dinner 

* Please  be  sure  to  indicate  on  entry  form  your  preference  for 
cart  or  caddy. 

Entry  deadline:  September  14,  1979 

Limited  to  120  golfers 

No  refund  after  September  14,  1979 


ENTRY  FORM 

Name  □ cart  □ caddy 

Address  


PLEASE  VERIFY  YOUR  HANDICAP  ON  DAY  OF 
TOURNAMENT 


Other  members  of  foursome: 

□ cart  □ caddy 

□ cart  □ caddy 

□ cart  □ caddy 


Make  check  ($78)  payable  to:  PMGA,  20  Erford  Rd., 
Lemoyne,  PA  17043 


Seventh  Official 
Postgraduate  Course 
in  Acupuncture 

and  Pain  Control 

October  5,  6,  7 

Approved  for  Category  1 CME  Credits  - 
25  hours 

The  American  College  of  Acupuncture,  Inc.,  New  York 
Society  of  Acupuncture  for  Physicians  and  Dentists,  Inc., 
and  American  Academy  of  Acupuncture,  Inc.  will  give  the 
seventh  postgraduate  course  and  workshop  in  acupuncture 
and  pain  control  for  advanced  and  beginner  students  at 
the  Barbizon  Plaza  Hotel,  New  York  City.  Also  approved 
by  the  New  York  State  Boards  for  Medicine  and  Dentistry 
for  25  credit  hours  toward  New  York  State  acupuncture 
registration. 

Among  the  principal  speakers  will  be  Candace  and  Agu 
Pert,  PhD’s,  of  the  National  Institute  of  Mental  Health, 
discussing  their  recent  work  with  endorphins  and  pain. 

For  information  and  application  contact: 

S.J.  Yuc,  MD,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists,  Inc. 

115  East  61st  Street 
New  York,  New  York  10021 
(212)  870-6671  Mon.  to  Fri.  9 a.m.  to  1 p.m. 
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BODy  CT/  NEURO  CT 

A TWO-PART  SYMPOSIUM  ON  COMPUTED  TOMOGRAPHY 

OCTOBER  10-12,  1979 

PRESENTED  BY  THE  DEPARTMENT 
OF  DIAGNOSTIC  RADIOLOGY 
AND  THE  PROGRAM  OF 
CONTINUING  EDUCATION 


UNIVERSITY  OF  MARYLAND 
SCHOOL  OF  MEDICINE 


BOOyCT 


PROGRAM 


NEURO  CT 


October  10,  morning 

Welcome — John  M.  Dennis,  M.D.,  and  Joseph  Whitley, 
M.D. 

Moderator  Nancy  Whitley,  M.D. 

CT  of  the  Larynx  — Stephen  Cisternino,  M.D. 

CT  of  the  Pulmonary  Nodule  — Stanley  Siegelman,  M.D. 
CT  of  the  Mediastinum  and  Pleura  — Charles  Putman, 
M.D. 

CT  Scanning  of  the  Pancreas  — Ralph  Alfidi,  M.D. 

CT  Scanning  of  Kidneys  and  Adrenals  — Stanley 
Siegelman,  M.D. 

Comparative  Aspects  of  Ultrasound  and  CT  of  the 
Retroperitoneum  — Conrade  C.  Jaffe,  M.D. 

October  10,  afternoon 
Moderator:  Morgan  Dunne,  M.D. 

CT  of  the  Pelvis  — Nancy  Whitley,  M.D. 

CT  in  Musculoskeletal  Neoplasms  — Peter  Mueller,  M.D. 
Sequential  CT  Scanning  after  IV  Contrast  — Ralph  Alfidi, 
M.D. 


October  11,  afternoon 
Moderator  Krishna  C.V.G.  Rao,  M.D. 

Functional  CT  Anatomy  — Mokhtar  H.  Gado,  M.D. 
Sensitivity  and  Specificity  of  CT  Scanning  in  Intracranial 
Neoplasm  — Sadek  K.  Hilal,  M.D.,  Ph.D. 

CT  in  Sellar  and  Parasellar  Lesions  — Fred  J.  Flodges, 

III,  M.D. 

Normal  and  Abnormal  CT  Anatomy  of  Intrasellar 
Structures  — Sadek  K.  Hilal,  M.D.,  Ph.D. 

October  12,  morning 
Moderator  Richard  F.  Mayer,  M.D. 

CT  in  Stroke  — Irvin  Kricheff,  M.D. 

Intracranial  Anomalies  — Derek  C.  Harwood-Nash,  M.D. 

CT  in  Certain  Pediatric  Conditions  — Krishna  C.V.G. 

Rao,  M.D. 

Moderator:  Harvey  H.  Levine,  M.D. 

CT  in  Head  Trauma  — Pulla  R.S.  Kishore,  M.D. 

CT  in  Degenerative  Brain  Disease  — Giovanni  DiChiro,  M.D. 
CT  in  Infection  — S.H.  Lee,  M.D. 


Clinical  Application  of  Multiplanar  Reconstruction  in  CT 
of  the  Abdomen  — Conrade  C.  Jaffe,  M.D. 
Interventional  CT  — Peter  Mueller,  M.D. 


October  11,  morning 
Moderator:  Stephen  Cisternino,  M.D. 

Global  Abdominal  Anatomy  by  Ultrasound  and  Computed 
Tomography  — Morgan  Dunne,  M.D. 

Computed  Tomography  of  Trauma  — Edward  Druy.M.D. 
New  Developments  in  CT  Technology  — John  Perry 
The  Use  of  CT  in  Radiation  Therapy  Planning  — Ralph 
Scott,  M.D. 


October  12,  afternoon 
Moderator:  Thomas  B.  Ducker,  M.D. 

Computed  Tomography/Metrizamide  in  Evaluation  of 
Pediatric  Spine  — Derek  C.  Harwood-Nash,  M.D. 
CT/Metrizamide  in  the  Adult  Spine  — Mokhtar  Gado, M.D. 
Use  of  Metrizamide  and  Alternative  Methods  of  Evaluating 
Posterior  Fossa  Lesions  — Irvin  Kricheff,  M.D. 

Recent  Trends  in  Neuro-imaging  Modalities  — Giovanni 
DiChiro,  M.D. 


Moderator:  Giovanni  DiChiro,  M.D. 
Panel  Discussion 


October  11,  midday:  Workshop  sessions  at  the  University  of  Maryland  Hospital  and  Johns  Hopkins  Hospital  will 
1 demonstrate  CT  diagnostic  activities  in  clinical  settings. 


i Location:  INTERNATIONAL  HOTEL,  Baltimore-Washington  International  Airport. 

; Pre-registration:  Early  pre-registration  by  mail  is  encouraged  since  conference  facilities  necessitate  limited 
enrollment.  Registration,  with  a $15  late  fee,  will  be  possible  on  a space  available  basis  at  the  international 

• Hotel,  7:30  am,  October  10  and  10:00  am,  October  11. *  * V 


Fee: 


Full  3-day  course: 
iBody  CT  session  only: 
iNeuro  CT  session  only: 


Residents,  interns 

Physicians  and  Other  Professionals 

$200  $135 

$125  $ 80 

$125  $ 80 

The  total  registration  fee,  payable  in  advance,  includes  the  cost  of  | 
instructional  materials,  coffee  breaks,  lunches,  and  reception. 

Credits:  20  credit  hours  in  Category  I of  the  Physician’s  Recognition 
Award,  American  Medical  Association,  for  the  entire  course.  X 

Supported  by  an  educational  grant  from  Pfizer  Medical  " 

Systems,  Inc.  k ^k  I 
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practice  management 


The  computer 
in  private 
medical  practice 


Leif  C.  Beck,  LL.B,  CPBC 
Vasilios  J.  Kalogredis,  JD 
Geoffrey  T.  Anders,  CPA,  JD 


Many  medical  practices  today  are 
"big  business.”  The  growth  of 
these  practices,  measured  by  number 
of  patients,  physicians,  or  dollars,  has 
been  accompanied  by  a recordkeeping 
explosion. 

With  gross  billings  reaching  a half 
million  dollars  in  some  two-and- 
three-doctor  groups,  patient  billing, 
insurance  form  preparation,  and  other 
detail  work  can  be  expected  to  outstrip 
the  capacity  of  manual  recordkeeping 
systems.  Now,  more  frequently  than 
ever,  physicians  are  studying  the  use 
of  computer-based  systems  to  handle 
the  day-to-day  paperwork. 

The  decision  to  adapt  automated 
data  processing  to  a particular  prac- 
tice environment  requires  careful, 
common  sense  judgment.  Such  ques- 
tions as  whether  a patient’s  bill  should 
reflect  each  unpaid  service  or  only  the 
"balance  forward”  must  be  answered 
before  a purchase  is  made.  The  physi-  l 
cian  simply  cannot  rely  on  computer 
salesmen  to  effectively  answer  all 
these  "systems”  questions.  Computer 
salesmen,  who  are  not  close  to  medical 
practices,  will  focus  on  computerized  ' 
solutions  rather  than  on  problems. 
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Evaluating  your  needs 

The  first  and  most  important  ques- 
tion to  be  faced  is  "Where  is  the  prac- 
tice going?”  How  quickly  will  it 
grow — in  dollars,  patients,  staff,  and 
doctors?  How  large  is  the  patient  base? 
How  quickly  has  it  grown?  How  many 
insurance  forms  are  prepared 
monthly?  How  many  patients  are  seen 
each  day?  Is  patient  turnover  fre- 
quent, as  in  orthopedics  and  anes- 
thesiology, or  do  patients  stay  with  the 
practice  for  years? 

Answers  to  these  questions  must  be 
documented.  The  physician  or  office 
manager  must  be  able  to  look  ahead 
for  one,  two,  and  five  years,  since  a 
computer  is  feasible  financially  only 
over  a number  of  years.  The  system 
must  be  able  to  accommodate  practice 
growth  for  a reasonable  period  with- 
out significant  additional  capital  in- 
vestment. Also,  some  idea  of  future 
staffing  requirements  is  necessary 
when  evaluating  computer  need.  Do 
not  plan  to  reduce  your  office  staff  once 
the  computer  is  in  operation;  savings 
in  personnel  costs  will  come  in  future 
years,  if  at  all. 

By  correlating  the  practice’s  growth 
in  past  years  with  its  growth  in  office 
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staff,  a projection  of  future  staffing  re- 
quirements can  be  developed.  There  is 
no  clear-cut  formula  for  estimating 
savings  in  personnel  costs,  but  com- 
mon sense  estimates  can  be  made.  If  it 
is  projected  that  the  volume  of  insur- 
ance form  preparation  will  double,  and 
a practice’s  insurance  clerk  is  over- 
burdened already,  a computer  may 
well  save  the  addition  of  an  employee. 
The  same  type  of  analysis  can  be 
applied  to  other  tasks  in  the  office.  For 
example,  heavy  loads  of  fairly  stan- 
dard typing  and  detailed  financial  and 
management  reporting  can  be  fertile 
areas  for  computer  cost  savings. 

Personnel  is  not  the  only  area  where 
automation  may  save  money.  A com- 
puter’s typing  capacity  may  save  the 
purchase  of  an  additional  typewriter. 
Accounting  fees  may  be  reduced  by 
preparing  the  practice’s  own  internal 
financial  reports.  Each  element  of  the 
practice’s  business  and  communica- 
tions activities  should  be  examined  for 
possible  savings.  Attaching  a dollar 
estimate  to  these  activities  will  pro- 
duce a reasonable  basis  for  appraising 
the  cost  of  computerization.  If  the  total 
savings  in  a three-to-five-doctor  group 
is  more  than  $40,000  during  a five- 


year  period,  then  the  computer  alter- 
native should  be  explored  seriously. 

Even  if  the  estimated  financial 
savings  are  less,  a computer  may  be 
justified  by  non-dollar  benefits.  Better 
financial  control,  improved  billing  and 
collection  techniques,  timely  report- 
ing, and  less  erratic  systems  are  com- 
mon benefits  which  cannot  be  meas- 
ured in  dollars  and  cents. 

Document  your  systems 

A detailed  review  of  current  proce- 
dures is  next  in  order.  It  is  essential 
that  someone  determine  exactly  what 
information  is  needed  for  each  office 
routine.  Where  does  the  information 
come  from?  How  is  it  obtained?  How  is 
each  item  handled  and  by  whom?  All 
these  questions  must  be  answered. 

In  effect,  an  understanding  of  what 
is  happening  in  the  office  is  necessary 
to  understand  how  a computer  would 
fit  there.  That  understanding  must  be 


The  authors  are  the  principal 
consultants  of  Management  Con- 
sulting for  Professionals,  Inc.,  Bala 
Cynwyd. 
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The  need  to  computerize 
stems  from  a thorough  ap- 
praisal over  a period  of 
time  that  the  current 
method  of  handling  a 
practice  no  longer  works. 

9 


— J.  Joseph  Danyo,  MD,  York 
His  practice  is  computer-oriented. 


Computers  can  simplify 
many  aspects  of  handling  a 
practice  . . . There  are 
fewer  lost  charts  because 
ledger  cards  are  no  longer 
necessary. 
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— J.  Joseph  Danyo,  MD,  York 
His  practice  is  computer-oriented 


conveyed  very  specifically  to  any  pros- 
pective vendor,  so  he  can  determine 
what  systems’  changes  and  computer 
programming  would  be  required. 

Many  times  a thorough  review  of 
office  routines  will  eliminate  a per- 
ceived need  for  a computer.  Relatively 
simple  changes  in  office  operations 
might  reap  most  of  the  benefits  of  au- 
tomation without  the  substantial  in- 
vestment. 

If  the  preliminary  investigation  re- 
veals that  the  current  data  processing 
methods  are  not  well  organized,  im- 
mediate conversion  to  a computer  al- 
most certainly  will  lead  to  a disaster. 
The  computer  by  itself  cannot  improve 
sloppy  office  practices;  conversion  to  a 
computer  system  will  lead  to  disap- 
pointment. 

Duties  of  the  computer 

Decisions  must  be  made  now  regard- 
ing the  computer’s  function.  A practice 
should  not  attempt  to  switch  every- 
thing from  manual  to  computer  in  one 
move.  First,  list  the  possible  computer 
applications  and  rank  them. 

Patient  billing  and  preparation  of 
insurance  forms  usually  are  the  most 
important  applications.  Information 
on  referrals,  patient  recall  notices, 
statistics  on  new  patients  and  proce- 
dures performed,  automated  medical 
records,  general  practice  accounting, 
word  processing,  and  appointment 
scheduling  are  some  other  computer 
applications  a practice  can  use. 

Each  application  should  be  assigned 
a spot  on  a timetable.  The  schedule 
should  not  be  spaced  too  closely,  leav- 
ing perhaps  six  to  12  months  before 
each  major  new  area  for  conversion. 
One  must  be  certain  that  the  last  ap- 
plication was  correctly  handled  and 
that  everyone  involved  has  adjusted  to 
the  new  routine  before  introducing  the 
next  application. 

Request  for  proposal 

The  doctor  is  almost  ready  to  contact 
several  computer  salesmen.  First, 
however,  someone  must  organize  all 
information  about  the  practice  that 
has  been  collected,  and  prepare  to 
evaluate  proposals  made  by  the  vari- 
ous vendors.  A ''request  for  proposal” 
(RFP)  must  be  prepared,  which  will 
inform  the  salesmen  about  practice 
needs.  The  RFP  provides  a structure 
for  salesmen  to  respond  about  their 


systems.  Receiving  these  responses  in 
such  a way  will  allow  easy  comparison 
of  competing  systems. 

Initial  RFP  sections.  The  first  sec- 
tion of  the  RFP  should  be  an  introduc- 
tory letter  to  the  vendors.  In  soliciting 
a system’s  specifications  and  costs,  the 
date  by  which  a response  is  expected 
should  be  indicated  in  the  letter.  The 
letter  also  should  state  that  responses 
must  follow  the  specifically  outlined 
format,  which  is  important  to  enable 
intelligent  comparison.  Also,  the  let- 
ter should  state  to  whom  inquiries  are 
to  be  addressed,  and  at  what  time  and 
place  a meeting  of  all  vendors  will  be 
held. 

It  is  extremely  important  to  state 
that  the  RFP  will  be  included  in  the 
final  contract.  If  problems  arise  once  a 
purchase  has  been  made,  the  contract 
then  will  include  those  specific  de- 
scriptions of  what  the  computer  was 
purchased  for,  and  what  the  salesman 
said  it  would  do.  This  protection  is 
essential  and  must  be  made  a non- 
negotiable  prerequisite  to  dealing 
with  any  vendor. 

Section  2 of  the  RFP  should  include 
a brief  description  of  the  practice  as 
well  as  growth  projections  during  the 
next  five  years.  The  expected  timeta- 
ble for  implementing  the  different 
computer  applications  should  be 
presented  also. 

A detailed  description  of  office 
routines  should  come  next.  While 
schematic  system  flow  charts  can  be 
used,  a narrative  description  of  each 
operation  usually  is  sufficient.  One 
should  attach  samples  of  each  form 
used  in  the  office  including  the  fee  slip 
or  superbill,  insurance  forms,  stan- 
dard letters  (e.g.  letters  to  referring 
doctors),  patient  billheads  and  ledger 
cards,  financial  reports,  and  so  forth. 

A brief  section  on  the  office’s  per- 
sonnel, including  job  description,  and 
number  of  people,  as  well  as  an  esti- 
mate of  the  time  they  spend  perform- 
ing each  relevant  procedure,  would  be 
helpful.  Finally,  detailed  information 
on  the  volume  of  transactions  handled 
by  the  practice  is  required.  The  num- 
ber of  "active”  patients,  patients  seen 
per  day,  insurance  forms  completed 
per  month,  patient  bills  prepared 
per  month,  and  fee  slips  handled  per 
month  are  common  indicators. 

Hardware  and  software  inquiries,  i 
The  remaining  sections  of  the  proposal 
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request  should  indicate  what  answers 
are  sought  about  the  different  compa- 
nies’ computer  systems.  The  two  major 
components  of  a computer  system  are 
the  hardware,  which  is  the  actual  ma- 
chinery, and  the  software,  the  elec- 
tronic instructions  or  "programs” 
which  the  computer  uses  to  process 
data.  While  hardware  and  software 
manufacturers  do  not  usually  tread  on 
each  other’s  turf,  a single  vendor 
should  be  responsible  for  the  entire 
system.  Each  component  of  the  overall 
computer  system  has  its  own  quirks 
which  must  be  investigated  and  ironed 
out  by  a person  directly  responsible  to 
the  practice. 

Beginning  with  the  hardware,  the 
first  question  to  ask  the  salesman  is 
what  machine  components  are  rec- 
ommended for  the  practice.  Each  com- 
ponent (central  processing  unit,  disc 
storage,  printers,  cathode,  ray  tubes, 
for  example)  should  be  identified  by 
the  vendor,  with  the  purchase  price, 
monthly  maintenance  charge,  and 
costs  of  "field  changes” — the  act  of 
rearranging  the  spacing  of  any  infor- 
mation item  once  it  is  in  the  system. 

Next,  a description  of  the  system’s 
different  capacities  is  necessary.  How 
much  memory  does  the  central  proc- 
essing unit  have?  Are  there  electrical 
or  environmental  requirements  for 
maintaining  the  system?  How  much 
time  is  consumed  in  copying  informa- 
tion for  duplicate  record  purposes?  If 
several  people  are  using  the  computer 
at  the  same  time,  can  each  person 
work  on  a different  job?  How  far  can 
the  input  and  output  devices  be  lo- 
cated from  the  central  processing  unit 
without  special  lines? 

The  RFP  also  should  ask  about  the 
proposed  system’s  expandability.  The 
selected  computer  must  be  able  to  ac- 
commodate at  least  the  growth  pro- 
jected for  the  next  five  years.  This  in- 
quiry should  include  what  costs  might 
be  incurred  in  "upgrading”  the  system 
and  whether  the  proposed  hardware  is 
compatible  with  larger  models. 

Software  is  really  the  heart  of  a 
computer  system.  Some  hardware 
vendors  also  sell  pre-packaged  com- 
puter programs  to  handle  most  of  the 
routine  computer  applications  in 
physicians’  offices.  The  ability  to 
adapt  manual  systems  to  fit  these 
canned  programs  undoubtedly  will 
help  maintain  reasonable  costs. 
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However  some  modification  of  the 
programs  will  be  necessary,  and  the 
more  "tailoring”  desired,  the  greater 
will  be  the  cost.  Agreeing  to  pay  for 
modifications  on  an  hourly  basis 
rather  than  by  flat  fee  can  very  well  be 
a trap  for  the  unwary. 

The  RFP  should  include  forms,  to  be 
completed  by  the  vendors,  specifying 
what  software  will  be  required  for  the 
proposed  system.  The  forms  may  be 
presented  as  tables  with  spaces  for  the 
software  type,  initial  costs  (whether 
leased,  purchased  or  other),  estimated 
costs  of  modification,  and  names  of 
other  purchasers  who  have  installed 
the  same  software.  Checking  the  ref- 
erences of  others  who  have  purchased 
the  same  hardware  and  software  will 
be  very  important.  Be  sure  to  ask  for 
addresses  and  phone  numbers  of  pre- 
vious users  of  the  software,  since  it  is 
important  to  check  their  references. 

Ask,  also,  that  program  documenta- 
tion be  provided  by  the  vendor.  With- 
out this  documentation,  a vendor 
going  bankrupt  or  dropping  out  of  the 
computer  business  could  leave  a prac- 
tice stranded  with  a system  unable  to 
be  modified  as  necessary. 

Other  RFP  items.  In  addition  to 
exploring  hardware  and  software,  a 
variety  of  other  questions  should  be 
asked  in  the  request  for  proposal.  To 
what  extent  will  the  seller  provide 
personnel  with  training  to  run  the 
computer?  Is  there  additional  training 
available — for  example,  training  in 
programming? 

One  should  also  determine  if  the 
same  system  is  installed  close  to  the 
doctor’s  office,  to  provide  backup 
facilities  in  case  the  practice’s  com- 
puter is  down  for  any  extended  period 
of  time.  The  vendor  usually  will  pro- 
vide the  names  and  addresses,  but  it  is 
up  to  the  buyer-doctor  to  strike  a bar- 
gain with  the  other  owner. 

Finally,  the  RFP  should  ask  for  a 
copy  of  the  vendor’s  standard  sales  (or 
lease)  contract.  Since  the  contract  is 
written  from  the  seller’s  point  of  view, 
it  is  imperative  to  have  a qualified  at- 
torney review  it  and  suggest  changes. 
This  review  can  be  deferred  until  the 
number  of  vendors  has  been  narrowed. 

Selection  criteria 

Once  the  companies  have  returned 
the  requested  information,  a practice 
can  determine  what  system  it  should 


Computerization  is  expen- 
sive. The  cost  must  be  bal- 
anced against  the  need  for 
quick  and  accurate  finan- 
cial retrieval,  improved 
employee  relations,  and  a 
more  efficient  practice. 

y 


— J.  Joseph  Danyo,  MD,  York 
His  practice  is  computer-oriented. 


The  economics  of  the  small 
computer  has  made  it  a 
feasible  and  almost  a re- 
quired piece  of  equipment 
for  good  office  function. 
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— Charles  Heisterkamp,  III,  MD, 
Lancaster 

His  practice  is  computer-oriented 


mirstmark  Capital 

Firstmark  Capital  Corporation  announces  a new  personal 
lending  service  designed  to  meet  the  special  needs  of 
health  care  professionals 

Consider  the  advantages  . . . 

• Only  your  signature  is  required  to  borrow  from  $5,000  to  $25,000, 
terms  to  60  months 

• Quick  confidential  service,  entire  transaction  handled  by  mail 

• Credit  life  insurance  available  at  low  cost  ...  No  physical 
examination  required 

• Loan  is  interest  bearing  . . . You  may  pay  off  or  reduce  the  loan  at 
any  time  without  pre-payment  penalty 

Here's  how  to  apply  . . . 

For  complete  information  and  a simple  loan  application  call  Mr. 
Charles  toll  free  at  1-800-421-0355 

FIRSTMARK  CAPITAL 
7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 

Serving  the  Health  Care  Industry  for  over  50  years 


1st  Annual  Nutrition  Symposium 

Nutrition  and  Systemic  Disease: 
Recognition  and  Therapeutics 

September  21  and  22,  1979, 
at  Geisinger  Medical  Center, 

Danville  PA  17821 

Nationally  prominent  experts  will  discuss: 

Nutritional  Problems  in  coronary  artery  disease,  hypertension, 
diabetes  mellitus,  renal  failure,  trauma,  burns, 
oncology,  liver  and  gastrointestinal  disease. 

Nutritional  Assessment:  importance  and  application 

Oral  Formula  Diets  and  Enteral  Feeding 

Total  Parenteral  Nutrition  and  Protein-Sparing  Therapy 

Tuition  fee  $60 

For  further  information  contact  Sharon  Hanley, 

120  Pleasant  St.,  Danville,  PA  17821,  717-275-6925. 


* 

The  (computer)  system 
should  allow  maximum 
collections  and  the  best 
return  on  the  physician  s 
efforts  to  provide  quality 
care  for  his  patients. 


— Charles  Heisterkamp,  111,  MD, 
Lancaster 

His  practice  is  computer-oriented 


purchase.  Of  prime  importance  in  this 
decision  is  the  vendor’s  familiarity 
with  medical  practice.  Look  for  a com- 
pany that  has  installed  systems  in  a 
number  of  practices. 

Another  major  concern  is  the  degree 
of  assistance  the  vendor  will  supply 
after  the  sale.  Will  program  updates 
be  provided  free  of  charge?  Are  there 
satisfactory  service  facilities? 

Selection  also  should  be  dependent 
on  the  vendor’s  financial  position,  and 
whether  he  will  be  able  to  meet  the 
desired  installation  schedule. 

Conclusion 

The  total  process  of  analyzing, 
choosing,  and  installing  a computer  in 
any  medical  practice  is  a time- 
consuming  and  expensive  procedure, 
if  done  well.  The  purchase  of  an  elec- 
tronic data  processing  system  prob- 
ably will  be  a practice’s  largest  in- 
vestment. A mistake  in  the  prelimi- 
nary selection  will  do  more  to  create  a 
disaster  than  any  10  mistakes  made 
once  the  computer  is  installed.  A large 
commitment  of  the  physician’s  time 
throughout  the  selection  process  is 
crucial  to  the  ultimate  success  of  the 
venture.  Independent  expertise  will  be 
essential,  also,  to  assure  that  many 
questions  and  concerns  are  faced  be- 
fore the  decisions  are  made.  □ 
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Neck  mass  of  uncertain  etiology 


Albert  A.  Clairmont,  MD 
George  S.  Richardson,  MD 


Too  frequently,  the  general  physi- 
cian or  resident  in  training  will 
refer  a patient  to  a head  and  neck  sur- 
geon for  treatment  of  cancer  in  a neck 
node  from  an  "unknown  primary.”  A 
cursory  neck  mass  biopsy  without  suf- 
ficient prior  investigation  may  seri- 
ously jeopardize  adequate  treatment. 
To  avoid  delay  in  treatment,  or  in- 
complete treatment,  a systematic 
diagnostic  approach  to  the  patient 
with  a neck  mass  of  uncertain  etiology 
is  indicated,  as  outlined  in  this  article. 

There  may  be  a very  obvious  cause 
for  a mass  in  the  neck,  such  as  lym- 
phadenopathy  associated  with  acute 
bacterial  tonsilitis,  which  requires  no 
further  diagnostic  studies,  and  for 
which  appropriate  antibiotic  treat- 
ment may  be  started.  However,  some 
neck  masses  of  uncertain  etiology  may 
be  due  to  cancer,  and  a systematic 
diagnostic  search  is  mandatory. 

Common  diseases  seen 
Ninety  percent  of  all  isolated  neck 
masses  in  the  adult  population  are 
metastatic  carcinoma,  and  of  this,  90 
percent,  again,  are  metastatic  from 
primaries  above  the  clavicle.2  Func- 
tional pathological  changes  of  the 
thyroid  gland  are  the  most  frequent 
single  source  of  a visible  mass  in  the 
neck;  if  this  is  discounted,  then  80  per- 
cent of  all  neck  masses  are  malignant. 
In  patients  age  50  or  more,  up  to  90 
percent  of  the  masses  are  malignant  in 
origin.2 


Dr.  Clairmont  is  clinical  assistant  pro- 
lessor  of  surgery  at  Emory  University 
School  of  Medicine  in  Atlanta,  GA.  He 
was  a resident  in  the  department  of 
plastic  surgery  at  Western  Pennsylva- 
nia Hospital  in  Pittsburgh  at  the  time  of 
this  writing.  Dr.  Richardson  is  a 
member  of  the  department  of  surgery 
at  that  hospital. 


Cervical  and  supraclavicular  nodes 
must  be  discussed  separately,  as  su- 
praclavicular nodes  usually  have  a 
primary  site  below  the  clavicle.  In  a 


series  of  400  patients  with  supra- 
clavicular nodes  of  uncertain  primary, 
25  percent  were  found  to  be  from 
breast  carcinoma.3 


TABLE  I. 

Differential  diagnosis  of  the  neck  mass 


I.  Primary  swellings 

A.  Anatomic  variations 

1.  Asymmetry  of  muscle  and  bone 

2.  Arterial 

a.  Tortuous  vessels 

b.  Aneurysms 

c.  Arteriosclerotic  placques 

B.  Congenital 

1 . Cysts 

a.  Epidermal  cyst 

b.  Thyroglossal  duct  cyst 

c.  Branchial  cleft  cyst 

d.  Dermoid  cyst 

2.  Congenital  muscular 
torticollis 

3.  Congenital  arteriovenous 
fistula 

4.  Hypopharyngeal  diverticulum 

5.  Laryngocele 

C.  Inflammatory 

1.  Non-specific  cervical 
lymphadenitis 

2.  Primary  cervical  abscess 

3.  Parotitis 

4.  Thyroiditis 

D.  Neoplastic,  benign  tumors  and 
their  malignant  counterparts 

1.  Lymphatic 

a.  Cystic  hygroma  colli 

b.  Lymphangioma 

c.  Solitary  lymphoma 

2.  Vascular 

Hemangioma 

3.  Glandular 

a.  Thyroid  tumors 

b.  Salivary  gland  tumors 

c.  Parathyroid  tumors 

d.  Sebaceous  gland  tumor 

4.  Epithelial 

a.  Epitheliomas  - skin 

b.  Branchiogenic  carcinoma 


5.  Neural 

a.  Neurofibroma 

b.  Chemodectoma 

6.  Connective  Tissue 

a.  Lipoma 

b.  Fibroma 

7.  Teratoma 

II.  Secondary  Swellings 

A.  Regional 

1.  Inflammatory 

a.  Ent  (Ludwig’s  angina, 
Bezold’s  abscess,  etc.) 

b.  Dental 

c.  Dermatitis 

d.  Cat  scratch  fever 

2.  Neoplastic 

a.  Metastatic  from  above 
clavicle  (ent,  scalp, 
esophagus,  etc.) 

b.  Metastatic  from  below 
clavicle  (lung,  breast, 
melanoma,  etc.) 

3.  Traumatic 

a.  Hematoma 

b.  Traumatic  Arteriovenous 
fistula 

c.  Keloid 

B.  Non-regional 

1.  Inflammatory 

a.  Tuberculosis 

b.  Syphilis 

c.  Mononucleosis 

d.  Mycoses 

e.  Sarcoidosis 

2.  Neoplastic 

a.  Leukemia 

b.  Hodgkin’s  disease 

c.  Lymphosarcoma 

d.  Melanosis 


modified  from  Farrior13 
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Consider  age  of  patient 

Approximately  40  percent  of  the 
primary  lesions  of  the  head  and  nerk 
in  adults  involve  the  laryngopharynx, 
another  40  percent  the  oropharynx, 
and  10  percent  the  thyroid  gland.  The 
remaining  10  percent  constitutes  all 
other  primary  sites,  including  any 
listed  in  Table  I.4 

In  children,  however,  carcinoma  ac- 
counts for  only  approximately  33  per- 
cent5 to  60  percent6  of  the  malignant 
disease.  The  most  striking  contrast  is 
the  preponderance  of  sarcomas  in 
children.  Including  lymphatic  neo- 
plasms, 55  percent  of  all  pediatric  head 
and  neck  malignancies  in  one  series 
were  Hodgkin’s  disease  or  lymphosar- 
coma6 (Table  II).  In  another  series  of 
267  infants  and  children  with  persis- 
tent cervical  masses,  85  percent  were 
benign  and  of  primary  rather  than 
secondary  origin;  165  of  the  267  pa- 
tients had  a neck  mass  of  congenital 
origin,  or  caused  by  persistent,  chroni- 
cally inflamed  lymph  nodes.7 


Consider  location  of  mass 

Figure  1 depicts  the  areas  of  the 
neck  where  certain  disease  processes 
in  children  are  most  likely  to  manifest. 
Masses  occurring  in  the  posterior  tri- 
angle, unilateral  node  enlargement,  or 
the  presence  of  a node  larger  than  ad- 
jacent lymphoid  structures  are  causes 
for  concern  and  investigation.7  In 
evaluating  the  adult  neck  mass,  the 
location  suggests  a different  approach 
to  diagnosis  of  the  primary  etiology. 
This  is  depicted  in  Figure  2 and  Table 
III.4 


Search  for  primary  lesion 

A careful  history,  a review  of  sys- 
tems, and  a complete  physical  exami- 
nation are  extremely  important.  To 
pinpoint  the  elusive  primary  site  of 
the  cancer,  multiple  examinations  on 
different  occasions  by  different  exam- 
iners are  warranted. 

Laboratory  studies  may  be  particu- 
larly helpful.  A complete  blood  count 
(CBC),  with  differential,  should  be 
performed  (polymorphonuclear  neu- 
trophils are  increased  in  infections; 
abnormal  lymphocytes  are  seen  in 
mononucleosis  and  leukemia;  mono- 
nuclear cells  are  seen  in  tuber- 
culosis; eosinophils  are  often  in- 
creased in  allergy).  A urinalysis  and 
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TABLE  II 

Malignant  neck  masses  in  children 

Up  to  6 years  old  7-13  years  old  14  - 21  years  old 


Neuroblastoma 

22 

Hodgkin  s disease 

21 

Hodgkin  s disease 

12 

Lymphosarcoma 

16 

Lymphosarcoma 

19 

Lymphosarcoma 

8 

Rhabdomyosarcoma 

13 

Thyroid 

6 

Sq.  cell  carcinoma 

3 

Hodgkin's  disease 

11 

Rhabdomyosarcoma 

5 

Rhabdomyosarcoma 

2 

Fibrosarcoma 

5 

Neuroblastoma 

5 

Neuroblastoma 

2 

Squamous  cell  carcinoma 

1 

Squamous  cell  carcinoma 

1 

Thyroid 

2 

Thyroid 

1 

Fibrosarcoma 

1 

This  table  represents  104  children  with  a head  or  neck  primary  or  a lymphoma  which  presented  with  a neck  mass,  and  53 
children  who  had  neck  masses  due  to  the  same  cell  type,  but  in  whom  the  presenting  symptoms  were  clearly  from  a primary 
below  the  clavicle.  From  Jaffe.6 


serologic  test  for  syphilis  (STS)  should 
also  be  performed.  A bone  marrow  ex- 
amination is  indicated  if  warranted  by 
the  history,  physical  examination,  and 
peripheral  blood  studies.  This  can  be 
conveniently  performed  on  children 
while  they  are  under  anesthesia  for 
panendoscopy. 

Roentgenologic  studies  include  a 
chest  roentgenogram,  sinus  series, 
cineradiographic  barium  swallow,  and 
perhaps  lateral  soft  tissue  studies  of 
the  neck.  Thyroid  scan  with  RAI  Up- 
take studies  should  be  done,  especially 
if  there  are  abnormal  T-3,  T-4  levels. 
Additional  studies  are  warranted  if 
the  history  and  physical  examination 
make  any  particular  area  highly  sus- 
picious. Sialograms  may  suggest  a 
diagnosis,  but  are  rarely  definitive; 
tomograms  of  the  larynx  aid  in 
evaluating  the  subglottic  extension  of 
a tumor;  barium  contrast  studies  of 
the  laryngopharynx  aid  in  evaluating 
the  pyriform  sinuses  and  fixation  of 
vocal  cords.  Other  studies  should  in- 
clude intravenous  pyelogram  and  cys- 
togram,  barium  enema,  mammog- 
raphy, upper  gastrointestinal  series, 
for  example,  especially  if  one  is  seek- 
ing the  primary  lesion  metastatic  to  a 
supraclavicular  lymph  node. 


Endoscopy  and  biopsy 

Panendoscopy  (laryngoscopy,  pha- 
ryngoscopy,  esophagoscopy,  bron- 
choscopy) offers  an  excellent  opportu- 
nity for  a careful,  systematic  examina- 
tion. If  no  obvious  lesion  is  seen  or 
palpated,  one  should  perform  random 
but  controlled  (not  "blind”)  biopsies  of 
the  posterior,  lateral,  and  superior 
wall  of  the  nasopharynx,  the  base  of 
the  tongue11,  pyriform  sinuses3,  and 
the  base  of  the  tonsil. 

Needle  aspiration  biopsy  of  the  neck 
mass,  requiring  an  experienced 
cytopathologist,  has  not  been  very 
successful  in  the  past  but  lately  has 
gained  in  popularity.  A recent  study  of 
84  cases  reported  no  false  positive 
diagnoses,  and  four  percent  false 
negative  diagnoses.12  A negative  aspi- 
ration biopsy  obviously  does  not  rule 
out  a malignancy. 

Excisional  biopsy  treatment 

The  excisional  biopsy  should  be  fol- 
lowed by  definitive  surgery  and  possi- 
ble radical  neck  dissection.  1>2>3>4  Delay 
in  definitive  treatment  may  lead  to 
further  cancer  spread,  skin  metas- 
tasis, unfavorable  surgical  scarring, 
and  perhaps  a non-returning  patient 
who  erroneously  feels  he  has  been  ad- 


equately treated  by  excisional  biopsy 
alone.8 

Conclusion 

Even  after  an  exhaustive  search,  in- 
cluding random  nasopharyngeal  and 
oropharyngeal  biopsies,  different  au- 
thors report  a five  to  10  percent  un- 
diagnosed primary  lesion  for  malig- 
nant cervical  lymphadenopathy;  half 
of  these  will  not  be  found  even  after 
autopsy.4  The  primary  lesion  may 
have  been  too  small  to  detect,  or  may 
have  regressed,  either  spontaneously 
or  as  a result  of  radiation  therapy.11 
Nevertheless,  close  follow-up  exami- 
nations of  all  patients  with  "occult” 
primary  lesions  needs  to  be  stressed, 
because  of  the  possible  manifestation 
of  the  primary  lesion  years  after  the 
initial  evaluation.  □ 
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TABLE  III 


Location  of  neck  mass  and 

Location  of  mass 

Superior  and  mid-jugular  groups 
Middle  and  internal  jugular  groups 
Posterior  neck  mass 

Supraclavicular  area 
Anterior  neck  mass 


most  likely  primary  site  of  cancer 

Likely  primary  site 

Tonsil,  oropharynx,  supraglottic  larynx 
Larynx 

Scalp  inflammation,  nasopharynx, 
Sinuses,  lymphoma 
Gastrointestinal,  lung,  breast 
Thyroid 
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The  ‘Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-t}>pe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  now  here  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
w hich  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 1 
reference  product.  As ; )i 
know',  there  is  substan  q 
literature  on  this  subjc  t 
affecting  many  drugs,  i- 
eluding  such  antibioti » 
as  tetracycline  and  ery  j 
thromvein.  The  recorcji 
drug  recalls  and  court 
actions  affirms  strong 
that  there  are  differeni  s 
among  pharmaceutic: 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records  < 
than  those  that  do  nor 
search  and  may  practi 3 
minimum  quality  assi? 
ance. 


MYTH:  Industry  favors  1 
only  “ expensive ” brand  h 
names  and  denigrates  a>' 
generics. 

I 

FACT:  PMA  companie 
make  90  to  95  percent 
the  drug  supply,  indue 
ing,  therefore,  most  of  l 
generics.  Drug  nomen 
clature  is  not  the  impc 
tant  point;  it’s  the  com  i 
tence  of  the  manufac- 
turer and  the  integrity  f 
the  product  that  count 


Matters. 


nH:  Generic  options  al- 
t always  exist. 

T:  About  55  percent 
rescription  drug  ex- 
diture  is  for  single- 
rce  drugs.  This 
ins,  of  course,  that  for 
r 45  percent  of  such 
?nditure,  is  a generic 
icribing  option  avail- 


H:  Generic 

criptions  are  filled  with 
oens  ive  generics,  th  us 
ig  consumers  large 
■s  of  money. 

T:  Market  data  show' 
i you  invariably 
cribe — and  pharma- 
dispense — both 
id  and  generically 
lied  products  from 
i vn  and  trusted 
ices,  in  the  best  inter- 
f patients.  In  most 
5s  the  patient  receives 
oven  brand  product, 
mgs  from  voluntary 
i andated  generic 
ecribing  are  grossly 
igerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  mone\>. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  anv 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


EMk 

Pharmaceutical  Manufacturers  Association 
1155  fifteenth  Street,  N.W. 

Washington,  D.C.  20005 
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PHYSICIANS  WANTED 

Psychiatrist — board-certified  or  board  eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  George  E.  Gittens,  MD,  Acting  Super- 
intendent, Clarks  Summit  State  Hospital,  Clarks  Summit,  PA 
18411,  (717)  586-2011. 

Emergency  physician  — immediate  opening  for  qualified  physi- 
cian, board-certified/eligible  in  emergency  medicine,  surgery, 
family  practice,  internal  medicine,  or  comparable  experience  in 
emergency  medicine.  Modern  community  hospital  emergency 
department:  full  departmental  status,  full  specialty  backup,  active 
pre-hospital  care  telemetry,  paramedics  and  EDNA  nurses.  Ex- 
cellent community,  good  schools,  recreational,  and  cultural 
facilities.  Competitive  compensation  and  benefits  package  ex- 
ceeding 70K  for  average  42  hour/week-10  months  a year. 
Additional  income  available  for  extra  hours.  Send  C.V.  in  confi- 
dence to  Carlos  H.  Castellon,  MD,  Director  Emergency  Services, 
Lee  Hospital,  320  Main  St.,  Johnstown,  PA  15901 , (814)  535-7541 , 
extension  170. 

Physiatrist  — board-certified  or  eligible.  Needed  immediately  to 
join  medical  staff  of  fastest-growing,  largest  comprehensive  re- 
habilitation facility  in  the  East.  Located  in  great  Pocono- 
Northeast  Pennsylvania,  offering  all-season  living  in  God’s 
Country.  Tremendous  opportunity,  salary  plus  excellent  fringes. 
Call  collect  (717)  348-1373,  George  Walters,  President,  Allied 
Services,  Scranton,  PA  18508. 

State  College,  PA — full-time  ER  physician  to  complete  5-man 
group.  Community  hospital  with  190  beds,  excellent  staff  back- 
up. 27,000  visits.  Prefer  ACEP  with  some  experience.  Great  lo- 
cale, minimal  industry.  Site  of  Pennsylvania  State  University,  so 
have  rural  setting  with  cultural  advantages  of  large  university. 
Contact  Dr.  Tom  Mebane,  942  Robin  Road,  State  College,  PA 
16801,  (814)  238-6852. 

Psychiatrists  and  Physicians — Board-certified  or  board  eligible. 
Pennsylvania  licensure  required.  Immediate  openings.  Excellent 
opportunity  to  work  in  developing  new  programs  in  a state  hos- 
pital. Salary  competitive.  Limited  housing  available.  Excellent 
fringe  benefits.  Forty  miles  east  of  Pittsburgh,  PA.  Call  (412) 
459-8000  or  write  to  Ray  Bullard,  MD,  Superintendent,  Torrance 
State  Hospital,  Torrance,  PA  15779.  An  Equal  Opportunity 
Employer,  M/F. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Radiologist,  part  time.  Private  practice  in  New  Jersey  (Cherry  Hill) 
and  Philadelphia.  Candidate  can  work  at  either  location  or  both. 
Needed  4 half-days  per  week.  More  time  available  if  candidate 
desires.  Full-time  position  available  October  1 if  candidate  de- 
sires. Send  CV  with  initial  letter  of  inquiry  to:  Richard  Krieger,  MD, 
102  Red  Rambler  Drive,  Lafayette  Hill,  PA  19444,  or  call  after  7 
p.m.  (215)  825-6629. 


Pennsylvania:  Emergency  Physician — 200-bed  general  hospital 
in  university  community,  located  in  Western  Pennsylvania.  New 
construction  project  includes  emergency  department,  just  com- 
pleted. Salary  highly  competitive.  PA  license  required.  Contact: 
William  B.  Yeagley,  MD,  Director  of  Emergency  Services,  Indiana 
Hospital,  Indiana,  PA  15701. 

Staff  psychiatrists — full  or  part-time  positions  immediately  avail- 
able. Our  hospital  is  looking  for  psychiatrists  with  fresh  ideas  and 
strong  convictions  on  public  sector  mental  health  care.  We  are 
located  in  pleasant,  residential  Northeast  Philadelphia  and  can 
offer  the  area's  unparalled  opportunities  for  professional  growth 
and  development.  Good  salary  and  benefits.  Requirements  are 
Pennsylvania  state  license  and  board  certification  or  eligibility. 
Contact,  in  strict  confidence:  Franklyn  R.  Clarke,  MD,  Superin- 
tendent, Philadelphia  State  Hospital,  14000  Roosevelt  Blvd., 
Philadelphia,  PA  19114,  (215)  671-4101. 

Wanted — third  pediatrician  for  primary  pediatric  care  in  17- 
member  multispecialty  group,  rural  college  community  in  north- 
west Pennsylvania.  New  offices.  Modern  200-bed  hospital,  level  I 
pediatrics.  Salary,  partnership  one  to  two  years.  Contact  Robert 
W.  Monroe,  MD,  90  Shenango  Street,  Greenville,  PA  16125. 

Physician’s  assistants — become  a warrant  officer  of  the  Pennsyl- 
vania Army  National  Guard  in  a unit  near  your  home.  Serve  one 
weekend  a month  and  a fifteen  day  annual  training  period  each 
year.  You  will  be  eligible  for  continuing  professional  education, 
monthly  pay,  and  a substantial  non-contributory  retirement  plan. 
Enjoy  the  personal  satisfaction  of  doing  an  important  job  for  your 
stateand  nation.  For  further  information  contact  Major  Eugene  P. 
Klynoot,  Department  of  Military  Affairs,  Pennsylvania  Army  Na- 
tional Guard,  Annville,  PA  17003,  (717)  783-3430. 

Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 

NEEMA  Emergency  Medical — a professional  association— 
Emergency  medicine  positions  available  with  emergency  physi-  , 
cian  groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Physicians — consider  a real  change  of  pace!  Accept  a commis- 
sion as  an  officer  of  the  Pennsylvania  Army  National  Guard.  Serve 
one  weekend  each  month  and  two  weeks  each  summer.  Benefits 
include  continuing  professional  education,  non-contributory  re- 
tirement plan,  military  pay,  and  a great  deal  of  enjoyment  anc 
satisfaction.  Let  the  "Guard”  becomeyour  hobby.  Contact:  Majoi 
Eugene  P.  Klynoot,  Department  of  Military  Affairs,  Annville,  P^ 
17003,  (717)  783-3430. 
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Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121 M University  Place,  Pittsburgh,  PA  15213,  (412)  621- 
9975. 

House  Staff  Physician  — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $40,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

Industrial  physician  — for  a major  metals  manufacturing  division 
of  a Fortune  200  corporation  located  in  a beautiful  central  Penn- 
sylvania community.  Close  proximity  to  a major  university,  mod- 
ern (expanding)  hospital,  year-round  cultural  and  recreational 
activities.  Duties  include  care,  treatment,  and  follow-up  of  indus- 
trial injury/illness  cases;  pre-employment  and  subsequent  physi- 
cal examinations;  industrial  hygienic  inputs  and  recommen- 
dations on  respiratory,  audiometric  and  other  exposures;  work- 
men’s compensation  costs  and  follow-up  controls;  and  supervi- 
sion of  all  medical  department  and  related  safety/health  ac- 
tivities. Salary  commensurate  with  experience;  excellent  fringe 
benefit  package.  Send  resume  to:  Department  825,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 


Emergency  physicians  for  six-man  department.  Background  in 
emergency  medicine,  family  practice,  medicine  or  surgery.  Mod- 
ern department;  600-bed  hospital;  congenial  group.  Clean  envi- 
ronment; good  schools;  five  colleges;  low  crime  rate.  Forty-two 
hour  week;  one  month  off;  salary  competitive.  Send  CV  to  Di- 
rector of  Medical  Affairs,  Saint  Vincent  Health  Center,  Erie,  PA 
16544. 

Emergency  room  physician  — needed  for  new  emergency  facility 
of  a 360-bed  acute  general  hospital,  affiliated  with  new  medical 
school  at  Marshall  University,  40,000  visits  annually.  $60,000 
guarantee  against  fee-for-service,  plus  fringe  benefits,  including 
malpractice  insurance.  Emergency  resident  graduate  students 
preferred.  Send  CV  to:  E.B.  Santos,  MD,  Director,  Emergency 
Department,  Cabell  Huntington  Hospital,  1340  Hal  Greer  Blvd., 
Huntington,  West  Virginia  25701. 


Emergency  physicians  — enjoy  prosperous  small  town  life  with 
Washington  and  Baltimore  only  V/2  hours  away.  Full  and  part- 
time  positions.  75%  of  gross  with  guarantee.  Lovely  rolling  farm 
country.  Young  medical  staff.  Write  Mark  Feldman,  MD,  Waynes- 
boro Hospital,  Waynesboro,  PA  17268,  or  call  (717)  762-3131. 

Ob/Gyn  — excellent  opportunity.  Immediate  opening,  well- 
established  multi-specialty  group  in  central  Pennsylvania.  Full 
benefits  and  guaranteed  base  salary.  Enjoy  the  benefits  of  a rural 
setting,  one-half  hour  from  university  town.  Send  CV  to  Recruit- 
ing Physician,  P.O.  Box  687,  Philipsburg,  PA  16866.  Telephone 
(814)  342-5402. 

POSITIONS  WANTED 

Board-certified  internist  — 31  years  old,  university  trained,  exten- 
sive clinical  experience,  holding  medical  school  appointment, 
seeks  practice  opportunity.  Write  Department  823,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Physician  assistant  — board-certified.  Gettysburg  resident 
seeks  full-  or  part-time  position  with  progressive  physician  or 
group  practice  in  Hanover-York  area.  Family  practice,  ob/gyn  or 
pediatrics  preferred.  Available  September.  Write  Department  821 , 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043,  or  call 
(717)  334-1969. 

Experienced  board-certified  anesthesiologist  — seeks  position, 
fee-for-service  or  group  practice,  Pennsylvania,  New  Jersey. 
Write  Department  824,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

If  You  Need — A partner  or  associate;  a physician  to  continue  your 
practice  upon  your  retirement;  or  a specialty  physician  for  your 
hospital  staff,  contact  PMS  Physician  Placement  Service,  Donna 
F.  Wenger,  Assistant  Director  Educational  Activities,  Pennsylva- 
nia Medical  Society,  20  Erford  Rd.,  Lemoyne,  PA  17043;  (717) 
763-7151. 

CONTINUING  EDUCATION 

The  High  Risk  Infants  — who  are  they  and  what  happens  to  them? 
September  27-28,  1979.  University  of  Maryland  School  of  Medi- 
cine campus.  Sponsored  by  the  University  of  Maryland  School  of 
Medicine.  Information  contact:  Program  of  Continuing  Educa- 
tion, 10  S.  Pine  St.,  Baltimore,  Maryland  21201,  (301)  528-3956. 

Practical  Clinical  Endocrinology  — October  26,  27,  1979,  Inter- 
national Hotel,  Baltimore-Washington  International  Airport. 
Sponsored  by  the  University  of  Maryland  School  of  Medicine. 
Information  contact:  Program  of  Continuing  Education,  10  South 
Pine  St.,  Baltimore,  Maryland  21201,  (301)  528-3956. 

MISCELLANEOUS 

Literary  services — patient  information  handbooks  and  practice 
policy  brochures  produced  for  your  particular  requirements. 
Copywriting,  editing,  revising  for  manuscripts  and  reports.  Illus- 
trating available.  Write  or  call  for  information:  mediaGraphics, 
P.O.  Box  3053,  Harrisburg,  PA  17105,  (717)  234-8908,  737-8847. 

Wanted  — old  ophthalmology  instruments,  books  or  eyeglasses. 
Charles  E.  Letocha,  MD,  Leader  Heights  Professional  Center, 
1946  Security  Drive,  York,  PA  17042.  Phone:  (717)  741-3864. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death 


• Maurice  L.  Brown,  Merion  Station;  Temple  University  School 
of  Medicine;  age  63,  died  May  28,  1979.  He  was  chief  of  obstetrics 
and  gynecology  at  Haverford  Community  Hospital,  Philadelphia. 

• Ralph  R.  Cherashore,  Phoenixville;  Jefferson  Medical  College, 
1938;  age  66,  died  May  29, 1979.  Dr.  Cherashore  joined  the  medical 
staff  at  Phoenixville  Hospital  in  1939  and  retired  in  1978  as 
meritorious  chief  of  obstetrics. 

• James  D.  Corwin,  Washington;  Jefferson  Medical  College, 
1935;  age  71,  died  June  8,  1979.  He  was  a practicing  physician  in 
Washington  for  more  than  40  years  and  was  a member  of  the  staff 
of  Washington  Hospital. 

• Herman  Frieman,  Elkins  Park;  University  of  Pennsylvania 
School  of  Medicine,  1937;  age  71,  died  May  30,  1979.  He  practiced 
medicine  in  Willow  Grove  for  30  years  and  was  on  the  staff  of 
Abington  Memorial  Hospital  and  Willow  Crest  Convalescent  and 
Nursing  Home. 

• Harry  K.  Gabroy,  Norwood;  Hahnemann  Medical  College, 
1943;  age  63,  died  May  26,  1979.  Dr.  Gabroy  was  an  instructor  in 
the  department  of  medicine  and  a former  president  of  the  board  of 
alumni  of  Hahnemann  Medical  College. 

• Russell  J.  Hangen,  Ashley;  Jefferson  Medical  College,  1923; 
age  81,  died  June  9, 1979.  A general  practitioner,  he  was  a member 
of  the  Luzerne  County  Medical  Society. 

• Richard  W.  Heineman,  Natrona  Heights;  University  of 
Pittsburgh  School  of  Medicine,  1938;  age  67,  died  May  20, 1979.  Dr. 
Heineman  was  a general  practitioner  for  39  years  and  was  a 
licensed  pilot. 


• Herndon  B.  Lehr,  Philadelphia;  University  of  Pennsylvania 
School  of  Medicine,  1952;  age  56,  died  June  3,  1979.  He  was  a 
professor  of  surgery  at  Penn,  and  was  a pioneer  in  the  technique  of 
freezing  skin  tissue  for  later  use  in  bum  cases  and  other  injuries. 
Dr.  Lehr  also  was  chief  of  the  division  of  plastic  surgery  at  the 
Hospital  of  the  University  of  Pennsylvania. 

• Wallace  J.  Lowright,  Jr.,  Center  Valley;  Temple  University 
School  of  Medicine,  1929;  age  75,  died  June  16, 1979.  Dr.  Lowright 
was  the  last  of  three  generations  of  Lowright  physicians  who 
served  the  Center  Valley  area  for  the  past  96  years. 

• Donald  W.  Minteer,  Worthington;  University  of  Pittsburgh 
School  of  Medicine,  1943;  age  62,  died  June  20, 1979.  He  was  senior 
radiologist  at  Allegheny  Valley  and  Armstrong  County  Memorial 
Hospitals. 

• Joseph  A.  Petriello,  Dunmore;  Hahnemann  Medical  College, 
1948;  age  59,  died  May  22, 1979.  He  served  on  the  staffs  of  the  State 
General,  Mercy,  and  Community  Medical  Center  Hospitals.  For  15 
years  he  was  a physician  at  the  Lackawanna  County  Jail. 

• Hugh  Robertson,  Sun  City,  Arizona;  Jefferson  Medical  Col- 
lege, 1925;  age  78,  died  May  3,  1979.  He  practiced  surgery  in 
Philadelphia  and  was  a past  president  of  the  Philadelphia  County 
Medical  Society. 

• John  A.  Sharkey,  Merion;  University  of  Pennsylvania  Medical 
School,  1917;  age  88,  died  June  13, 1979.  He  was  in  private  practice 
for  most  of  his  career  and  was  on  the  staffs  of  Misercordia  and 
Fitzgerald  Mercy  Hospitals.  He  was  formerly  staff  doctor  at  St. 
Vincent’s  Hospital  for  Women  and  Children  in  Philadelphia. 


UPDATE  CARDIOLOGY 

“After  the  heart  attack  - what  next?” 

October  18-19,  1979 
Hershey  Motor  Lodge 

The  division  of  cardiology,  The  Pennsylvania  State  University  College  of  Medicine  at  The  Milton  S.  Hershey 
Medical  Center,  announces  a postgraduate  education  series  to  update  the  practicing  physician  in  current 
concepts  in  management  of  complications  of  myocardial  infarction,  and  initiation  of  a cardiac  rehabilitation 
program. 

Educational  meetings  will  be  half-day  sessions  to  allow  adequate  time  to  enjoy  the  family  activities  available 
in  the  Hershey  area. 

Guest  Faculty:  Drs.  Herbert  Benson,  Leonard  Dreifus,  Edward  Genton  and  Paul  Stein. 

Topics:  Anticoagulant,  antiplatelet,  antiarrhythmic  therapy,  as  well  as  exercise  and  stress  management. 

Registration  for  physicians  - $75 
Approved  for  10  hours  of  AMA  Category  1 Credit 

FOR  FURTHER  INFORMATION  CONTACT  / Sheila  Shochat  / The  Milton  S.  Hershey  Medical 
Center  / The  Pennsylvania  State  University  / Hershey,  PA  17033  / (717)  534-8898 


brand  of 


cimetidine 


How  Supplied: 

Pale  green  300  mg.  tablets 
in  bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


SK&F  LAB  CO. 

a SmithKIine  company 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  North  Carolina  27709 


Angina 

freedom 

fighter.. 


Cardilate-  (erythrityl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS:  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adiustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1 .000. 

Also  available:  Cardilate®-P  (Erythrityl  Tetranitrate  with  Phenobarbital)*  Tablets 
(Scored) 

(‘Warning — may  be  habit-forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in 
eluding  sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of  I 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS  S- 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. “Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vfe  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1/2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage; 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


MM  theBactrimr 

3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur-  Bactrim  diffuses  into  vaginal  fluid  in  effective  concen 
rent  cystitis  as  a result  of  its  wide  spectrum  and  dis-  trations,  thus  combating  migration  of  pa  hogens  in 
tinctive  antimicrobial  action  in  the  urinary,  vaginal  and  the  urethra. 

lower  intestinal  tracts.  Studies  have  shown  that  Bactrim  acts  against  Ente 

The  probability  of  recurrent  urinary  tract  infection  bacteriaceae  in  the  bowel  without  the  emergence  o . 

appears  to  be  enhanced  by  the  establishment  of  large  tant  organisms.  Thus,  Bactrim  reduces  the  ris  o 

numbers  of  E.  coli  or  other  urinary  pathogens  on  the  colonization  by  fecal  uropathogens.  It  has  no  signi  i J 

vaginal  introitus.  The  trimethoprim  component  of  cant  effect  on  other  normal,  necessary  intestinal  c 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tra< 


Please  see  reverse  side  for  summary  of  product  information. 
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OMNIPOTENCE 

the  physician's  dilemma 


V 


vol.  82,  No.  9 SEPTEMBER  1979 


LfCduniri  lun:  ivieinyiiesiosierone  is  i -riyuroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
slerone  is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1 Eunuchoidism  and 
eunichism.  2 Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3 Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoio  Slimuiauuri  iu  trie  point  ui  increasing  me  nervous, 
mental,  and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
eiaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


ncnuiiuns:  v>nuiesiauc  jaunuice  • cviiguspermia  ana 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  lOto  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.. 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R.  B 
Greenblatt,  M.D.;  R.  Witherington,!  M.D  ; I.  B Sipahioglu. 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept  1976 
SUPPLIED:  5,  10.  25  mg  in  bottles  of  60,  250  Rx  only 


When  - 

impotence 

is  due  to! androgenic  deficiency 


Methyltestosterone  U.S.R  Tablets 


A well  absorbed  oral  androgen. 

Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric/eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 
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rATE  SOCIETY  SUPPORTS 
1.  MACLEOD'S  PROPOSALS 

PMS  President  John  B.  Lovette,  MD,  announced  August  6 the 
Society's  support  of  a proposal  to  relocate  health  programs 
now  in  other  departments  of  state  government  in  the  Depart- 
ment of  Health.  He  said  most  of  the  proposals  have  been  PMS 
policy  since  as  long  ago  as  1966.  In  a speech  July  29  at 
the  Pennsylvania  Health  Conference  in  Philadelphia,  Dr. 
MacLeod  proposed  moving  the  following  programs  into  the 
Department  of  Health:  state  medical  assistance;  the  Gover- 

nor's Council  on  Alcohol  and  Drug  Abuse;  the  mental  health 
and  mental  retardation  programs;  occupational  health;  and 
radiation  health.  The  Secretary  said  he  sees  his  job  as 
"shaping  a genuine  Department  of  Health  out  of  the  ashes  of 
a generation  of  fragmentation."  He  also  said  the  state's 
nine  general  hospitals  should  be  transferred  to  private, 
nonprofit  ownership. 

LD  MORTGAGE  BURNED; 
SW  ONE  AUTHORIZED 

The  mortgage  on  the  State  Society's  headquarters  was  burned 
August  22  at  a ceremony  during  the  meeting  of  the  Board  of 
Trustees.  Shortly  thereafter,  the  Board  authorized  the  bor- 
rowing of  $2.5  million  at  8 percent  interest  for  25  years 
from  Colonial  Mortgage  Co.,  Philadelphia.  The  loan  will 
finance  construction  of  the  addition  to  the  building  which 
will  double  the  floor  space  and  provide  parking  for  200  cars. 
Current  estimated  cost  of  the  project  is  $2.7  million. 

IDICIAL  COUNCIL  STUDIES 
IA  ETHICS  PRINCIPLES 

The  Board  of  Trustees  on  August  22  asked  the  PMS  Judicial 
Council  to  study  and  make  comments  on  a revision  of  the 
AMA  Principles  of  Medical  Ethics.  The  council  will  meet 
September  8 and  report  to  the  PMS  House  of  Delegates  at  its 
November  1-3  meeting  in  Camp  Hill.  The  AMA's  ad  hoc  commit- 
tee on  the  Principles  of  Medical  Ethics  will  consider  comments 
from  the  state  societies  before  making  its  final  report  to 
the  AMA  House  of  Delegates. 

t HOC  COMMITTEE  FORMED 
I CONSIDER  ACT  111 

An  ad  hoc  committee  to  consider  the  Society's  position  on 
Act  111  was  authorized  by  the  Board  of  Trustees  August  22. 
Members  will  be  appointed  by  Board  Chairman  David  J.  Keck, 
MD.  Constitutional  challenges  to  the  arbitration  features 
of  the  Act,  the  backlog  of  cases  awaiting  arbitration,  and 
the  possible  amendment  of  the  portion  of  the  Act  relating  to 
the  Catastrophe  Loss  Fund  are  areas  to  which  the  committee 
will  direct  its  attention. 

■ 

RJIATION  AND  HEALTH 
SJJECTS  OF  CONFERENCE 

1 

A two  day  conference,  "Radiation  and  Health,"  will  be  held 
September  13  and  14  at  the  Hershey  Convention  Center.  The 
Colleges  of  Medicine  and  Engineering  of  Penn  State  and  the 
Pennsylvania  Medical  Society  are  sponsors.  Harold  Denton, 
of  the  Nuclear  Regulatory  Agency,  is  among  20  experts  on 
the  program  intended  for  persons  who  would  respond  profes- 
sionally in  the  event  of  a nuclear  accident  or  potential 
emergency.  Further  information  is  available  from  the 
Continuing  Education  Department,  Milton  S.  Hershey  Medical 
Center,  Hershey,  PA  17033.  Telephone  (717)  534-8898. 
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PA  BLUE  SHIELD  PAYS  FOR 
SECOND  SURGICAL  OPINION 


R I NEMAN  PRESIDENT  ELECT 
OF  EXECUTIVES  GROUP 


STATE  OF  NEW  YORK  NAMES 
AMA  IN  ANTITRUST  SUIT 


THORNBURGH  NAMES  JUDGE 
NEW  CAT  FUND  DIRECTOR 


STATE  BUREAU  HEAD 
TO  INCREASE  STAFF 


PMS  SUPPORTS  EDUCATION 
ON  CHILD  TRANSPORTATION 


Pennsylvania  Blue  Shield  on  July  1 made  available  to  some 
five  million  subscribers  a voluntary  second  surgical  opinior 
benefit  in  elective  surgery.  The  surgical  consultation  pro-  j 
gram  began  in  January  1976  as  a pilot  program.  Blue  Shield 
provides  assistance  to  subscribers  in  locating  a consultant. 
Consultants  should  use  new  outpatient  procedure  codes  and 
report  on  a PBS  standard  doctor's  service  report.  The  code 
numbers  are  90605  "requiring  limited  examination"  and  90625 
"requiring  comprehensive  history  and  physical  examination."  |j 
This  information  will  appear  in  the  next  update  of  the 
Procedure  Terminology  and  Manual,  scheduled  for  October  197$ 
publication . 

John  F.  Rineman,  PMS  executive  vice  president,  has  been  name 
president  elect  of  the  American  Association  of  Medical  Socie 
Executives.  The  election  took  place  at  the  group's  annual 
meeting  in  July.  His  term  as  president  begins  in  JuTy  1980. 
The  association  has  a membership  of  over  800  medical  society 
executives  nationwide. 

The  American  Medical  Association,  American  Hospital  Associ- 
ation, several  national  specialty  societies,  and  several 
state  medical  societies  are  defendants  in  a suit  brought  by 
the  state  of  New  York  for  alleged  violation  of  state  and 
federal  antitrust  laws.  The  suit,  brought  in  U.S.  District 
Court,  alleges  that  the  defendants  conspired  to  prevent  com- 
petition in  the  delivery  of  health  care  and  is  based  on 
complaints  of  chiropractors. 

Thomas  J.  Judge,  of  Darby  Township,  has  been  appointed 
director  of  the  Medical  Professional  Liability  Catastrophe 
Loss  Fund.  Judge  has  worked  in  the  railroad  industry  for  2$ 
years.  He  will  take  a leave  of  absence  from  Conrail  to 
accept  Governor  Dick  Thornburgh's  appointment. 

Stanley  A.  Miller,  commissioner  of  professional  and  occupa- 
tional affairs,  told  a Senate  committee  hearing  in  Pittsburg 
August  7 that  he  plans  to  expand  the  bureau's  staff  for  more 
efficient  investigation  of  alleged  improprieties  by  licensee  , 
health  professionals.  He  plans  to  double  the  staff  of  sever 
attorneys,  and  increase  from  five  to  eight  the  number  of 
hearing  examiners.  Funds  for  the  increased  staff  would  come 
from  licensing  fees  paid  to  the  bureau  by  the  licensees.  It 
was  a suit  by  the  Pennsylvania  Medical  Society  which  forced  ; 
the  previous  administration  to  release  the  licensing  fees 
paid  by  MDs  so  they  could  be  used  to  enforce  the  Medical 
Practice  Act.  Society  officials  recently  held  their  first  > 
meeting  with  Commissioner  Miller  who  indicated  he  wished  to 
settle  the  18-month-old  suit. 

I ja 

The  Pennsylvania  Medical  Society  has  pledged  its  support 
for  the  Child  Restraint  Public  Awareness  Program  of  the 
Governor's  Traffic  Safety  Council.  The  council's  Highway 
Safety  Group  will  distribute  educational  materials  through  ^ 
offices  of  physicians,  particularly  pediatricians,  obste- 
tricians, and  family  physicians.  The  campaign  urges  the 
use  of  approved  child  restraints  whenever  children  travel  b}  .. 
automobile  to  reduce  the  death  toll  of  1,000  and  injuries  oi 
100,000  occurring  in  children  under  age  four  each  year  in 
the  U.S. 
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HYDERGINE 

Each  1 mg  Hydergine  tablet  containsdihydroergocornine  mesylate  0 333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,anddihydroergocryptine(dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  shOi 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin 
gual  tablets  do  not  possess  the  vasoconstrictor  properties  ot  natural  ergot  alkaloids. 
Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks 
How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  me 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptii 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg.  representing  ate 
of  1 mg;  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  conta- 
ing  dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryp" 
in  the  proportion  of  2:1)  mesylate  01 67  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER.  N.J.  07936 

SDZ  9-350 


SANDOZ 


newsfronts 


AMA  delegates  work  long  hours  on  policy 


The  re-election  by  acclamation  of 
William  Y.  Rial,  MD,  of  Swarthmore, 
as  speaker  of  the  AMA  House  of  Dele- 
gates and  the  election  of  William  F. 
Kellow,  MD,  of  Philadelphia,  to  the 
Council  on  Medical  Education  were 
highlights  of  the  AMA’s  July  meeting 
in  Chicago  for  the  Pennsylvania  Dele- 
gation. 

Under  the  leadership  of  John  B. 
Lovette,  MD,  delegation  chairman, 
and  Raymond  C.  Grandon,  MD,  vice 
chairman,  each  day  began  with  7 a.m. 
caucuses  for  some  60  attending  Penn- 
sylvanians. 

A solid  vote  of  confidence  in  the  as- 
sociation leadership  for  its  conduct  of 
AMA  policy  on  national  health  insur- 
ance highlighted  the  House  of  Dele- 
gates meeting  in  July. 

That  policy  is  to  maintain  the  high 
quality  of  medical  care  within  the 
framework  of  private  insurance,  in- 
cluding the  availability  of  private  in- 
surance against  the  cost  of  cata- 
strophic illness. 

The  house  also  voted  to  drop  AMA 
membership  in  the  Liaison  Committee 
on  Continuing  Medical  Education  and 
to  reinstate  the  AMA  as  the  primary 
accreditor  of  organizations  sponsoring 
continuing  medical  education. 

The  AMA  is  now  soliciting  nomi- 
nations for  the  new  Committee  on  Ac- 
creditation of  Continuing  Medical  Ed- 
ucation, established  by  the  House  of 
Delegates  under  the  Council  on  Medi- 
cal Education.  State  medical  societies 
will  accredit  local  and  intrastate  CME 
providers. 

The  house,  by  a large  majority, 
changed  the  AMA’s  policy  ori  chiro- 
practic. Four  restraint  of  trade  lawsuits 
involving  chiropractors  were  based  on 
the  AMA’s  1966  policy  calling  chiro- 
practic an  "unscientific  cult.”  The  new 
policy  states,  "It  is  better  to  call  atten- 
tion to  the  limitations  of  chiropractic 
in  the  treatment  of  particular  ail- 
ments . . .”  Under  the  new  policy  the 
AMA  will  continue  to  warn  that  it 
"knows  of  no  scientific  evidence  to 
support  spinal  manipulation  and  ad- 
justment as  appropriate  treatment  for 
human  ailments  such  as  essential 


Seated  at  the  opening  session  of  the  meeting  are  Drs.  R.  William  Alexander,  MD,  Robert 
N.  Moyers,  MD,  and  William  J.  Kelly,  Pennsylvania  delegates. 


AMA  House  Speaker  William  Y.  Rial,  MD, 
greets  John  L.  Kelly,  MD,  new  alternate 
delegate  and  executive  director  of  the 
Delaware  County  Medical  Society,  Dr. 
Rial’s  home  society. 


R.  Robert  Tyson,  MD,  Pennsylvania  dele- 
gate, discusses  election  campaign  strat- 
egy with  William  F.  Kellow,  MD,  dean  of 
Jefferson  Medical  College,  who  was 
elected  to  the  AMA  Council  on  Medical 
Education. 


hypertension,  heart  disease,  stroke, 
cancer,  diabetes,  and  infections.” 

The  new  policy  asserts  that  a physi- 
cian may  refer  a patient  to  "a  licensed 
limited  practitioner  . . . whenever  he 
believes  this  will  benefit  the  patient.” 


The  House  of  Delegates  adopted  a 
progress  report  from  ad  hoc  committee 
on  the  principles  of  medical  ethics  and 
voted  to  distribute  it  to  component 
societies  for  continued  study  and  con- 
sideration. 


On  the  floor  of  the  House  of  Delegates,  Raymond  C.  Grandon,  MD,  vice  chairman  of  the 
Pennsylvania  Delegation,  center,  and  Delegate  Henry  H.  Fetterman,  MD,  right,  chat  with 
a visiting  delegate. 


Pennsylvania  Medicine,  September  1979 


5 


Surgeon  general  warns  on  alcohol/drug  interactions 


An  estimated  2,500  deaths  and 
47,000  emergency  room  admissions 
represent  the  annual  medical  toll  of 
the  adverse  effects  of  alcohol-drug  in- 
teractions. Medical  professionals  must 
recognize,  review,  and  constantly  con- 
sider the  physical  and  behavioral  ef- 
fects of  combining  drugs  and  alcohol. 

With  these  conclusions  in  a recent 
advisory,  the  surgeon  general  of  the 
public  health  services,  Julius  B. 
Richmond,  MD,  reminded  physicians 
and  health  professionals  that: 

• many  commonly  prescribed  drugs 
have  altered  therapeutic  or  ad- 
verse medical  effects  when  taken 
with  alcohol.  These  drugs  include 
not  only  sedatives,  hypnotics,  nar- 
cotics, anti-depressants  and  tran- 
quilizers, but  also  certain  anti- 
histamines, analgesics,  anti- 
coagulants and  anti-infective 
agents. 

• minor  tranquilizers  and  other 
CNS  depressants  are  used  fre- 
quently by  patients  in  combina- 
tion with  alcohol  despite  warnings 
to  the  contrary.  The  resultant 
potentiation  of  CNS  depression 
can  impair  performance  of  tasks 
requiring  alertness — such  as 
driving — increasing  the  likeli- 
hood of  injury  and  even  death.  The 
combination  itself  can  lead  to 
death  by  accidental  overdose  or  by 
suicide. 

• the  use  of  marijuana  and  other  il- 
licit psychoactive  substances  is 
widespread  and  is  often  combined 
with  alcohol. 


Dr.  Richmond  urged  all  medical  pro- 
fessionals to: 

• document  the  history  and  scruti- 
nize the  pattern  of  alcohol  con- 
sumption for  patients  to  deter- 
mine the  possible  relationship  be- 
tween presenting  complaints  and 
mixing  drugs  with  alcohol; 

• be  alert  to  the  possible  interaction 
of  prescribed,  over-the-counter,  or 
illicit  drugs — singly  or  in  combi- 
nation— with  alcohol; 

• be  attentive  to  the  section  in  the 
package  insert  that  describes 
drug-alcohol  interactions  and  con- 
sult the  current  medical  literature 
and  references  for  problems; 

• limit  as  much  as  is  practical  the 
quantity  of  drugs  dispensed  with 

Talwin  abuse  on  rise 

Pentazocine  (Talwin)  abuse  is  on  the 
increase,  particularly  in  Philadelphia, 
according  to  the  National  Institute  on 
Drug  Abuse.  Talwin-related  deaths 
and  emergency  room  visits  have  in- 
creased during  the  past  two  years,  the 
Institute  reports. 

Talwin,  sometimes  in  combination 
with  pyribenzamine,  is  being  used  as  a 
substitute  by  heroin  addicts  who  find 
the  heroin  supply  low  and  costs  high. 
Like  heroin,  this  drug  is  injected  in- 
travenously and  can  produce  a psycho- 
logical and  physical  dependence. 

Data  collected  by  the  Government’s 
Drug  Abuse  Warning  Network 
(DAWN)  indicate  that  the  charac- 
teristic Talwin  abuser  is  a black  male 
between  25  and  30,  with  a prior  his- 


any  one  prescription  and  monitor 
the  patient  with  regular  follow- 
ups for  unexpected  reactions  to  the 
medication; 

• consider,  both  in  the  choice  of 
therapy  and  in  the  evaluation  of 
the  patient,  the  likelihood  of  the 
patient’s  adherence  to  your  ad- 
monition (and  that  of  the  warning 
label  on  the  prescription)  against 
using  alcohol  while  taking  medi- 
cation. 

For  more  information,  consult  FDA 
Drug  Bulletin,  Vol.  9,  No.  2,  June  1979 
or  write  the  Department  of  Health, 
Education,  and  Welfare,  Public 
Health  Service,  Food  and  Drug  Ad- 
ministration, Rockville,  Maryland 
20857. 


tory  of  heroin  addiction.  Nationally, 
the  major  source  of  the  drug  is  from 
legal  prescriptions. 

The  Drug  Enforcement  Administra-  I 
tion  (DEA)  has  placed  this  drug  on 
Schedule  IV  of  the  Federal  Controlled 
Substances  Act.  Under  this  schedule, 
prescriptions  for  pentazocine  are  lim- 
ited to  five  refills  within  six  months. 
Federal  criminal  penalties  for  unau- 
thorized transactions  involving 
Schedule  IV  drugs  can  bring  up  to 
three  years  in  prison  and/or  a $10,000 
fine  for  the  first  offense.  Penalties 
would  be  doubled  for  subsequent  of- 
fenses. 

Those  wanting  additional  informa- 
tion should  contact  their  local  bureaus 
of  drug  control. 


: s 

: i 


Advertisers'  index 


Brown  Pharmaceutical  Co 2nd  Cover,  32,  33 

Burroughs-Wellcome  Co 20,  47 

Campbell  Laboratories  27 

Deborah  Heart  and  Lung  Center  39 

Electronic  Data  Associates  27 

Eli  Lilly  & Co 28 

Emergency  Medicine  Specialty  Services,  Inc 27 

Friends  Hospital  13 

Geisinger  Medical  Center  12,  22 

Loeb  Rhoades  22 

Mead  Johnson  Pharmaceutical  Division  10 

Medical  College  of  Pennsylvania  51 

Medical  Protective  Co 36 

Merck,  Sharp,  & Dohme  26 

Milton  S.  Hershey  Medical  Center  12,  52 

New  York  Society  of  Acupuncture  18 


New  York  University  34 

Pfizer  Laboratories  23 

Pittsburgh  National  Bank  24 

Pharmaceutical  Manufacturers  Association  40,  41 

Philadelphia  State  Hospital  36 

PMS  Liability  Insurance  Co 48 

Professional  Management  Systems,  Inc 46 

Roche  Laboratories  43,  44,  3rd,  4th  Covers 

Safeguard  Business  Systems  19 

Sandoz  Pharmaceuticals  4 

Smith,  Kline,  & French  9 

Temple  University  Hospital  51 

Temple  University  School  of  Dentistry  13 

Temple  University  School  of  Medicine  11 

Thomas  Jefferson  University  Hospital  51 

Warner  Lambert  50 


! $ 
I k 
5 
s 

S! 

« 

I 

a 

t 


6 


Pennsylvania  Medicine,  September  1979 


PMS  workers' compensation  plan  rebates  45%  of  premium 


Donald  G.  Crawford,  MD,  chairman  of  the 
Advisory  Committee  on  Member  Services 
of  the  Council  on  Member  Services,  ex- 
amines refund  checks  for  PMS  members 
who  participate  in  the  Society’s  workers 
compensation  insurance  plan. 


A 45  percent  refund  totaling 
$99,905  has  been  returned  to  PMS 
members  participating  in  the  Society’s 
Workmen’s  Compensation  Insurance 
plan. 

For  six  years  the  Dodson  Insurance 
Group,  Kansas  City,  MO,  has  re- 
funded annually  an  average  of  42  per- 
cent of  funds,  or  the  equivalent  of  2V2 
years’  premiums. 

According  to  the  Dodson  Group,  al- 
most 98  percent  of  those  participating 
in  the  savings  plan  reported  no  losses 
last  year. 

L.  Riegel  Haas,  director  of  profes- 
sional relations  at  the  Society,  esti-, 
mates  that  540  medical  offices  repre- 
senting many  physicians  throughout 
the  state  are  insured  by  Casualty  Re- 
ciprocal Exchange,  a member  of  the 
Dodson  Group. 

More  information  on  this  member- 
ship benefit  may  be  obtained  from 


Retired  Navy  MD  at  health  department 


State  Secretary  of  Health  Dr.  Gor- 
don K.  MacLeod  has  appointed  Donald 
Reid,  MD,  deputy  secretary  for  public 
health  programs.  Dr.  Reid  recently  re- 
tired from  the  Navy  where  he  had 
served  as  director  of  clinical  services 
and  consultant  in  pulmonary  diseases 
at  the  Naval  Regional  Medical  Center, 
Camp  Pendleton,  California. 

Dr.  Reid’s  new  responsibilities  in- 
clude administering  programs  in 
epidemiology  and  disease  prevention, 
professional  health  services,  nursing, 
dental  services,  and  special  services. 
As  deputy  secretary  for  public  health, 

PSIM  in  New  Orleans 

For  its  17th  annual  meeting  this 
spring,  the  Pennsylvania  Society  of 
Internal  Medicine  joined  the  Ameri- 
:an  Society  of  Internal  Medicine  in 
Vew  Orleans. 

The  PSIM  delegation  had  traveled 
it  their  own  expense  to  honor  PSIM’s 
lames  A.  Collins,  Jr.,  MD,  who  was 
nstalled  as  the  new  president  of  the 
lational  society. 

State  officers  unanimously  elected 
it  the  meeting  were:  Robert  H.  Kough, 
JD,  Danville,  president;  Peter  N. 
lillyer,  MD,  Paoli,  president-elect; 
ind  Howard  Kremer,  MD,  Philadel- 
>hia,  treasurer. 


Dr.  Reid  will  also  administer  Eliz- 
abethtown Hospital  for  Children  and 
Youth. 

Dr.  Reid  earned  his  medical  degree 
at  Temple  University  and  served  his 
internship  at  Harrisburg  Hospital. 

Neurosurgeons  to  meet 

The  Pennsylvania  Neurosurgical 
Society  announces  its  annual  meeting 
on  Friday,  November  2,  1979  at  the 
Sheraton  Airport  Inn,  Philadelphia. 

The  scientific  program  will  begin  at 
1 :00  p.m.  A business  meeting  and  elec- 
tion of  officers  will  follow. 

Information  on  the  meeting  is 
available  from  the  Department  of  Spe- 
cialty Societies,  Pennsylvania  Medi- 
cal Society,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Joint  meeting  slated 

"Health  Decisions  of  the  ’80s”  will 
be  examined  during  the  1979  Joint 
Conference  on  Occupational  Health 
which  will  be  held  September  26-28  in 
Minneapolis  at  the  Radisson  Down- 
town Hotel. 

The  conference  combines  the  annual 
meetings  of  the  American  Academy  of 
Occupational  Medicine  and  the  Amer- 
ican Academy  of  Industrial  Hygiene. 


Haas  at  PMS  headquarters,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

AAFP  meets  in  Atlanta 

The  31st  Annual  Scientific  Assem- 
bly of  the  American  Academy  of  Fam- 
ily Physicians  will  be  held  October 
8-11  in  Atlanta’s  World  Congress 
Center. 

The  conclave  is  one  of  the  country’s 
largest  continuing  medical  education 
forums  and  features  lectures,  clinical 
seminars,  continuing  education 
courses,  teaching  demonstrations,  ex- 
hibits, and  more.  This  year’s  theme, 
"A  Special  Decade,  1969-1979,”  com- 
memorates the  ten  years  that  family 
practice  has  been  a recognized  medical 
specialty. 

The  academy  advocates  continuing 
education  and  requires  its  members  to 
earn  150  hours  of  approved  CME 
credit  every  three  years.  Thirty  hours 
can  be  accrued  by  participating  in  the 
various  modalities  of  the  Assembly. 


WEDNESDAY 


November 

1979 


Eastern  Pennsylvania  Chapter 
American  College  of  Surgeons 
Twenty-Eighth  Annual  Meeting 

Brunswick  Motor  Inn 
Chestnut  and  Queen  Streets 
Lancaster,  Pennsylvania 
(717)  397-4801 

Speakers  will  include: 

General  Surgery  Section 

William  P.  McKinnon,  M.D.  - Ochsner  Clinic 

Donald  Mcllrath,  M.D.  - Mayo  Clinic 

Roger  Wilson,  M.D.  - Massachusetts  General 

Orthopaedic  Trauma  Section 
J.  Leonard  Goldner,  M.D.  - Duke  University 
Leonard  Peltier,  M.D.  - University  of  Arizona 
George  Hyatt,  M.D.  - Georgetown  University 

ALL  PHYSICIANS  WELCOME 

For  further  information  contact: 
Department  for  Specialty  Societies 
Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne,  PA  17043 
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Legal  counsel  reports  two  cases 


Arbitration  bypassed;  'legal  niceties'  prevail 


Fred  Speaker,  Esq. 

In  the  August,  1979  edition  of 
Pennsylvania  Medicine  we  reported 
the  existence  of  a major  loophole  in  the 
Act  111  requirement  that  medical 
malpractice  cases  be  first  arbitrated. 
As  indicated  in  Staub  v.  Southwest 
Butler  County  School  Dist.,1  a suit 
against  a non-health  care  provider 
remains  in  the  court  of  common  pleas 
even  though  it  involves  malpractice 
and  a health  care  provider  is  joined  as 
a defendant. 

In  the  federal  district  court  case  of 
Zielinski  et  al.  v.  Zappala,  D.O.,2  the 
plaintiff  sued  an  osteopath  for  injuries 
received  from  horseplay  causing  the 
osteopath  to  fall  on  her.  The  defendant 
joined  another  individual  as  the  one 
who  actually  fell  on  the  plaintiff  and 
then  sixteen  months  later  joined  as  an 
additional  defendant  the  osteopathic 
surgeon  who  operated  on  the  plaintiff 
and  was  allegedly  responsible  for  med- 
ical malpractice.  The  surgeon  moved 
to  dismiss,  claiming  that  Act  111  de- 
prived the  federal  court  of  original 
jurisdiction  to  hear  medical  malprac- 
tice cases.3 

The  federal  court  stated  that  the 
issue  was  whether  the  statute:4 
. . . requires  a trial  court  to 
defer  to  arbitration  where  the 
allegation  of  medical  mal- 
practice is  contained  in  a 
third-party  claim  filed  by  a 
non-patient  defendant  seek- 
ing contribution  from  a 
physician.5 

The  federal  court  concluded  that  the 
statute  did  not  require  such  deference. 
In  this  case,  however,  the  matter  was 
complicated  by  the  fact  that  four  days 
after  the  surgeon  was  joined,  the 
plaintiff  began  a separate  malpractice 
claim  against  the  surgeon  under  the 
arbitration  procedure  of  Act  111.  This 
complication  led  the  federal  court  to 
call  for  additional  argument  on  the 
question  of  whether  it  should  delay 
hearing  the  case  until  the  arbitration 
was  completed. 

Less  than  three  months  later,  the 
federal  court  decided  a continuance 
was  unwarranted: 

...  I am  not  persuaded  that 
any  gain  in  judicial  economy 


would  result  from  a contin- 
uance. Since  the  plaintiffs’ 
malpractice  claim  cannot  be 
litigated  in  this  forum,  . . . 
piece-meal  litigation  seems 
inevitable.  Better  that  trial  of 
this  law  suit  get  under  way 
sooner  rather  than  wait  on  an 
arbitration  process  that  may 
require  an  extended  period  of 
time  to  complete.6 

Shortly  before  this  supplemental 
opinion  was  rendered,  another  federal 
district  court  decided  the  case  of  Mor- 
rison et  al.  v.  Therm-O-Rite  Products 
Corp ,7  It  held  that  the  claim  against  a 
non-health  care  provider,  which  was 
parallel  to  an  arbitration  claim  under 
Act  111,  should  be  dismissed  because 
the  provider,  a manufacturer  of  ther- 
mal equipment  used  in  surgery,  was 
kindred  to  health  care  providers  under 
the  Act.  This  federal  court  stated: 

If  both  actions  were  permit- 
ted to  proceed,  the  possibility 
of  inconsistent  verdicts  of 


The  practice  of  chiropractic  has  re- 
ceived yet  another  small  boost  toward 
respectibility. 

In  a recent  decision  in  Dauphin 
County  court,1  the  court  construed  a 
provision  of  the  Pennsylvania  No- 
Fault  Motor  Vehicle  Insurance  Act2 
and  held  that  the  term  "medical  ser- 
vices” includes  chiropractic  services. 
The  Act  provides  that  medical  services 
are  reimbursable  as  "allowable  ex- 
penses” and  defines  them  as: 

. . . services  necessary  to  re- 
duce disability  and  to  restore 
the  physical,  psychological, 
social,  and  vocational  func- 
tioning of  a victim.  Such  ser- 
vices may  include,  but  are  not 
limited  to,  medical  care, 
diagnostic  and  evaluation 
procedures,  physical  and  oc- 
cupational therapy,  other 
necessary  therapies.  . . . [and 
other  enumerated  services 
which  do  not  include  chiro- 
practic.]3 

The  court  concluded: 

Thus,  medical  services  are 


course  would  be  present.  We 
do  not  believe  Pennsylvania 
law  provides  for  two  separate 
suits  for  the  same  tortious  act 
which  would  lead  to  possible 
inconsistent  verdicts,  a waste 
of  judicial  resources,  and 
cause  a procedural  quag- 
mire.8 

The  different  results  in  the  Zielinskiu 
and  Morrison  cases  can  be  explained  i 
by  the  fact  that  one  involved  a non-  i 
health  care  provider  whose  product 
was  used  for  health  care,  and  the  other  I 
had  no  direct  relation  to  health  care. 
But  to  the  physician  who  is  untrained 
in  legal  niceties,  it  may  look  as  it 
Pennsylvania  is  already  in  "a  pro- 
cedural quagmire.” 

1.1  398  A. 2d  204  (Pa.  Super.  1979). 

27  Civ.  No.  77-787  (E.D.Pa  February  7,  1979),  sup- 
plemented April  30,  1979.  j 

37  40  P.S.  §§1301.101  et  seq. 

47  40  P.S.  §1301.309 

57  Zielinski  et  al  v.  Zappala,  D.O.,  supra  at  4. 

67  Id.  at  supplemental  memorandum  2. 

77  Civ.  No.  79-51  (M.D.Pa.  April  24,  1979). 

87  Morrison  et  al.  v.  Therm-O-Rite  Products  Corp.,  supra 
at  7. 


not  limited  to  those  services 
provided  by  medical  doctors, 
osteopathic  physicians  and 
surgeons,  but  also  include  the 
services  of  physical  thera- 
pists, optometrists,  psychol- 
ogists, speech  therapists,  etc. 
Within  the  four  comers  of  the 
No-Fault  Act,  the  term  "med- 
ical services”  has  a particular 
definition  seemingly  broad 
enough  to  include  chiroprac- 
tic services.4 

The  Dauphin  County  Court  thus 
disagreed  with  a decision  in  Mont- 
gomery County5  which  arrived  at  the 
opposite  conclusion  and  decided  that, 
because  the  services  fell  within  the 
statutory  definition  of  chiropractic,* 
they  were  covered  under  the  No-Faull 
Act. 

17  Christtni  v.  Cumberland,  Dauphin.  Harrisburg 
Transit  Auth.,  101  Dauph  126(1979). 

27  40  P.S.  §§1009.101  et  seq. 

37  40  P.S.  §1009.103  • 

47  Christini  v.  Cumberland,  Dauphin.  Harrisburg 
Transit  Auth.,  supra  at  127. 

57  Babcock  v.  Tippett  et  al.,  103  Montg  L.  Rep.  11C 
(1977). 

67  63  P.S.  §602.  1 
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brand  of 


timetidine 


How  Supplied: 

Pale  green  100  mg.  tablets 
in  bottles  ol  100  and  Single  Unit  Packages  of  100 
(intended  lor  institutional  use  only). 
Injection,  100  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


<i  SmithKIine  ( omp<ini| 


r^irSi 

•«*  J 

1 jtiL  ' 

Does  It  Influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator*? 

• vasodiian— compatible 
with  coexisting  diseases 

• vasodiian— compatible 
with  concomitant  therapy 

• vasodiian— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


“Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other' information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 
2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 

Vasodiian  injection,  isoxsuprine  HCI,  5 mg . per  ml 

Dosage  and  Administration:  Oral:  10  to  20  mg  , three  or  four  times  daily. 

Intramuscular:  5 to  10  mg. (lor  2 ml.)  two  or  three  times  daily.  Intramuscular 

administration  may  be  used  initially  in  severe  or  acute  conditions 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  or 

use  when  administered  in  recommended  doses.  Should  not  be  given  immediate 

postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  c 

tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten 
sion  and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom 
mended  Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg , bottles  of  100,  1000,  5000  and  Unit  Dose,  Tablets, 
20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 

U S.  Pat  No  3,056,836 

VASODILAN 

1 ISOXSUPRINE  HCI ) 

20-mg  tablets 
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A Continuing  Education  Program  for  Professionals  only 

ARUBA 

Study  Play  Holiday  January  19-26,  1980 

Hypnosis 

Altered  states  of  consciousness 


by  Dr.  Louis  Dubin 

Past  President  of  Phila.  Society  of  Clinical  Hypnosis 
Treasurer  of  American  Society  of  Clinical  Hypnosis 

National  & International  Lecturer  on  hypnosis  to  the  medical,  dental,  and  allied 
health  professions. 


Presented  by  Continuing  Education, 

Temple  University  School  of  Dentistry 
Trip:  $599 
Tuition:  $150 

For  information  contact:  Continuing  Education  (215)  221-2955 


Friends  Hospital  Seventh  Annual  Clinical  Conference 

October  4 and  5,  1979 
Friends  Hospital,  Philadelphia,  Pennsylvania 


The  Family: 

Issues  and  Resolutions 

SPEAKERS 

Ian  Alger,  MD,  Albert  Einstein  College  of  Medicine 
(NYC) 

James  L.  Framo,  Ph.D.,  Temple  University 
Carol  Gantman,  Ph.D.,  Friends  Hospital 
Ruth  Powell  Kane,  MD,  St.  Francis  Hospital 
(Pittsburgh) 

Christopher  Lasch,  Ph.D.,  University  of  Rochester 
Harold  I.  Lief,  MD,  University  of  Pennsylvania,  School 
of  Medicine 

Perry  Ottenberg,  MD,  University  of  Pennsylvania 
Andrei  Simic,  Ph.D.,  University  of  Southern  California 
Margaret  T.  Singer,  Ph.D.,  University  of  California 
Carl  A.  Whitaker,  MD,  University  of  Wisconsin 
Israel  Zwerling,  MD,  Hahnemann  Medical  College  and 
Hospital 


Registration  fee  $100  (including  two  luncheons  and  Thursday  evening 
dinner).  Conference  will  provide  12  hours  of  Category  I credit.  The 
program  is  cosponsored  by  Hahnemann  Medical  College.  Mrs.  Mary 
Foley,  Conference  Registrar,  Friends  Hospital,  Roosevelt  Blvd  at  Adams 
Avenue,  Philadelphia,  PA  19124  (215-831-4601). 


Return  to:  Mrs.  Mary  Foley,  Conference  Registrar 
Friends  Hospital 

Roosevelt  Boulevard  at  Adams  Avenue 
Philadelphia,  Pennsylvania  19124 

Name 

Telephone 

Address  


Position  or  title  

I enclose  my  check  for  made  out  to  Friends  Hospital  Clinical 

Conference  for  conference  ticket(s).  Fee  will  be  refunded  if  can- 
cellation is  received  one  week  in  advance. 


Continuing  Medical  Education  Programs 
The  Miiton  S.  Hershey  Medical  Center 
The  Pennsylvania  State  University 


1.  Radiation  and  Health/September  13-14,  1979/Hershey  9. 
Motor  Lodge 

2.  First  Annual  Nurse  Anesthetist  Seminar/September  15,  10. 

1979/Hershey  Motor  Lodge 

3.  Minoxidil  Symposium/September  19,  1979  11. 

4.  New  Methods  of  Diagnosis,  Strategy  and  Implications  for  12. 
Treatment  of  Cancer/September  20,  1979 

5.  Personal  Financial  Planning  for  Physicians/October  3,  13. 

1979 

6.  Update  on  What's  New  in  Cancer  Research/October  4,  14. 

1979 

7.  12th  Annual  Children's  Orthopaedic  Meeting/October  6,  15. 

1979/Elizabethtown  Hospital  for  Children  and  Youth 

8.  Prevention  and  Early  Detection  of  Developmental  Dis-  16. 
abilities/October  11,  1979 


Kidney  Disease:  A Review  for  Practicing  Physicians/ 
October  11,  1979 

Update  Cardiology:  After  the  Heart  Attack,  What  Next?/ 
October  18-19,  1979/Hershey  Motor  Lodge 

Alumni  Association  Annual  Meeting/October  20,  1979 

The  Younger  Patient  in  a Changing  Society:  Aspects  of 
Family  Planning/October  27,  1979 

Gerontology,  Geriatrics  and  the  Primary  Care  Physician/ 
October  29-31,  1979/Hotel  Hershey 

Women  in  Health  Care  Management:  Preparing  for  the 
Upward  Climb/November  2,  1979 

Child  Transportation  Safety:  The  Role  of  the  Health 
Professional/November  7,  1979 

Pediatrics  Day/November  8,  1979 


For  further  details  contact: 

Sandy  Miceli/Continuing  Medical  Education/The  Milton  S.  Hershey 
Medical  Center/Hershey,  PA  17033/(717)  534-8898 


Institute  for  Medical  Education  and  Research 

Geisinger  Medical  Center 
Continuing  Education  Programs 
1979-1980 


Annual  Rheumatology  Seminar/Wednesday,  September  12, 
1979/9  a m.  to  5 p.m./$45 

Nutritional  Assessment  & Therapy  in  the  Hospitalized 

Patient*/Friday  & Saturday,  September  21  & 22,  1979/9  a m. 
to  5 p.m./Phy.  $60,  others  $20 

Problems  in  Neurology/Wednesday,  October  3, 1979/9  a m.  to 

5 p.m./$45 

5th  Annual  Emergency  Medicine  Seminar/Wednesday,  Oc- 
tober 17,  1979/9  a m.  to  5 p.m./$45 
Advances  in  Medical  Technology/Thursday  & Friday,  No- 
vember 8 & 9,  1979/9  a.m.  to  5 p.m. 

Comprehensive  Management  of  Chronic  Obstructive  Lung 
Disease  & Coal  Miners’  Pneumoconiosis/Wednesday, 
November  14,  1979/9  a.m.  to  5 p.m./$45 
Advances  in  Pediatrics/Thursday,  November  15,  1979/9  a.m. 
to  5 p.m./$45 

Concepts  in  Clinical  Practice'/Saturday  & Sunday,  February  9 

6 10,  1980 

Common  Problems  in  Otolaryngology/Wednesday,  March  5, 
1980/9  a.m.  to  5 p.m./$45 

Nephrology  for  the  Practicing  Physician/Wednesday,  March 
19,  1980/9  a.m.  to  5 p.m./$45 

Occupational  Health  Nurse/Saturday,  March  29, 1980/9  a.m.  to 
5 p.m. 

Hematology  & Oncology  in  Office  Practice/Wednesday,  April 
2,  1980/1  p.m.  to  5 p.m./$30 


Topics  in  Ophthalmology ‘/Saturday,  April  12, 1980/9  a.m.  to  1 
p.m./$30 

Dermatologic  Diagnosis  & Therapy/Wednesday,  April  16, 
1980/9  a.m.  to  5 p.m./$45 

12th  Annual  Conference  Devoted  to  Children*/Saturday,  May 

3,  1980/9  a.m.  to  1 p.m. 

Common  Problems  in  Immunology  & Allergy/Wednesday, 

May  7,  1980/9  a.m.  to  5 p.m./$45 
Diabetes  Meeting-Pocono  Hershey/Friday,  Saturday  & Sun- 
day, May  30,  31,  & June  1,  1980/9  a.m.  to  1 p.m. 

Coronary  Artery  Disease/Wednesday,  June  4, 1980/9  a.m.  to  5 
p.m./$45 

Annual  Pocono  Course*/August  13-17,  1980/9  a.m.  to  1 p.m. 
* Weekend  course 


As  an  organization  accredited  for  continuing  medical  educa- 
tion, the  Geisinger  Medical  Center  certifies  that  these  ac- 
tivities meet  the  criteria  for  credit  hours  in  Category  1 of  the 
Physician's  Recognition  Award  of  the  American  Medical  As- 
sociation. (Refer  to  each  program  — full  day  - 7 hours  credit 
and  V2  day  - 4 hours  credit). 

Fur  further  information  write  to/Millie  K.  Fleetwood,  Ph.D ./ 
Geisinger  Medical  Center/Dnnville,  Pennsylvania  17821  /or 
telephone  717/275/6925 


TEMPLE  UNIVERSITY 
SCHOOL  OF  MEDICINE 

announces  the  fall  programs  of  clinically  relevant  continuing  medical 
education  programs  based  upon  the  concepts  of  adult  education. 


October  17  to 
December  5,  1979 


November  2,  1979 
Friday 


November  10,  1979 
Saturday 


23rd  Annual  Course  “Recent  Advances  in  Medicine’’  on  eight 
consecutive  Wednesdays.  Medical  School  faculty  plus 
five  nationally  known  visiting  professors  with  proven  track 
records  as  excellent  clinical  teachers. 

"The  Problems  of  Infection  in  Obstetrics  and  Gynecology”  at 
Atlantic  City,  New  Jersey.  Medical  School  faculty  plus 
three  visiting  professors  with  national  reputations  in  their 
field.  Lectures  and  round  table  discussions. 

"A  Day  in  Pediatrics”  with  St.  Christopher's  Hospital  for 
Children  at  Helene  Fuld  Medical  Center,  Trenton,  New 
Jersey. 


November  14,  1979  20th  Annual  Isador  Forman  Postgraduate  Course  “In  the 

Wednesday  Year  of  the  Child",  for  professionals  interested  in  the  care 

of  the  fetus  and  newborn.  Lecture  and  workshop  format. 


November  16,  17,  1979 
Friday  & Saturday 


November  17,  1979 
Saturday 


December  6,  1979 
Thursday 

December  12,  1979 
Wednesday 


6th  Annual  Medical  Surgical  Conference  of  the  Department 
of  Surgery  "Diagnosis  and  Management  of  the  Severely 
Ischemic  Lower  Extremity”  For  general  surgeons  who  do 
vascular  surgery.  Medical  School  faculty  plus  nationally 
recognized  authorities  in  vascular  surgery.  Program  de- 
signed to  answer  practical  clinical  problems. 

5th  Annual  Weiss  English  Psychosomatic  Symposium 
“Aging".  Cosponsored  by  the  Academy  on  Psychosomatic 
Medicine.  Lectures  and  workshops.  Stewart  G.  Wolf, 
M.D.  will  be  the  Weiss  Memorial  Lecturer. 

“Pediatric  Uronephrology  Review”  at  St.  Christopher’s 
Hospital  for  Children. 

“Diabetes  in  the  Geriatric  Patient”  Cosponsored  by  the 
Philadelphia  Geriatric  Center.  Medical  School  faculty  plus 
experts  from  Yale,  Harvard,  and  the  National  Institute  of 
Health.  Lectures  and  case  discussions. 


On  site  Category  I programs  at  35  affiliated  Institutions. 

For  further  information  contact  The  Office  for  Continuing  Medical  Education 
(215)  221  4787. 


Omnipotence — the  physician's  dilemma 


Abraham  J.  Twerski,  MD 


Recently  I was  asked  to  address  one 
of  our  medical  societies  and  dis- 
cuss one  of  the  topics  about  which  I had 
written  in  PENNSYLVANIA  MEDICINE: 
the  bureaucracy,  "Go  to  Hell  Wash- 
ington and  Take  Harrisburg 
With  You,”  (September  1976  through 
March  1977),  "Iatrogenic  Addiction,” 
(December  1978),  or  "The  Impaired 
Physician’s  Committee,”  (September 
1978,  and  October  1978).  As  I reflected 
upon  these  subjects,  it  appeared  to  me 
that  there  may  be  a common  denomi- 
nator in  all  three,  and  that  a single 
factor  might  be  contributing  to  these 
three  apparently  diverse  problems. 

The  position  of  the  physician  in  soci- 
ety has  vacillated  throughout  history. 
In  the  days  of  priestly  medicine,  the 
healer  was  cloaked  with  a divine  aura. 
In  the  Roman  Empire,  on  the  other 
hand,  there  were  slave  physicians. 
With  the  emergence  of  scientific  medi- 
cine, the  physician  began  to  be  held  in 
progressively  greater  esteem.  As  mod- 
em science  began  to  spew  forth  mira- 
cle after  miracle  with  epidemic  con- 
trol, diagnostic  radiology,  wonder 
drugs  such  as  antibiotics,  insulin,  and 
cortico-steroids,  and  the  marvels  of 
modern  surgery,  the  physician  was 
held  in  greater  esteem.  Modem  sci- 
ence was  indeed  creating  miracles  and 
appeared  to  be  omnipotent;  and  the 
physician,  as  the  functional  represen- 
tative of  medical  science,  shared  in  the 
aura  of  omnipotence. 

There  are  indications  that  there  is 
something  in  human  psychology  that 
craves  an  omnipotent  being.  Primitive 


Dr.  Twerski  is  medical  director  of  the 
Gateway  Rehabilitation  Center  and 
clinical  director  of  the  department  of 
psychiatry  at  St.  Francis  General  Hos- 
pital, Pittsburgh.  This  text  was 
presented  at  the  PMS  1979  Officers' 
Conference  in  April. 


tribes  separated  by  continents  and 
oceans  appear  to  have  independently 
come  upon  the  idea  of  an  omnipotent 
being,  and  to  satisfy  this  need  created 
idols  which  they  worshipped.  How- 
ever, there  are  numerous  anthropolog- 
ical references  that  indicate  ambiva- 
lence toward  these  idols.  They  could  be 
smashed  and  desecrated  with  the 
same  intensity  of  fervor  with  which 
they  were  created  and  adored.  This 
theme  pervades  the  legends  of  cul- 
tures where  it  was  the  practice  to  an- 
nually appoint  the  first  foreign  visitor 
as  king,  heap  honors  and  riches  upon 
him  for  the  year  of  his  reign,  and  kill 
him  at  the  end  of  the  year.  Some 
psychologists  see  this  theme  as  the 
motif  in  child’s  play,  where  the  child 
laboriously  builds  a tall  structure  with 
his  blocks,  and  squeals  with  glee  as  he 
knocks  it  down.  There  thus  appears  to 
be  evidence  that  people  will  elevate 
someone  to  a lofty  height,  and  then 
take  great  delight  in  toppling  him. 

If  one  looks  at  the  public  attitude  in 
the  last  decade  toward  physicians,  one 
is  tempted  to  conclude  that  here,  too, 
the  process  of  leveling  the  mighty  has 
been  occurring.  It  has  been  the  decade 
of  open  season  on  physicians,  with  the 
flourishing  of  malpractice  suits, 
maligning  physicians’  function,  pub- 
lication of  physicians’  earnings,  and 
restrictive  legislation  and  regulation 
of  medical  practice.  Of  course,  such 
leveling  cannot  occur  until  the  eleva- 
tion has  first  been  achieved. 

At  least  part  of  the  dynamics  in  the 
process  of  leveling  is  related  to  the  im- 
possibility of  satisfying  the  expecta- 
tions of  omnipotence.  Those  who  set- 
up the  totem  are  certain  to  be  disil- 
lusioned and  disappointed  when  the 
Godhead  does  not  perform  according  to 
their  unrealistic  expectations  and  ful- 
fill their  every  wish  and  demand.  The 
frustration  and  anger  may  then  erupt 
into  unbridled  hostility. 


I believe  that  in  the  recent  history 
of  our  country,  the  physician  was 
selected  as  the  Godhead  in  the  public’s 
quest  for  an  omnipotent  figure.  His 
powers  to  relieve  pain  with  soothing 
analgesics,  to  restore  circulation  to 
devitalized  limbs,  to  assuage  the  mis- 
ery of  insomnia  and  tension,  to  control 
convulsive  seizures,  to  snatch  sep- 
ticemic victims  from  the  very  clutches 
of  death,  to  remove  unsightly  scars 
and  rearrange  facial  features,  to  reat- 
tach severed  limbs,  and  even  to  re- 
place diseased  hearts — these  and 
many  more  previously  undreamt  of 
achievements  enthroned  the  physician 
in  a most  lofty  status. 

This  enthronement  was  not  exactly 
forced  upon  a reluctant  physician.  It  is 
only  human  to  take  pleasure  in  a feel- 
ing of  grandiosity,  and  as  with  all  other 
pleasures,  it  is  difficult  to  resist  temp- 
tation, especially  when  the  particular 
pleasure  does  not  appear  to  be  in  any 
way  detrimental.  Of  course,  the  physi- 
cian who  had  his  own  sense  of  insecu- 
rity or  low  self-esteem  was  especially 
vulnerable  to  this  glorification,  since 
it  provided  him  with  relief  for  a psy- 
chological need.  Rather  innocently,  I 
believe,  we  were  lured  into  accepting 
the  emperor’s  crown,  not  knowing  that 
our  Brutuses  would  not  long  tolerate 
this  arrangement. 

Then  came  the  unrealistic  demands. 
"Hey,  you  psychiatrists,  why  aren’t 
you  analyzing  away  the  perversions  of 
the  child  molestors  and  rapists?  Why 
are  you  not  resolving  the  sadistic 
drives  of  homicidal  maniacs?”  Par- 
enthetically, we  collaborated  with  the 
legal  pundits  to  come  up  with  a con- 
cept of  "not  guilty  by  virtue  of  insan- 
ity,” which  then  exempts  the  perpetra- 
tor from  punishment  and  places  him 
in  a mental  hospital.  But  he  cannot  be 
held  there  because  we  do  not  have  the 
specific  treatment  for  him  that  we  said 
we  had,  or  that  was  inferred  we  had. 
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And  so  it  is  the  medical  psychiatrist 
who  is  to  blame  for  the  heinous  crimes 
sensationalized  in  the  media.  Fur- 
thermore, a mentally-ill  person  can  be 
confined  only  if  you,  doctor,  can  pre- 
dict that  he  will  be  dangerous,  and 
hence  you,  doctor,  are  not  only  a medi- 
cal practitioner  but  the  protector  of  so- 
ciety. But  if  you  do  predict  danger, 
doctor,  a bright  attorney  will  cross- 
examine  you  and  demonstrate  fairly 
convincingly  that  your  accuracy  at 
correctly  prediciting  human  behavior 
is  no  greater  than  that  of  the  average 
layman.  Hence  the  patient  must  be  re- 
leased from  confinement,  doctor,  all 
because  of  your  ineptness. 

So  you  have  come  up  with  potent 
antibiotics,  and  you  administer  them 
indiscriminately,  even  to  people  who 
are  over  70,  80,  and  even  90.  But  doc- 
tor, you  have  not  managed  to  prevent 
or  effectively  treat  arteriosclerosis  nor 
the  brain  changes  of  senescence;  and 
so  you  have  kept  alive  a feeble,  elderly, 
unproductive  population  whose  num- 
bers keep  increasing.  What  are  we  to 
do  with  these  people  whom  you  obsti- 
nately refuse  to  let  die?  Bad  enough 
that  our  take-home  pay  is  becoming 
increasingly  smaller  due  to  progres- 
sively increasing  social  security  de- 
ductions to  support  this  parasitic  pop- 
ulation. Even  then  the  media  tor- 
ments our  consciences  and  we  are 
haunted  by  guilt  for  not  providing 
these  people  with  more  than  meager 
subsistence.  But  what  are  we  to  do 
with  them  when  they  are  in  varying 
degrees  of  vegetative  states  and  can- 
not live  independently?  Keep  them  in 
the  hospital  for  more  than  $200  a day 
out  of  tax  monies?  What  do  you  mean 
that  you  have  kept  an  83-year-old  pa- 
tient in  the  hospital  for  eight  months 
for  $50,000  at  taxpayers’  expense  be- 
cause the  person  was  unable  to  care  for 
himself,  because  there  was  no  appro- 
priate placement  available? 


Thanks  to  your  endeavors,  infant 
mortality  is  at  an  all-time  low,  and 
childbed  fever  is  a forgotten  relic  of 
the  past.  But  these  advances  have 
contributed  to  an  overpopulation 
problem,  and  extraordinary  efforts 
must  now  be  made  to  achieve  zero 
population  growth.  But  all  you  can 
give  us  is  the  pill,  which  you  tell  us 
will  significantly  increase  our  chances 
of  thrombophlebitis  and  pulmonary 
emboli! 

You  promised  us,  did  you  not,  that 
we  would  not  have  to  suffer  from  na- 
ture’s thoughtless  discontinuation  of 
estrogens  that  precipitates  uncom- 
fortable sensations  and  sets  in  motion 
the  process  of  aging.  Yet,  you  now 
threaten  us  with  cancer  if  we  take 
your  medication.  What  kind  of  miracle 
men  are  you  anyway,  if  you  put  such 
prohibitive  price  tags  on  your  wares? 

The  medical  profession  was  vehe- 
ment about  the  unjust  application  of 
res  ipsa  loquitur  in  malpractice  suits, 
where  an  unhappy  outcome  of  treat- 
ment was  essentially  considered  the 
result  of  negligence  until  proven  oth- 
erwise. But  if  one  considers  this  in  the 


context  of  the  assumed  omnipotence, 
the  argument  is  quite  defensible.  God 
is  not  subject  to  error;  acts  of  God  must 
have  been  willed  by  God. 

And  so  we  have  the  wrath  of  the 
disillusioned  who  feel  we  have  let 
them  down.  If  we  do  not  fulfill  the 
promises  implicit  in  omnipotence,  we 
will  be  turned  over  to  a yet  greater 
power  which  is  truly  omnipotent:  the 
government,  which  is  again  part  of  the 
game  of  enthroning  the  monarch 
every  few  years,  exalting  him  to  the 
highest  heavens,  and  then  tearing  him 
down  as  his  term  nears  completion. 

There  appears  to  be  a social  trend 
that  when  confronted  with  a difficult 
problem,  two  steps  are  necessary  in  its 
resolution.  First,  legislation  must  be 
passed  to  legitimize  something,  and 
then  it  must  be  placed  under  medical 
supervision.  At  least  this  is  what  has 
happened  with  narcotic  addiction,  and 
there  is  also  the  effort  to  legalize  pros- 
titution and  assure  quality  control  by 
medical  supervision.  Although  one 
can  make  rational  arguments  for 
these,  I believe  we  must  be  very  wary 
of  having  issues  of  great  moral  signifi- 
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cance  legitimized  by  the  imprimatur 
of  the  physician. 

More  and  more  cases  concerning 
euthanasia  are  coming  to  light,  and 
there  is  a possibility  of  legitimizing 
euthanasia  by  statute.  If  this  should 
come  to  pass,  it  might  be  well  to 
suggest  that  a court-appointed  officer 
carry  out  the  procedure.  Medical  ex- 
pertise is  necessary  when  the  task  is  to 
save  life.  It  is  then  that  knowledge  of 
medical  science  and  clinical  experi- 
ence is  essential  so  that  the  procedure 
performed  or  the  medicine  given 
achieves  the  greatest  good  with  the 
least  harmful  side  effects.  If  the  goal, 
however,  is  termination  of  life,  there  is 
no  necessity  to  require  the  executioner 
to  be  a physician.  Anyone  can  be 
taught  how  to  administer  a lethal 
dose. 

Regardless  of  one’s  philosophical  at- 
titude toward  abortion,  it  cannot  be 
denied  that  "abortion  on  demand”  is 
essentially  saying,  "I  will  do  whatever 
I please,  whenever  I please,  and  with 
whomever  I please,  and  if  my  behavior 
results  in  a consequence  I do  not  like, 
then  it  is  the  doctor’s  obligation  to  re- 
lieve me  of  that  consequence.”  This  is 
again  an  example  of  imposing  upon 
the  physician  not  only  a demand  for 
curing  all  ills,  but  also  to  undo  any 
problem  resulting  from  irresponsible 
behavior. 

From  the  physician’s  side,  the  gran- 
diose fantasy  makes  it  virtually  im- 
possible to  say,  "I  don’t  know,”  or  what 
is  infinitely  more  difficult,  "I  can’t 
help  you,” — statements  which  are  in- 
compatible with  omniscience  and  om- 
nipotence. It  is  so  difficult  to  say,  "I  am 
sorry,  but  there  is  nothing  I can  do  for 
you”  to  the  patient  who  has  chronic 
pain  for  which  we  have  not  found  any 
treatable  etiology,  but  who  persists  in 
his  entreaties  for  relief  because  aspi- 
rin does  nothing  for  him.  Are  we  not 
those  who  are  supposed  to  relieve  all 
suffering?  Yet,  the  prescription  of  a 
potent  analgesic  for  pain  for  which  we 
see  no  end  point  is  an  open  invitation 
to  addiction,  as  is  the  prescription  of 
sedatives  for  insomnia,  or  tranquiliz- 
ers for  the  annoying,  yet  normally- 
occurring,  nervous  tensions  of  every- 
day life.  I submit  that  many  patients 
who  are  admitted  for  treatment  of 
addiction  to  Percodan,  Miltown,  Lib- 
rium, Tuinal,  etc.,  are  consequences  of 
the  physician’s  inability  to  say,  "I  do 


not  deny  that  you  are  in  pain  or  that 
you  cannot  sleep,  but  my  dear  patient, 
there  is  nothing  I can  safely  offer  you 
in  the  way  of  medication.”  It  is  our 
investiture  with  omnipotence  that 
makes  us  feel  that  the  latter  state- 
ment is  a declaration  of  failure  to  live 
up  to  our  obligations,  and  a dereliction 
of  our  responsibilities. 

We  all  know  too  well  how  reluctam 
some  of  our  patients  are  to  seek 
psychiatric  help  at  our  recommenda- 
tion. They  will  gladly  accept  physical 
ministration,  but  psychiatric  treat- 
ment is  seen  as  an  admission  of  fail- 
ure, failure  to  control  their  emotions. 
If  the  x-rays  and  blood  tests  are  nega- 
tive, these  people  feel  that  they  should 
be  able  to  pull  themselves  out  of  it. 


Modern  science  was  creat- 
ing miracles  and  appeared 
omnipotent;  the  physician, 
as  the  representative  of 
medical  science,  shared  in 
the  aura  of  omnipotence. 
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Certainly  the  patient  whom  we  have 
identified  as  alcoholic  is  apt  to  reject 
the  diagnosis  and  the  recommenda- 
tion for  appropriate  treatment.  "I’ll 
just  quit,  doctor,  that’s  all.  I am 
strong-willed,  and  once  I make  up  my 
mind  to  do  something,  that’s  it.  No  one 
has  to  tell  me  anything  about  drink- 
ing.” This  delusion  of  control  is  rein- 
forced when  the  patient  abstains  for 
several  weeks  or  months,  but  the 
course  is  predictable  and  inevitable. 
There  will  be  a relapse.  In  these  situ- 
ations, there  is  the  fantasy  of  omnipo- 
tence within  many  people  that  they 
can  control  all  of  their  behavior. 

How  much  more  true  this  is  when 
the  person  afflicted  is  a physician, 
whose  hypertrophied  sense  of  omnipo- 
tence may  present  a more  formidable 


obstacle  to  acceptance  of  the  diagnosis 
of  any  emotional  problem  or  alco-  i 
holism  and  submission  to  treat- 
ment. These  are  the  difficulties  we  en- 
counter in  the  impaired  physician’s 
program,  where  we  must  overcome 
these  resistances  to  save  the  physi-  ’ 
cian’s  career,  his  family,  and  his  very 
life. 

I believe  that  salvation  lies  in  our 
divesting  ourselves  of  the  illusion  of  j 
omnipotence,  regardless  of  how  ego-  i 
edifying  it  is,  regardless  of  how  in- 
tensely society  pushes  it  upon  us.  It  is 
much  more  of  a curse  than  a blessing. 

Some  public  relations  effort  is  nec- 
essary. For  example,  there  are  few 
physicians  who  take  offense  at  re- 
quests for  consultations,  but  that  is 
not  the  way  the  public  sees  it.  When 
patients  and  families  ask  me  about  a 
case  which  does  not  seem  to  be  re- 
sponding to  the  ongoing  treatment,  I 
generally  suggest  they  ask  the  physi- 
cian to  call  in  a consultant  for  a fresh 
look  at  the  problem.  Invariably,  I get 
the  response,  "We’ve  thought  of  that, 
but  we  don’t  want  the  doctor  to  feel 
offended.  We  want  him  to  remain  on 
good  terms  with  us.”  Why  should  the 
public  have  the  opinion  that  we  resent 
consultation?  Granted,  you  and  I know 
an  occasional  physician  who  will  re- 
mark, "If  you  don’t  like  the  way  I am 
treating  you,  you  can  find  yourself  an- 
other doctor,”  and  I feel  that  if  a given 
physician  considers  himself  infallible, 
the  patient’s  interest  would  indeed 
best  be  served  by  another  doctor.  But 
these  physicians  are  in  the  minority 
and  do  not  reflect  the  general  medical 
attitude.  Might  I suggest  that  we  have 
a sign  displayed  in  our  waiting  rooms 
which  states,  "I  will  do  my  utmost  to 
help  you  with  your  medical  condition, 
and  I welcome  consultation  from  other 
physicians,  and  will  arrange  this  at 
your  request.” 

Let  me  say  a word  about  waiting 
rooms.  On  the  one  hand,  the  patient 
may  say  "Do  you  know  how  long  I had 
to  wait  in  my  doctor’s  office.  More  than 
four  hours!  He  is  so  extremely  busy.”  It 
may  be  argued  that  there  is  some 
therapeutic  leverage  in  having  the  pa- 
tient feel  that  the  physician’s  success 
rate  is  so  high  that  people  flock  to  him, 
and  consequently  it  takes  hours  to  get 
to  see  him.  But  the  other  side  of  the 
coin  is  the  resentment  generated  by 
scheduling  four  or  five  patients  for 
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10:30,  and  essentially  compelling  the 
patient  to  wait  for  hours.  This  can  be 
interpreted  as  the  doctor  saying,  "My 
time  is  precious,  but  yours  is  of  little 
value.”  Both  these  attitudes  can  co- 
exist, as  does  the  classic  ambiva- 
lence toward  the  Godhead. 

Some  very-well  documented  studies 
have  been  done  which  demonstrate 
very  convincingly  that  nurses  take  a 
much  longer  time  to  respond  to  a call 
from  a terminally-ill  than  a curable  pa- 
tient; that  physicians  on  rounds  tend 
to  shun  the  room  of  the  terminally-ill, 
sometimes  stepping  in  with  one  foot  in 
the  hope  that  the  patient  may  be 
asleep.  The  feeling  of  impotence  is  too 
threatening.  It  appears  that  there  is 
nothing  we  can  actually  do  anymore 
for  this  patient,  unless  we  can  delude 
ourselves  that  changing  the  analgesic 
or  the  sedative  is  really  an  accom- 
plishment. The  dying  patient  may 
be  perceived  as  a failure;  as  incon- 
trovertible evidence  that  we  are  in  fact 
not  omnipotent.  And  thus  the  patient 
may  be  deprived  of  a few  moments  of 
comfort  and  empathy  from  another 
human  being,  one  who  shares  with 
him  the  sense  of  humility  in  the  face  of 
fate.  But  the  feeling  of  futility  is 
threatening  only  to  one  who  believes 
that  this  is  indicative  of  failure;  fail- 
ure only  if  we  were  in  fact  omnipotent. 

There  have  been  court  battles 
fought  over  a patient’s  access  to  his 
medical  records.  Indeed  there  are  in- 
stances, particularly  when  comments 
about  the  patient’s  mental  state  have 
been  made  on  a chart,  where  the  pa- 
tient’s reading  of  his  record  might 
have  an  adverse  affect  on  him.  Yet, 
there  is  probably  more  to  the  reluc- 
tance to  release  records  than  this.  It 
somehow  ties  in  with  the  reluctance, 
until  very  recently,  to  have  prescrip- 
tions labeled.  Keeping  the  identifica- 
tion of  the  medicine  a secret  is  rem- 
iniscent of  the  mystery  rituals  of  the 
faith;  the  sole  possession  of  the  initi- 
ated few.  "Do  not  seek  to  know,  only 
trust  with  all  your  heart;  have  faith  in 
the  healer.” 

Personally,  I object  strenuously  to 
the  requirement  for  fully-informed 
consent.  I do  not  think  that  it  can  ever 
be  done  successfully,  unless  one 
wishes  to  read  long  excerpts  from  the 
PDR  to  every  patient,  and  then  there 
will  be  no  time  left  for  examination 
and  treatment.  Also,  so  many  people 


are  suggestible,  that  they  will  get  any 
or  many  of  the  rare  side  effects  simply 
because  they  anticipate  them,  and 
they  will  discontinue  use  of  very  bene- 
ficial medication.  But  over  and  above 
this,  I had  perceived  informed  consent 
as  a personal  affront.  I must  admit  I 
felt  that  having  chosen  me  as  his 
physician,  the  patient  should  trust  me 
implicitly  and  rely  on  my  judgment, 
since  I am  only  trying  to  help  him. 
Indeed,  as  you  well  know,  the  majority 
of  patients  do  not  want  to  be  fully  in- 
formed, and  if  you  start  to  tell  them 
the  possible  complications  of  a proce- 
dure, they  are  apt  to  respond  with, 
"Look,  doc,  I don’t  want  to  hear  all 
that.  If  you  feel  I need  the  operation, 
let’s  get  on  with  it.”  But  here  we  have 


Salvation  lies  in  physicians 
divesting  themselves  of  the 
illusion  of  omnipotence  re- 
gardless of  how  intensely 
society  pushes  it. 
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the  very  ingredients  alluded  to  earlier; 
the  desire  of  the  patient  to  be  depen- 
dent on  an  all-powerful  healer,  and  the 
wish  of  the  healer  to  be  the  omnipotent 
father.  It  would  seem  that  this  is  a rosy 
arrangement,  unless  I am  correct  in 
my  analysis  that  the  aggrandizement 
is  a prelude  to  demolition. 

Back  in  the  days  when  organized 
medicine  opposed  the  idea  of  medicare, 
there  were  many  physicians  who  felt 
that  in  no  way  could  anything  ever  be 
forced  upon  physicians.  It  may  be  that 
the  illusion  of  omnipotence  was  ac- 
companied by  a feeling  of  invulner- 
ability. We  should  now  recognize 
that  we  are  not  invulnerable,  and  that 
further  governmental  changes  will 
occur,  much  to  our  dislike.  If  we  shed 
the  omnipotent  and  invulnerable  fan- 
tasies, we  may  be  in  a better  position 


to  avert  the  evils  of  socialized  medi- 
cine, which  seem  to  be  overtaking  us 
one  way  or  another. 

To  divest  ourselves  of  the  omnipo- 
tent role  we  could  do  such  little  things 
as  advising  patients  of  our  willingness 
to  have  consultants  when  necessary, 
and  of  providing  as  much  information 
as  is  feasible  to  have  the  patient  share 
in  the  treatment  decisions.  We  might 
aleo  calculate  how  many  patients  can 
be  seen  in  one  office  day,  and  schedule 
appointments  so  that  there  would  be  a 
minimum  of  waiting  time.  In  some  cir- 
cumstances, it  might  even  be  advisa- 
ble to  use  the  words  "I  don’t  know,” 
instead  of  the  more  formidable  and 
sophisticated-sounding  "idiopathic.” 

It  might  also  be  advisable  to  begin  in 
medical  school  with  appropriate  prep- 
aration of  the  budding  young  physi- 
cian. I have  heard  house  staff  speak  to 
nurses  in  a fashion  which  betrayed  a 
very  pompous  sense  of  superiority,  one 
which  undoubtedly  carries  over  to  pa- 
tients, families,  and  the  public  as  a 
whole,  and  does  little  credit  to  our  pro- 
fession. 

It  is  thus  likely  that  the  bureau- 
cratic harassment  of  the  physician,  the 
excessive  dispensing  of  habituating 
medications,  and  the  reluctance  of 
physicians  to  recognize  their  emo- 
tional difficulties  all  share  the 
etiologic  agent  of  the  omnipotent  fan- 
tasy. My  recommendation  is  therefore 
to  resist  the  enthronement  when  it  is 
tendered,  and  to  essentially  tell  those 
who  offer  it  to  us  to  find  themselves 
other  idols  to  make  and  break;  let 
them  use  building  blocks  to  erect  tow- 
ers which  they  may  then  delight  in 
knocking  down.  We  should  not  be 
anyone’s  plaything.  And  to  our  col- 
leagues, I say,  we  do  not  need  to  feel 
omnipotent.  The  craving  for  omnipo- 
tence should  occur  as  an  ego  defense 
only  in  those  who  feel  impotent.  But 
we  are  in  fact  powerful.  We  possess  the 
knowledge  and  the  skills,  the  drugs 
and  the  instruments  that  enable  us  to 
wield  unprecedented  curative  forces. 
We  are  in  truth  so  effective  that  there 
is  simply  no  need  to  feel  greater  than 
we  are  in  reality.  There  is  no  question 
but  that  an  adequate  perception  of  re- 
ality is  the  most  vital  component  of  an 
adequate  adjustment  to  reality.  Let  us 
therefore  see  ourselves  realistically. 
We  have  so  much  to  be  proud  of;  so 
much,  so  much.  □ 
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editorials 


Too  few  researchers  . 

Late  July  and  early  August  of  1979  have  witnessed  what 
history  will  no  doubt  call  the  "Carter  Massacre”.  Whether 
for  the  economic  and  social  well-being  of  the  country  or  for 
the  political  well-being  of  the  current  government,  the 
President’s  actions  represent  a reassessment  of  his  policies, 
personnel,  and  achievements  to  date. 

Physicians  should  also  be  reassessing  priorities  dynam- 
ically. Until  the  1970s,  we  have  assessed — or  have  permit- 
ted others  to  assess — our  position  statically.  Thus  we  are 
pictured  alternately  as  producing  too  few  doctors,  too  many 
doctors,  too  many  specialists,  too  many  researchers,  not 
enough  researchers.  As  the  pendulum  swings  through  its 
arc,  we  scurry  to  meet  the  accusations.  When  there  are  too 
few  physicians,  we  increase  the  size  of  our  medical  school 
classes.  When  there  are  too  many  specialists,  we  urge  stu- 
dents to  enter  family  and  general  practices.  When  there  are 
not  enough  researchers,  . . . ? 


Seventh  Official 
Postgraduate  Course 
in  Acupuncture  and 
Pain  Control 

October  5,  6,  7 

Approved  for  Category  1 CME  Credits  - 
25  hours 

THE  COLLEGE  OF  PHYSICIANS  & SURGEONS  OF  COLUMBIA 
UNIVERSITY,  AMERICAN  COLLEGE  OF  ACUPUNCTURE,  INC., 
NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR  PHYSICIANS  & 
DENTISTS,  INC.,  AND  AMERICAN  ACADEMY  OF 
ACUPUNCTURE,  INC.  are  jointly  sponsoring  the  seventh  Post- 
graduate Course  and  Workshop  in  Acupuncture  and  Pain  Control  for 
advanced  and  beginner  students  at  the  Barbizon  Plaza  Hotel,  New 
York  City,  for  25  credit  hours  in  Category  1 towards  the  AMA 
Physician’s  Recognition  Award;  also  approved  by  the  New  York  State 
Boards  for  Medicine  and  Dentistry  for  25  credit  hours  toward  New 
York  State  acupuncture  registration.  Among  the  principal  speakers 
will  be  Candace  and  Agu  Pert,  PhDs  of  the  National  Institute  of 
Mental  Health,  discussing  their  recent  work  with  endorphins  and 
pain.  For  information  and  application  contact: 

For  information  and  application  contact: 

S.J.  Yue,  MD,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists,  Inc. 

115  East  61st  Street 
New  York,  New  York  10021 
(212)  870-6671  Mon.  to  Fri.  9 a.m.  to  1 p.m. 


• • 

As  consumers,  we  have  declared  a war  on  energy 
shortages.  The  situation  is  indeed  serious,  but  again,  it  is 
an  example  of  a static  assessment.  In  the  past,  we  failed  to 
assess  the  changes  in  our  world.  Today,  we  can  only  react 
with  a crisis  response.  What  can  we  expect  in  the  future? 

Over  the  past  several  years,  an  estimated  60  percent  of 
this  country’s  medical  students  have  chosen  primary  care. 
The  government  praises  and  supports  them.  Soon  the  poli- 
ticians will  find  it  advisable  to  execute  an  about  face.  They 
will  point  the  accusing  finger  at  the  medical  profession  and 
sternly  demand  to  know  where  all  the  specialists  have  gone 
and  why  our  country  is  lagging  behind  in  medical  technol- 
ogy and  research. 

Currently,  the  government  supports  service  oriented 
programs  and  facilities  such  as  HMOs.  Demand  should 
determine  the  existence  of  these  programs.  If  they  do  not 
and  can  not  develop  into  self-supporting  services,  they 
ought  to  be  abandoned.  This  money  could  foster  an  envi- 
ronment of  financial  stability  in  the  underdeveloped  areas 
of  clinical  investigations.  But  where  are  the  researchers 
who  would  use  it? 

We,  with  a great  deal  of  urging  from  the  government 
under  the  guise  of  monetary  carrot  or  stick,  have  made 
medical  research  an  unattractive  profession.  We  ask  re- 
searchers to  target  their  studies  and  then  pressure  them  to 
produce  results.  When  results  are  not  immediately  forth- 
coming, we  lose  interest  and  withdraw  finances.  We  re- 
quire research  to  accommodate  the  same  goal  oriented 
philosophies  of  our  other  activities.  We  force  our  re- 
searchers to  become  professional  beggars  in  the  quest  for 
financial  committments.  We  whittle  away  at  the  available 
research  dollars  either  through  outright  budget  cuts  and 
freezes,  or  through  such  minimal  increases  that  inflation 
negates  any  real  gain. 

Research  and  investigation  are  critical  to  advancing 
medicine.  In  the  past,  much  of  the  funding  for  research  has 
come  from  the  National  Institutes  of  Health,  but  with  the 
increasing  financial  unreliability  of  this  source,  a more 
stable  source  of  support  must  be  located.  Private  founda- 
tions, awards,  and  endowments  come  to  mind.  The  under- 
writing, from  sources  other  than  government,  of  fellow- 
ships in  research  for  the  development  of  trained  profession- 
als would  restore  the  depleted  manpower  resources  and 
would  insure  greater  constancy  than  presently  exists. 

As  medical  professionals  who  wish  to  prepare  for  and 
give  security  to  future  generations  we  must  begin  to 
explore  these  opportunities.  Louis  Pasteur,  one  of  the 
greatest  researchers  of  the  19th  century,  wrote,  "If  you 
suppress  laboratories,  physical  science  will  be  stricken 
with  barrenness  and  death.”  Before  we  are  limited  to  crisis 
reactions,  we  must  act. 

David  A.  Smith,  MD 
Medical  Editor 
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IT  CANT  WO 
FOR  YOU  ’TIL 
YOU  COLLECT  IT! 


TURN  YOUR  RECEIVABLES 
INTO  DEPOSITS  FASTER. 

THE  SAFEGUARD  PRACTICE  MANAGEMENT 
SYSTEM  DOES  JUST  THAT! 


Aside  from  establishing  proper  office  controls  and  simplifying  third-party  insur- 
ance billing,  the  Safeguard  Practice  Management  System  will  increase  your  office 
collections. 


PATIENT  TRANSACTION  SLIP 

• Advises  doctor  and  patient  of  old  balance  due 

• System  routes  patient  to  front  desk  for  payment 

• Encourages  discussion  and  payments 

• Provides  bill  at  time-of-service  to  encourage  in-office  payment 

• Provides  "quick  payment  envelope”  which  encourages  pre- 
statement payment 


QUICK  CLAIM™ 

• All  of  the  features  of  the  Patient  Transaction  Slip,  plus: 

• May  be  used  in  individual  responsibility  program— (Patient  pays 
doctor  and  submits  Quick  Claim  to  insurance  company  for  re- 
imbursement.) 

• Reduces  claims  backlog;  increases  collections 

• Flexibility  to  accept  assignments  selectively 


Along  with  Patient/Ledger  Statementthat  provides  up-to-dateaccountsreceivable 
information  and  the  Day  Sheet  that  provides  financial  analysis  by  day  and  month, 
the  Safeguard  Practice  Management  System  is  the  perfect  package  to  run  your 
office  more  efficiently.  Let  your  local  Safeguard  Distributor  show  you  how.  Call  him 
or  mail  in  the  coupon. 


^Safeguard 

BUSINESS  SYSTEMS^ 

470  Maryland  Drive 
Fort  Washington.  PA  19034 

Offices  located  throughout  Pennsylvania. 

(In  PA  call  collect  215-643-4811) 

C 1979  Safeguard  Business  Systems,  Inc. 


| I WANT  TO  COLLECT  IT  FASTER. 

| □ Send  information  on  Practice  Management  Systems 

. □ Have  my  local  Safeguard  Distributor  call  for  an  appointment 

| Dr. 

Address 

I City/State/Zip 

I Phone  No.  ( ) 

I Specialty 
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Each  gram 
contains:  Aerosporin® 
(Rolymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis), traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chroni 
dermatoses,  it  should  be  borne 
mind  that  the  skin  is  more  liable  to  becoi 
sensitized  to  many  substances,  including  neomycir 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  fail 
to  heal.  During  long-term  use  of  neomycin-contaim 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  disconti' 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoid 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prep 
tions,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occui 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


MDs  in  the  news 


Students  at  Temple  University  School 
of  Medicine  presented  John  L. 
Farber,  MD,  Rosemont,  John  W. 
Lachman,  MD,  Villanova,  and 
James  F.  Spann,  MD,  Penn  Valley, 
with  Golden  Apple  Awards  for  excel- 
lence and  dedication  to  teaching.  Dr. 
Farber  is  associate  professor  of  pathol- 
ogy; Dr.  Lachman,  professor  and 
chairman  of  the  department  of  or- 
thopaedic surgery;  and  Dr.  Spann,  pro- 
fessor of  medicine  and  chief  of  the  car- 
diology section  at  the  medical  school 
and  Temple  University  Hospital. 

Two  county  medical  societies  honored 
members  for  50  years  of  service. 
David  L.  Perry,  MD,  Lawrence 
County,  and  Martin  Stutz,  MD, 
Washington  County,  recently  were 
awarded  service  pins  and  plaques. 

Arthur  W.  Sherwood,  MD,  received 
j an  award  for  providing  medical  ser- 
i vice  to  students  at  St.  Michael’s  School 
I for  Boys  during  the  last  10  years.  Dr. 
Sherwood  is  chief  of  staff  at  Tyler  Me- 
morial Hospital,  Tunkhannock. 

Three  new  presidents  of  staff  have 
been  elected  recently:  Louis  F.  Rose, 
DDS,  MD,  Haverford,  at  the  Medical 
College  of  Pennsylvania;  Joseph  W. 
Smiley,  MD,  at  Mercy  Catholic  Medi- 
cal Center;  and  Thomas  J. 
Tachovsky,  MD,  at  St.  Luke’s  Hospi- 
tal, Bethlehem. 

Peter  M.  Winter,  MD,  Pittsburgh, 
has  been  appointed  professor  and 
chairman  of  the  department  of  anes- 
thesiology at  the  University  of 
Pittsburgh  School  of  Medicine  and 
chief  of  anesthesiology  at  the  Univer- 
sity Health  Center. 

Martin  L.  Beller,  MD,  Philadelphia, 
was  elected  to  membership  in  the 
American  Orthopaedic  Association  at 
its  June  meeting.  Dr.  Beller  is  clinical 
associate  professor  of  orthopaedic 
surgery  at  the  University  of  Pennsyl- 
vania School  of  Medicine  and  chair- 
man of  the  department  of  orthopaedic 
surgery  at  Albert  Einstein  Medical 
Center,  Daroff  Division,  Philadelphia. 


Joseph  Torg,  MD,  professor  of  or- 
thopedic surgery  and  director  of  the 
University  of  Pennsylvania  Sports 
Medicine  Center,  recently  wrote  an 
article  for  the  Philadelphia  Inquirer 
called  "Prevention  is  key  in  spinal  in- 
juries.” Noting  that  70  of  the  700  spi- 
nal injuries  that  will  occur  in  the  state 
will  be  sports-related,  Dr.  Torg  out- 
lined preventive  measures.  He  noted 
that  three-fourths  of  the  sports- 
related  injuries  occur  in  water-related 
activities.  In  most  instances,  he  said 
these  injuries  are  preventable. 

William  C.  Frayer,  MD,  Philadel- 
phia, recently  was  honored  by  the 
Pennsylvania  Academy  of  Ophthal- 
mology and  Otolaryngology.  Dr. 
Frayer  retired  from  the  presidency  of 
the  academy.  He  is  a professor  of 
ophthalmology  at  the  University  of 
Pennsylvania  Medical  School  and  di- 
rector of  clinical  services  at  Scheie  Eye 
Institute,  Philadelphia.  He  also  serves 
on  the  staffs  of  the  Hospital  of  the  Uni- 
versity of  Pennsylvania,  Children’s 
Hospital  of  Philadelphia,  Pennsylva- 
nia Hospital  and  Graduate  Hospital. 
He  is  the  ophthalmological  consultant 
at  the  VA  Hospital,  Philadelphia. 


Louis  H.  Clerf,  MD,  emeritus  profes- 
sor at  Thomas  Jefferson  University, 
recently  attended  the  first  annual 
Louis  H.  Clerf  Lecture.  The  lec- 
tureship was  established  by  the  de- 
partment of  otolaryngology  to  honor 
Dr.  Clerfs  contributions  in  the  fields 
of  laryngology  and  bronchoesoph- 
agology. 

Thomas  Royer,  MD,  has  been  ap- 
pointed chairman  of  the  department  of 
standards  and  evaluations  of  the  New 
Poison  Center  Network.  Dr.  Royer  is 
director  of  the  Susquehanna  Poison 
Center  at  Geisinger. 

Walter  S.  Nettrour,  MD,  Allison 
Park,  was  honored  recently  by  the 
Puerto  Rico  Chapter  of  the  American 
College  of  Surgeons  with  a memorial 
breakfast.  Dr.  Nettrour  was  cited  for 
his  "traditions  of  professional  ethics, 
setting  a fruitful  example  for  all.” 
Milton  J.  Menchey,  MD,  York,  was 
elected  president  of  the  York-Adams 
Pennsylvania  Chapter  of  the  Ameri- 
can Heart  Association.  Dr.  Menchey 
currently  is  on  the  staff  of  York  Hospi- 
tal. 


PMS  President  John  B.  Lovette,  MD,  greets  officers  of  the  Pennsylvania  Society  of  the 
American  Association  of  Medical  Assistants,  Inc.,  at  the  group’s  22nd  annual  conven- 
tion held  in  Beaver  Falls  in  May.  From  right  are  Bricy  K.  Wendell,  CMA-A,  Camp  Hill, 
incoming  president;  Virginia  Dougherty,  CMA-A,  Harrisburg,  speaker  of  the  house;  and 
Jane  McNulty,  Dunmore,  vice  speaker  of  the  house. 
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Gerald  S.  Levey,  MD,  has  been  ap- 
pointed professor  and  chairman  of  the 
department  of  medicine  at  the  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
chief  of  service  at  the  University 
Health  Center,  and  chief  of  medicine 
at  Presbyterian-University  Hospital. 

A.  James  Alderfer,  MD,  Hilltown, 
has  been  elected  chairman  of  Grand 
View  Hospital’s  obstetrics  and 
gynecology  department.  Dr.  Alderfer 
has  been  a member  of  Grand  View 
medical  staff  since  1968. 

Dorothy  G.  Wilson,  MD,  has  been 
elected  chief  of  staff  of  Sunbury  Com- 
munity Hospital.  Dr.  Wilson  is  the 
first  female  chief  of  staff  in  the  hospi- 
tal’s 84-year  history. 

Sudher  K.  Khanna,  MD,  Wil- 
liamsport. recently  received  a rec- 
ognition award  for  his  outstanding 
volunteer  service  to  the  American 
Heart  Association.  Dr.  Khanna  also 
received  a certificate  of  appreciation 
for  his  work  in  hypertension  educa- 
tion. 

Arthur  Hayes,  MD,  Hershey,  has 
been  elected  president  of  the  Ameri- 
can Society  for  Clinical  Pharmacology 
and  Therapeutics.  Dr.  Hayes  will  be 
installed  next  March  and  will  serve 
this  year  as  president-elect.  He  is  a 
professor  of  medicine  and  pharmacol-' 
ogy  at  the  Hershey  Medical  Center. 

M.  Bruce  Viechnicki,  MD,  Allen- 
town, was  re-elected  president  of  the 
Lehigh  Valley  Obstetrical  and 
Gynecological  Society  at  its  May  meet- 
ing.  Also  elected  were:  Donald 
Kopenhaver,  MD,  Allentown,  vice 
president;  Joseph  Merola,  MD, 
Bethlehem,  secretary;  and  Carl  Lam, 
MD,  Emmaus,  treasurer. 

John  Helwig,  Jr.,  MD,  chief  of  car- 
diology service  at  the  Germantown 
Dispensary  and  Hospital,  Philadel- 
phia, has  been  elected  president  of  the 
Medical  Alumni  Society  of  the  Uni- 
versity of  Pennsylvania  for  a two-year 
term. 

Alberto  Adam,  MD,  Wayne,  profes- 
sor of  cardiology  at  Hahnemann  Medi- 
cal College,  was  honored  for  his  "ex- 
quisite technical  skills  as  a surgeon” 
by  the  Samuel  Hahnemann  Surgical 
Society.  A color  portrait  of  the  physi- 
cian was  presented  to  the  institution. 


GEISINGER  MEDICAL  CENTER 
Institute  for  Medical  Education  & Research 

presents: 

ANNUAL  POCONO  COURSE 
CLINICAL  DECISION  MAKING 
Aug.  8 - Aug.  12,  1979 
Pocono  Hershey  Resort 
White  Haven,  PA. 

Aug.  8 - AHA  C.P.R.  Certification  Course  (8  hrs.) 

Aug.  8 - 12  - Clinical  Diagnosis  & Treatment 
Sessions  8 A.M.  - 1 P.M. 

Approved  for  28  hrs.  of  Category  I 
P.M.S.  Credit 

Content  designed  for  physicians  in 
primary  care  practice  and  will  stress 
diagnostic  approach  to  commonly 
encountered  symptoms  and  signs. 

For  further  information  contact:  Ms.  Sharon  Hanley 

Program  Registrar 
Geisinger  Medical  Center 
Danville,  PA  17821 
717-275-6925 


How  To  Earn  Up  To 
9%%  Compound 
Interest — Guaranteed 
And  Free  From  Current 
Income  Tax. 

Learn  about  a modern  way  to  save  with  these  attractive  features: 

□ Interest  rates  up  to  9 Vn % — compounded  and  guaranteed  * 

□ Safety  of  principal.  Guaranteed  100%  return  of  capital. 

□ Pay  no  current  income  tax  on  interest. 

□ No  sales  charge. 

□ No  probate  in  the  event  of  death. 

To  receive  a complimentary  copy  of  our  booklet 
describing  this  attractive  savings  alternative,  simply 
mail  this  ad  or  call  G.  Thomas  Weber  (717)  233-5761. 

*Contract  issued  and  guaranteed  by  a major  life  insurance  company. 


Name 


Address 

City 

State  Zip 

Bus.  Phone 

Home  Phone 

Loeb  Rhoades 
Hornblower 

Attn:  G.  Thomas  Weber,  FIC 
P.O.  Box  1015 
212  Locust  St. 
Harrisburg,  PA  17108 
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BODy  CT/  NEURO  CT 

A TWO-PART  SYMPOSIUM  ON  COMPUTED  TOMOGRAPHY 

OCTOBER  10-12,  1979 

PRESENTED  BY  THE  DEPARTMENT 
OF  DIAGNOSTIC  RADIOLOGY 
AND  THE  PROGRAM  OF 
CONTINUING  EDUCATION 


UNIVERSITY  OF  MARYLAND 
SCHOOL  OF  MEDICINE 


BODy  CT 


PROGRAM 


NEURO  CT 


October  10,  morning 

Welcome — John  M.  Dennis,  M.D.,  and  Joseph  Whitley, 
M.D. 

Moderator:  Nancy  Whitley,  M.D. 

CT  of  the  Larynx  — Stephen  Cisternino,  M.D. 

CT  of  the  Pulmonary  Nodule  — Stanley  Siegelman,  M.D. 
CT  of  the  Mediastinum  and  Pleura  — Charles  Putman, 
M.D. 

CT  Scanning  of  the  Pancreas  — Ralph  Alfidi,  M.D. 

CT  Scanning  of  Kidneys  and  Adrenals  — Stanley 
Siegelman,  M.D. 

Comparative  Aspects  of  Ultrasound  and  CT  of  the 
Retroperitoneum  — Conrade  C.  Jaffe,  M.D. 

October  10,  afternoon 
Moderator:  Morgan  Dunne,  M.D. 

CT  of  the  Pelvis  — Nancy  Whitley,  M.D. 

CT  in  Musculoskeletal  Neoplasms  — Peter  Mueller,  M.D. 
Sequential  CT  Scanning  after  IV  Contrast  — Ralph  Alfidi, 
M.D. 


October  11,  afternoon 
Moderator:  Krishna  C.V.G.  Rao,  M.D. 

Functional  CT  Anatomy  — Mokhtar  H.  Gado,  M.D. 
Sensitivity  and  Specificity  of  CT  Scanning  in  Intracranial 
Neoplasm  — Sadek  K.  Hilal,  M.D.,  Ph.D. 

CT  in  Sellar  and  Parasellar  Lesions  — Fred  J.  Hodges, 

III,  M.D. 

Normal  and  Abnormal  CT  Anatomy  of  Intrasellar 
Structures  — Sadek  K.  Hilal,  M.D.,  Ph.D. 

October  12,  morning 
Moderator:  Richard  F.  Mayer,  M.D. 

CT  in  Stroke  — Irvin  Kricheff,  M.D. 

Intracranial  Anomalies  — Derek  C.  Harwood-Nash,  M.D. 

CT  in  Certain  Pediatric  Conditions  — Krishna  C.V.G. 

Rao,  M.D. 

Moderator:  Harvey  H.  Levine,  M.D. 

CT  in  Head  Trauma  — Pulla  R.S.  Kfshore,  M.D. 

CT  in  Degenerative  Brain  Disease  — Giovanni  DiChiro,  M.D. 
CT  in  Infection  — S.H.  Lee,  M.D. 


October  11,  midday:  Workshop  sessions  at  the  University  of  Maryland  Hospital  and  Johns  Hopkins  Hospital  will 
demonstrate  CT  diagnostic  activities  in  clinical  settings. 

Location:  INTERNATIONAL  HOTEL,  Baltimore-Washington  International  Airport. 

Pre-registration:  Early  pre-registration  by  mail  is  encouraged  since  conference  facilities  necessitate  limited 
enrollment.  Registration,  with  a $15  late  fee,  will  be  possible  on  a space  available  basis  at  the  International 
Hotel,  7:30  am,  October  10  and  10:00  am,  October  11.  ’ J 

Fee: 


Full  3-day  course: 

Body  CT  session  only: 
Neuro  CT  session  only: 


Residents,  Interns 

Physicians  and  Other  Professionals 

$200  $1 35 

$125  $ 80 

$125  $ 80 

The  total  registration  fee,  payable  in  advance,  includes  the  cost  of 
instructional  materials,  coffee  breaks,  lunches,  and  reception. 

Credits:  20  credit  hours  in  Category  I of  the  Physician's  Recognition 
Award,  American  Medical  Association,  for  the  entire  course. 

Supported  by  an  educational  grant  from  Pfizer  Medical 
Systems,  I nc . BP**  1 

W1  a*  V ' 
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Clinical  Application  of  Multiplanar  Reconstruction  in  CT 
of  the  Abdomen  — Conrade  C.  Jaffe,  M.D. 
Interventional  CT  — Peter  Mueller,  M.D. 

October  11,  morning 
Moderator:  Stephen  Cisternino,  M.D. 

Global  Abdominal  Anatomy  by  Ultrasound  and  Computed 
Tomography  — Morgan  Dunne,  M.D. 

Computed  Tomography  of  Trauma  — Edward  Druy.M.D. 
New  Developments  in  CT  Technology  — John  Perry 
The  Use  of  CT  in  Radiation  Therapy  Planning  — Ralph 
Scott,  M.D. 


October  12,  afternoon 
Moderator:  Thomas  B.  Ducker,  M.D. 

Computed  Tomography/Metrizamide  in  Evaluation  of 
Pediatric  Spine  — Derek  C.  Harwood-Nash,  M.D. 
CT/Metrizamide  in  the  Adult  Spine  — Mokhtar  Gado, M.D. 
Use  of  Metrizamide  and  Alternative  Methods  of  Evaluating 
Posterior  Fossa  Lesions  — Irvin  Kricheff,  M.D. 

Recent  Trends  in  Neuro-imaging  Modalities  — Giovanni 
DiChiro,  M.D. 

Moderator:  Giovanni  DiChiro,  M.D. 

Panel  Discussion 


Are  tax-exempt  bonds 
right  or  wrong 
for  you  just  now? 


As  a result  of  the  recent  tax  law’s 
reduction  in  capital  gain  taxes, 
serious  investors  are  finding  it  a 
good  idea  to  take  a fresh  look  at  their 
portfolios. 

This  may  be  the  time  to  consider 
the  merits  of  tax-exempt  bonds. 
Many  issues  offer  appealing  yields. 
However,  the  variations  in  quality  de- 
mand careful  study  since  they  run 
the  gamut  from  quite  safe  to  very 
risky. 

To  help  investors  determine  the 
correct  strategy  and  investment 
media  to  meet  their  individual  re- 
quirements effectively  and  on  a con- 


tinuing basis,  Pittsburgh  National 
has  developed  a dynamic,  highly 
flexible  technique  for  professional 
investment  management.  We  call  it 
"Disciplined  Response.” 

Many  men  and  women  have 
found  that  our  "Disciplined  Re- 
sponse" approach  offers  results  they 
could  not  obtain  on  their  own  or  from 
other  sources.  If  you’d  like  to  know 
more,  we’ll  be  glad  to  send  you  a 
copy  of  our  booklet,  “The  Pittsburgh 
National  Approach  to  Modern  In- 
vesting." There’s  no  obligation,  of 
course. 


Mr  Burton  S.  Holmes 
Trust  Division 
Pittsburgh  National  Bank 
Fifth  Avenue  & Wood  Street 
Pittsburgh,  Pa,  15222 

Please  send  me  a copy  of  your  free  booklet,  “The 
Pittsburgh  National  Approach  to  Modern  Investing 

Name 

Address 

City State Zip 
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PITTSBURGH’S  OLDEST  TRUST  COMPANY 


Physician  involvement  in  governance  of  hospitals 


These  guidelines  were  developed  by  the  American  Hospital  Associations  Committee  on 
Hospital  Governing  Boards  to  suggest  to  hospitals  ways  of  achieving  physician  participa- 
tion in  governing  board  activities  and  to  identify  the  decisions  that  must  be  made  in  doing 
so.  The  document  was  approved  by  the  Association’s  House  of  Delegates  on  February  1, 
1978. 


Background 

Physician  participation  in  the  gov- 
ernance of  health  care  institutions 
is  traditional.  The  organized  medical 
staff  s committee  structure  is  one  form 
of  physician  participation.  The  joint 
conference  committee  is  another 
well-tested  vehicle.  As  external  pres- 
sures on  the  institution  grew,  espe- 
cially during  the  past  decade,  ex- 
panded physician  involvement  was 
recognized  as  desirable.  A key  form  of 
involvement  is  physician  membership 
on  the  institution’s  governing  board. 
This  concept,  long  debated,  has  been 
endorsed  by  the  American  Hospital 
Association  in  its  guidelines  on  Gov- 
ernance of  Health  Care  Institutions, 
which  states:  "Where  legally  permis- 
sible, physicians  who  actively  practice 
in  the  community  and  who  are  mem- 
bers of  the  medical  staff  should  be  elig- 
ible for,  and  it  is  recommended  that 
they  be  accorded,  membership  on  the 
health  care  institution’s  governing 
board.  They  should  be  selected  for 
their  ability  to  assist  the  institution  in 
achieving  its  goals.  The  charge  to  the 
physician  should  be  the  same  as  that 
for  any  other  board  member.  Every 
member,  including  the  physician, 

[ ®1978  American  Hospital  Association, 
840  North  Lake  Shore  Drive,  Chicago, 
Illinois  60611.  Reprinted  with  the  per- 
mission of  the  American  Hospital  As- 
sociation. 


should  recognize  that  his  leadership 
must  be  directed  toward  assisting  the 
institution  in  providing  the  health 
care  services  needed  by  the  communi- 
ty that  the  institution  serves.”*  Simi- 
lar positions  have  been  adopted  by  the 
American  Medical  Association  and 
the  Joint  Commission  on  Accredita- 
tion of  Hospitals. 

In  1976,  the  American  Hospital  As- 
sociation conducted  a survey  among 
all  hospitals  that  included  several 
questions  dealing  with  membership  of 
physicians  on  hospital  governing 
boards,  their  voting  privileges,  and 
the  methods  used  in  their  selection  to 
serve  as  trustees.**  For  the  purposes 
of  these  guidelines  the  results  from 
investor-owned  hospitals  as  well  as 
those  from  state  and  local  gov- 
ernmental hospitals  will  not  be  ad- 
dressed because  of  the  wide  variation 
in  corporate  structures.  From  the 
2,900  (87  percent)  nongovernmental 
not-for-profit  hospitals  that  re- 
sponded, it  was  determined  that  29 
percent  had  the  medical  staff  presi- 
dent on  the  board  with  full  voting  priv- 
ileges, 20  percent  had  the  medical  staff 
president  on  the  board  without  voting 
privileges,  20  percent  had  other  medi- 
cal staff  officers  on  the  board  as  voting 
members,  6 percent  had  other  medical 
staff  officers  without  voting  privi- 
leges, 50  percent  had  nonofficer  medi- 
cal staff  members  on  the  governing 
board  with  voting  privileges,  and  2 


percent  had  nonofficer  medical  staff 
members  serving  without  voting  priv- 
ileges. At  least  77  percent  of  the  re- 
sponding hospitals  had  at  least  one 
member  of  the  medical  staff  serving  as 
a trustee.  Clearly,  irrespective  of  cate- 
gory, medical  staff  membership  on  the 
governing  board  is  a common  practice 
in  nongovernmental  not-for-profit 
hospitals. 

The  method  of  selecting  governing 
board  members  from  among  the  medi- 
cal staff  was  also  explored.  In  hospitals 
in  which  the  medical  staff  president  is 
a trustee,  46  percent  were  ex-officio 
trustees  by  reason  of  their  medical 
staff  office,  22  percent  were  elected  as 
trustees  by  the  medical  staff,  and  the 
rest  were  selected  through  other 
means.  For  other  medical  staff  officers 
who  serve  as  trustees,  the  greater 
number  were  ex-officio  trustees  by 
reason  of  their  medical  staff  office  (23 
percent),  followed  by  21  percent  being 
elected  as  trustees  by  the  medical 
staff,  and  15  percent  being  elected  by 
the  governing  board  itself.  Finally,  in 
42  percent  of  the  hospitals,  medical 
staff  members  other  than  staff  officers 
were  elected  by  the  governing  board, 
and  in  31  percent  they  were  elected  or 
appointed  by  the  hospital  corporation 
or  the  public.  Two  rarely  used  selec- 
tion methods  were  direct  appoint- 
ments by  the  officers  of  either  the  gov- 
erning board  or  the  medical  staff.  The 
survey  also  indicated  that  very  few  re- 
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spondents  (9  percent)  had  physicians 
on  the  board  who  were  not  members  of 
the  hospital’s  medical  staff. 

Last,  it  appears  that  the  trend  to- 
ward including  physicians  on  hospital 
governing  boards  is  growing.  Between 
1971  and  1976,  nongovernmental 
not-for-profit  hospitals  increased 
physician  participation  on  their  gov- 
erning boards  from  an  average  of  1.3 
physicians  to  an  average  of  2.1  physi- 
cians. 

Guidelines 

The  purpose  of  this  document  is  to 
suggest  ways  of  implementing  physi- 
cian participation  in  governing  board 
activities  and  to  identify  the  decisions 
that  must  be  made  in  doing  so. 

Before  implementing  any  procedure 
for  placing  physicians  on  the  govern- 
ing board,  health  care  institutions 
should  obtain  clearance  from  legal 
counsel  to  be  certain  that  there  are  no 
statutory  impediments  to  physician 
membership  on  the  governing  board. 

The  next  step  should  be  for  the  board 
to  determine  what  it  desires  from  such 
physician  participation.  It  should  be 
understood  that  physician  involve- 
ment and  medical  staff  representation 
on  the  board  are  not  the  same.  If  a 
member  of  the  medical  staff  is  to  be 
placed  on  the  board,  it  should  be 
clearly  recognized  that  the  individu- 
al’s primary  responsibility,  like  any 
other  member  of  the  governing  board, 
is  to  protect  the  interests  of  the  in- 
stitution and  the  community  it  serves 
and  not  those  of  any  particular  group. 
Physician  involvement  on  the  board 
can  be  achieved  through  a physician  or 
physicians  who  reside  in  the  commu- 
nity but  who  may  or  may  not  be  mem- 
bers of  the  institution’s  medical  staff. 

Going  beyond  physician  member- 
ship on  the  governing  board,  the  in- 
volvement of  members  of  the  institu- 
tion’s medical  staff  in  governance  is 
important,  and,  as  a consequence,  cer- 
tain procedural  questions  should  be 
addressed.  For  example,  will  an  officer 
of  the  medical  staff  participate  in  the 
deliberations  of  the  board  as  an  ex- 
officio  member,  and,  if  so,  is  the 
board’s  definition  of  an  ex-officio 
member  with  regard  to  voting  privi- 
leges clearly  understood?  Another 
consideration  is  that  the  terms  of  med- 
ical staff  officers  frequently  differ  from 
those  of  the  other  members  of  the  gov- 


erning board.  Thus,  the  terms  of  office 
for  both  bodies  may  be  aligned,  if  ap- 
propriate, for  the  sake  of  continuity. 

Having  answered  the  question  of 
the  type  of  physician  participation  de- 
sired, the  board  must  decide  on  the 
best  mechanism  for  identifying  and 
placing  the  physician  or  physicians  on 
the  board.  If  the  desired  result  is 
physician  involvement  regardless  of 
the  individual’s  relationship  to  the 
hospital’s  medical  staff,  such  individ- 
uals should  be  identified,  nominated, 
and  appointed  in  the  same  manner  as 
the  rest  of  the  board  members. 

Because  these  guidelines  deal  with 
ways  of  implementing  physician  in- 
volvement in  governance,  it  is  re- 
emphasized that  appointment  to  the 
governing  board  is  only  one  vehicle  for 
effecting  this  involvement.  In  addition 
to  governing  board  appointments,  a 
hospital  may  wish  to  involve  a greater 
number  of  physicians  in  other  areas  of 
the  process  of  governance. 

It  is  particularly  important  for  the 
governing  board  to  consider  carefully 
its  expectations  and  objectives  when 
determining  where  and  how  to  involve 
physicians  in  any  facet  of  the  process 
of  governance.  Several  mechanisms 
can  be  considered  foV  involving  physi- 
cians in  the  governing  process.  These 
include: 

• Exchange  of  medical  staff  and  gov-  ■ 
erning  board  minutes,  particularly 
between  the  respective  officers 

• Participation  of  physicians  on  gov- 
erning board  committees  in  addition 
to  the  joint  conference  committees 

• Invitations  to  medical  staff  officers 
to  attend  governing  board  meetings 
Finally,  the  governance  of  health 

care  institutions  should  be  looked  on 
not  only  as  the  act  or  process  of  deci- 
sion making,  such  as  establishing 
formal  policy,  goals,  and  objectives 
and  maintaining  high-quality  care,  | 
but  also  as  an  educational  process.  For 
example,  the  board’s  planning  com- 
mittee and  the  budget  or  finance 
committee  offer  excellent  oppor- 
tunities to  involve  physicians  in  an 
educational  exchange  concerning  the 
needs,  limits,  and  priorities  of  the  in- 
stitution. □ 


*Refer  to  Governance  of  Health  Care  Institutions  (AHA 
catalog  no.  GOOD  for  the  American  Hospital  Associ- 
ation’s position  on  all  aspects  of  hospital  governance. 
**  AH  A Special  Survey  on  Selected  Hospital  Topics,  1976. 
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For  years,  you’ve  developed  your  professional 
skills  and  your  practice.  Your  staff  consists  of 
top  professionals.  We  understand. 


We’ve  worked  with  the  Medical  Profession  in 
many  capacities.  With  this  experience,  we’ve 
developed  a complete  financial  and  patient  care 
computerized  accounting  system. 


We  both  know  there  are  many  similarities  in 
practices.  On  the  other  hand,  no  two  practices 
are  alike. 


Dx:  recurrent 
herpes  labialis 


0^ 


OTC. 

See  PDR 
for  Product 
Information. 


** 


HeRpecm-d, 


For  samples,  write  Dept.  D at: 


CAMPBELL  LABORATORIES,  INC. 

RO.  Box  812,  FDR,  N.Y.,  N.Y.  10022 

"Hercepin-L  " is  available  at  all  Rea  Et  Derick,  Thrift 
Drug  Stores  and  other  select  pharmacies. 


Therefore,  our  programs  have  been  designed  to 
permit  tailoring  to  your  specific  needs. 


Sound  unbelievable?  Why  not  call  us  and  see  for 
yourself?  Then  check  our  references. 


Comprehensive  financial  data?  Yes!  Why  not  for 
quality  of  care  too? 


Electronic  Data  Associates,  Inc. 

65  NORTH  5TH  STREET 
LEMOYNE  PA.  17043 
717-761-6752 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  Tract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Treatment  of  advanced  prostatic  cancer  with  flutamide 


Edgar  J.  Sanford,  MD 
Robert  R.  Bowditch,  MD 
Thomas  J.  Rohner,  Jr.,  MD 
C.  W.  Bardin,  MD 


It  has  long  been  known  that  reducing 
the  effect  of  androgenic  hormones 
results  in  atrophy  of  the  adult  pros- 
tatic epithelium.1  Numerous  methods 
of  hormonal  manipulation  have  been 
used  to  this  end  in  attempts  to  modify 
the  course  of  prostatic  carcinoma.  Es- 
trogens have  been  the  mainstay  of 
medical  therapy  for  prostatic  car- 
cinoma because  of  their  profound  sup- 
pression of  luteinizing  hormone  re- 
lease with  resultant  decreased  testos- 
terone production,  direct  anti-tumor 
effects,  and  direct  suppressive  effects 
on  the  testes.  Despite  the  known 
salutary  response  of  estrogens,  some 
clinical  studies  have  defined  a signifi- 
cant rate  of  side  effects  attributable 
to  DES  (diethylstilbestrol)  such  as 
fluid  retention,  thromboembol- 
ic phenomena,  gynecomastia,  and 
impotence.2 

Recently  a new  class  of  drugs  with 
anti-androgenic  properties  have  been 
developed  that  specifically  block  the 
effects  of  testosterone  at  the  cellular 
level.  Flutamide  (SCH-13521,  sup- 
plied by  Schering  Corp.,  Bloomfield, 
NJ),  originally  described  by  Neri,3  is 
one  such  drug  that  has  shown  promise 
of  being  an  effective  anti-androgen 
with  minimal  side  effects. 
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A double-blind  study  was  under- 
taken to  compare  the  effects  of 
flutamide  with  DES  in  patients  with 
previously  untreated  advanced  car- 
cinoma of  the  prostate.  In  addition,  pa- 
tients were  entered  into  an  open  study 
investigating  the  efficacy  of  flutamide 
in  patients  who  either  had  demon- 
strated intolerance  to  estrogen  ther- 
apy or  who,  after  completion  of  the 


Figure  la. 


Resolution  of  bilateral  ureteral  obstruction 


double-blind  study  and  because  of  sig- 
nificant cardiovascular  disease,  were 
felt  to  be  at  high  risk  to  develop  com- 
plications from  estrogen  therapy. 

Materials  and  methods 
The  double-blind  portion  of  this 
study  was  begun  in  February  1974, 
and  13  consecutive  patients  were  en- 
tered until  its  completion  in  August 


Figure  1b. 


after  treatment  with  flutamide. 


29 


TABLE  I 

Double-blind  study 


Nature  of  objective 

Subjectively 

Duration 

Major 

Patient  and  drug 

response 

stable 

(months) 

side  effect 

1.  flutamide 

— 

yes 

29 

— 

2.  flutamide 

resolution  ureteral  obst. 
resolution  chest  mets. 

— 

6 

— 

3.  flutamide 

reduction  size  of 
primary 

— 

26  + 

— 

4.  flutamide 

resolution  ureteral  obst. 

— 

17 

— 

5.  flutamide 

— 

yes 

25  + 

— 

6.  flutamide 

decrease  acid  phos. 

— 

13 

— 

7.  flutamide 

reduction  size  of 
primary 

— 

15  + 

— 

8.  DES 

reduction  soft  tissue 
mass 

— 

6 

pulm.  embolus 

9.  DES 

resolution  ureteral  obst. 
and  decrease  acid  phos. 

— 

3 

thrombophlebitis 

CHF 

10.  DES 

— 

yes 

6 

— 

11.  DES 

— 

yes 

3 

thrombophlebitis 

+ denotes  patients  remaining  on  drug 


1975.  All  these  patients  had  histologi- 
cally proven  adenocarcinoma  of  the 
prostate  with  metastases  and  no  pre- 
vious treatment.  One  patient  had  re- 
ceived 5,000  rads  to  the  prostate  one 
year  prior  to  entering  the  study. 

An  extensive  clinical  and  laboratory 
evaluation  of  each  patient  was  per- 
formed initially.  At  two-week  inter- 
vals the  patient  was  followed  with 
physical  examination  and  a complete 
blood  count,  acid  phosphatase, 
methemoglobin,  BUN,  creatinine,  al- 
kaline phosphatase,  SGOT,  SGPT, 
cholesterol,  FBS,  Ca,  P,  bilirubin,  uric 
acid  and  urinalysis.  Methemoglobin 
levels  were  obtained  because  of  the 
chemical-reducing  properties  of  the 
medication  which  could  result  in  sig- 
nificant levels  of  circulating 
methemoglobin.  At  three-month 
intervals  an  intravenous  pyelogram 
and  bone  survey  were  performed.  Most 
patients  also  were  followed  with  a 
technetium  polyphosphate  bone  scan 
at  periodic  intervals.  Informed  con- 
sent was  obtained  prior  to  entrance 
into  the  study. 

Patients  then  were  randomized  to 
either  low  (750  mg  daily)  or  high 
(1.5  gm)  dose  of  flutamide  or  DES  (1 
mg  daily)  to  be  administered  in  a 


double-blind  fashion  three  times  a 
day. 

At  the  end  of  the  12-week  double- 
blind study  the  investigator  had  the 
option  of  continuing  the  patient  on  his 
medication  if  a satisfactory  response 
was  evident.  If  serious  side  effects  de- 
veloped, the  drug  code  was  broken  and 
alternate  therapy  instituted.  At  the 
first  sign  of  disease  progression,  the 
patient  was  removed  from  the  study 
and  further  appropriate  treatment 
was  instituted.  Evidence  of  disease 
progression  included  increasing  acid 
phosphatase,  appearance  of  new 
metastases,  or  extension  of  existing 
lesions,  and  increase  in  bone  pain. 

Seven  patients  have  been  admitted 
to  the  open  study  since  August  1974. 
They  received  the  same  evaluation  as 
those  entered  in  the  double-blind 
study.  All  of  these  patients  received 
750  mg  daily  of  flutamide  in  three  di- 
vided doses. 

To  evaluate  the  results  of  both 
studies,  an  objective  response  was  de- 
fined as  subjective  improvement  plus 
one  or  more  of  the  following  objective 
findings:  1.  reversal  of  abnormal  IVP 
findings,  2.  reduction  of  soft  tissue 
metastases,  3.  return  of  acid  phos- 
phatase to  normal,  4.  reduction  in  size 


of  the  primary  tumor.  A patient  was 
judged  to  be  stable  if  no  alteration  was 
noted  in  objective  parameters  meas- 
ured, and  if  there  was  no  subjective 
change  in  the  patient’s  condition  for 
three  months  or  longer. 

Results 

Two  of  the  13  patients  admitted  to 
the  double-blind  study  could  not  be 
evaluated.  One  patient  immediately 
dropped  out  of  the  study  without  tak- 
ing the  medication.  The  other  patient 
died  in  another  hospital  one  month 
after  entering  the  study. 

The  1 1 patients  who  completed  the 
12-week  double-blind  study  (Table  I) 
ranged  in  age  from  52-79.  Four  pa- 


Dr.  Sanford  is  assistant  professor  of 
surgery  at  The  Milton  S.  Hershey  Medi- 
cal Center,  of  the  Pennsylvania  State 
University.  Dr.  Bowditch  is  in  the  medi- 
cal center's  division  of  urology,  headed 
by  Dr.  Rohner.  Dr.  Bardin  is  a professor 
of  medicine  and  chief  of  the  division  of 
endocrinology  at  Hershey.  This  study 
was  supported  in  part  by  Grant  No.  1 
P30  CAt 8450-01,  awarded  by  NCI.  and 
by  Grant  HD05276,  awarded  by  NICHD, 
HEW 
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Nature  of  objective 

TABLE  II 
Open  study 

Subjectively 

Duration 

Major 

Patient  and  drug 

response 

stable 

(months) 

side  effect 

1.  flutamide 

reduction  of  soft 

— 

32  + 

— 

2.  flutamide 

tissue  metastases 

yes 

5 



3.  flutamide 

— 

— 

— 

— 

4.  flutamide 

— 

— 

— 

nausea  and 

5.  flutamide 

decrease  acid  phos. 

_ 

7 + 

vomiting 

6.  flutamide 

— 

— 

4 

— 

7.  flutamide 

— 

yes 

10  + 

— 

+ denotes  patients  remaining  on  drug 

tients  received  DES  and  seven  re- 
ceived flutamide.  No  difference  was 
noted  in  response  or  side  effects  be- 
tween low  and  high-dose  flutamide. 
Objective  responses  occurred  in  two  of 
four  patients  on  DES  and  five  of  seven 
patients  on  flutamide  (Figures  la  and 
lb).  Disease  progression  recurred  at 
an  average  of  16  months  (range  6-29 
months)  on  flutamide;  however,  that 
figure  does  not  include  three  patients 
who  currently  are  taking  the  drug  at 
15,  25,  and  26  months,  respectively. 

Three  of  the  four  patients  taking 
DES  had  thromboembolic  disorders  or 
congestive  heart  failure.  One  patient 
had  thrombophlebitis  and  a pulmo- 
nary embolus  and  was  transferred  to 
the  open  flutamide  study  as  was  a sec- 
ond patient  who  developed  right  ileo- 
femoral  thrombosis  and  intractable 
congestive  heart  failure.  The  third  pa- 
tient had  his  DES  discontinued  after 
developing  deep  thrombophlebitis  in 
the  left  leg.  No  further  treatment  was 
instituted.  An  assessment  of  the  time 
before  disease  progression  cannot  be 
made  for  the  patients  on  DES,  since 
three  of  four  patients  had  their  DES 
stopped  because  of  side  effects.  Though 
no  statistical  conclusions  can  be 
drawn,  the  association  of  DES  with  the 
latter  complications  cannot  be  ig- 
nored. 

Five  of  the  seven  patients  in  the 
open  flutamide  study  (Table  II)  had 
been  changed  from  DES  therapy  fol- 
lowing thromboembolic  complications 
or  because,  in  the  investigator’s  opin- 
ion, intolerance  to  DES  might  be  an- 
ticipated. Two  of  these  seven  patients 
had  objective  responses  to  flutamide. 

Side  effects  of  gynecomastia  and 


breast  tenderness  were  noted  in  al- 
most all  patients,  with  little  difference 
between  those  on  flutamide  or  DES. 
Significant  methemoglobinemia  was 
not  seen  in  any  patient.  No  resolution 
of  metastatic  bone  involvement  was 
noted,  as  judged  by  normalization  of 
the  bone  scan.  One  patient  on 
flutamide  in  the  open  study  developed 
nausea  and  vomiting,  which  rapidly 
cleared  when  the  medication  was  dis- 
continued. 

Discussion 

Animal  experiments  have  shown 
flutamide  to  be  a highly  specific  an- 
tiandrogen in  inhibiting  growth  of 
the  prostate  and  seminal  vesicles.  It 
selectively  reduces  the  weight  of 
androgen-dependent  tissue  in  rats  and 
blocks  the  hypertrophic  effect  of  con- 
currently administered  testosterone 
in  castrated  rats.  At  the  cellular  level 
it  appears  that  flutamide  blocks  the 
binding  of  dihydrotestosterone  to  the 
nuclear  receptor.4  Based  on  these  ob- 
servations, it  is  proposed  that 
flutamide  blocks  the  androgen- 
dependent  growth  of  prostatic  car- 
cinoma in  man.  All  of  the  11  patients 
evaluated  in  the  double-blind  study 
either  demonstrated  an  objective  re- 
sponse or  remained  stable  for  the  ini- 
tial 12-week  period.  If  all  the  patients 
who  took  flutamide  were  pooled,  then 
7 of  14  displayed  an  objective  response. 
We  were  impressed  that  the  remis- 
sions obtained  with  flutamide  were 
comparable  to  those  described  for  es- 
trogen, both  in  quality  and  duration. 
Of  more  significance  is  the  lack  of  seri- 
ous side  effects  observed  in  our  study 
with  flutamide.  Other  published  clini- 


cal studies  noted  an  absence  of  serious 
complications  with  flutamide  thera- 
py.5-6-7  Sogani8  and  associates  also 
have  suggested  that  flutamide  may  af- 
ford further  palliation  following  re- 
lapse from  conventional  endocrine 
therapy. 

It  is  concluded  that  the  administra- 
tion of  flutamide  in  previously  un- 
treated patients  with  advanced  car- 
cinoma of  the  prostate  can  result  in 
objective  disease  remission  equal  in 
quality  and  duration  to  that  of  dieth- 
ylstilbestrol  without  undesirable  car- 
diovascular side  effects.  This  lack  of 
side  effects  in  those  patients  taking 
flutamide  make  this  drug  an  impor- 
tant addition  in  palliative  treatment 
of  prostatic  carcinoma,  a disease 
which  primarily  affects  elderly  pa- 
tients with  a high  incidence  of  car- 
diovascular disease.  □ 
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Treat  the  symptoms 
the  geriatric  patient 

apathy 
irritability 
forgetfulness 
confusion 


in 


CAPSULES 

' *4 

A gentle  cerebral  stimulant  ^ -'j 
and  vasodilator  for  the 


m 


geriatric  patient 


new  members 


ALLEGHENY  COUNTY: 

Evelyn  Sue  Berwick,  MD.  Internal  Medicine,  106  E Meyers  St..  Pittsburgh  15210 
Rajan  Bhandari,  MD,  Psychiatry.  9952  S Ct  #301,  Allison  Park  15101 
Jacob  E Cambotti,  Jr.,  MD.  General  Surgery,  W Penn  Hosp  , Pittsburgh  15224 
James  Levri,  DO,  Anesthesiology,  Northgate  E Rd  #4.  Apollo  15613 
Antonio  D Mallare,  Jr.,  MD,  General  Surgery.  McKeesport  Hosp  , McKeesport  15131 
Stephen  M Murphey,  MD.  Internal  Medicine.  3520  Fifth  Ave.,  Pittsburgh  15213 
Mary  A Portman,  MD.  Obstetrics/Gynecology,  Carlton  House  Hotel.  Pittsburgh 
15219 

Vicente  E Reyes,  MD,  Internal  Medicine,  2017  A Devonwood  Dr.,  McKeesport  15135 

BEAVER  COUNTY: 

Hunasagatta  C Nanjundaswamy,  MD,  Internal  Medicine,  994  Brodhead  Rd  , 
Coraopolis  15108 

BERKS  COUNTY: 

Jeffrey  R Alpert.  MD,  General  Surgery.  301  S.  7th  St.,  West  Reading  19611 
David  L Klawon,  MD,  Pathology.  1300  Old  Mill  Rd  , Wyomissing  19610 
Daniel  C Lyons,  MD,  Family  Practice,  1055  Deer  Run,  Reading  19606 
Alexander  T.  Massengale,  MD,  Obstetrics/Gynecology,  2002  Apple  Ct. . Wyomissing 
19610 

Paul  D Mitnick,  MD.  Internal  Medicine,  225  Vlg  Pine  Run,  Blackwood,  NJ  08012 

BLAIR  COUNTY: 

Jean  M Gilot,  MD,  Anesthesiology,  3009  2nd  Ave  , Altoona  16601 
Yoon  Hoon  Kim.  MD,  Psychiatry.  24  Locust  Ct.,  Hollidaysburg  16648 
Romulo  Q Parente,  MD.  Family  Practice,  104  Linwood  Dr  , Altoona  16602 
John  T Waibel.  MD.  Obstetrics/Gynecology.  2729  8th  Ave  , Altoona  16602 

BUCKS  COUNTY: 

Mitchell  M Greenspan,  MD  Internal  Medicine,  226  N Essex  Ave.,  Narberth  19072 
Kenneth  R Sladkin,  MD  Pediatrics,  53  Pinewood  Dr , Levittown  19054 

CAMBRIA  COUNTY: 

David  F Lawless,  MD,  Family  Practice,  331  Theatre  Dr , #1-C-21.  Johnstown  15904 

CHESTER  COUNTY: 

Isaac  Ti-Yuen  Tam.  MD,  Internal  Medicine,  Chester  Co.  Hosp..  West  Chester  19380 

CLARION  COUNTY: 

A Eugene  Marguglio,  DO,  Family  Practice.  Rimersburg  Med  Ctr.,  Rimersburg 
16248 

DAUPHIN  COUNTY: 

Judy  A.  Carhart,  MD,  Family  Practice,  Polyclinic  Med  Ctr . Harrisburg  17105 
Sambhu  N Kundu.  MD,  Obstetrics/Gynecology,  6343  Stephens  Crossing. 
Mechanicsburg  17055 

Ralph  A.  Lehman.  MD,  Neurological  Surgery.  Hershey  Med  Ctr . Hershey  17033 
Thomas  J.  Yucha.  MD.  Orthopedic  Surgery.  5013  Woodbox  Ln.,  Mechanicsburg 
17055 

DELAWARE  COUNTY: 

Joseph  L Eremus,  MD,  Orthopedic  Surgery,  724  Newtown  Rd  , Villanova  19085 
Joel  G Moranz,  MD,  Obstetrics/Gynecology,  2500  Edgemont  Ave  . Chester  19103 

ELK-CAMERON  COUNTY: 

Jow-Shone  Lee,  MD,  Pediatrics,  129  N Michael  St.,  St  Marys  15857 

ERIE  COUNTY: 

Ronald  L McCartney.  MD,  Radiology,  104  E Second  St.,  Erie  16507 
William  H.  Steinbrink.  MD,  Obstetrics/Gynecology,  140  W 2nd  St..  Erie  16508 


Each  CEREBRO  NICIN®  capsule 


contains: 

Pentylenetetrazole  100  mg. 

Nicotinic  Acid  100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCL  25  mg. 

I Glutamic  Acid  50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine  HCL 3 mg. 


AVAILABLE:  Bottles  100, 500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


HUNTINGDON  COUNTY: 

Richard  R DiDonato,  MD,  Radiology,  J C Blair  Mem  Hosp  , Huntingdon  16652 

LACKAWANNA  COUNTY. 

Romola  Karumbaya,  MD,  Neurological  Surgery.  Forum  Plaza.  Penn  Ave  , Scranton 
18503 

MERCER  COUNTY: 

Iftikhar  A Chata.  MD,  Family  Practice,  60  Mercer  Ave  , Sharpsville  16150 
Alfred  J Joseph,  MD,  Internal  Medicine,  89  Elm  Ave  . Sharon  16146 

MIFFLIN-JUNIATA  COUNTY: 

Michael  H Wimsatt.  MD.  General  Surgery,  Fourth  St  & Highland  Ave  . Lewistown 
17044 


Write  for  literature  and  samples 

(BROllWfcTHF  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  [PDB 


MONROE  COUNTY: 

Richard  S.  Latta,  DO,  Family  Practice,  1 Cathy  PI.,  Succasunna,  NJ  07876 

MONTGOMERY  COUNTY: 

Mario  A Ercole,  MD.  Psychiatry,  1534  Temple  Ave  , Pottstown  19464 
Robert  P Good,  MD.  Orthopedic  Surgery,  27  S Bryn  Mawr  Ave  , Bryn  Mawr  19010 
Peter  D Kent,  MD,  Orthopedic  Surgery,  S Broad  & Allentown  Rd  , Lansdale  19446 
Robert  J Lawlor,  MD.  Family  Practice,  114  Buckingham  Dr,  Rosemont  19010 
Frank  J.  Manfrey,  DO,  Obstetrics/Gynecology,  251  Iven  Ave  , Apt  2B,  St  Davids 
19087 

Khusal  D Mehta,  MD,  Pediatrics,  119  Jason  PI  , North  Wales  19454 
Ray  A Morganti,  MD,  Family  Practice,  2050  Old  Gulph  Rd..  Villanova  19085 
Jonathan  J Rogers.  MD,  Orthopedic  Surgery.  2059  Woodland  Rd.,  Abington  19001 
Michael  Saccar.  DO,  Family  Practice.  427  Main  St  Collegeville  19426 
Neil  H.  Shusterman,  MD.  Internal  Medicine,  101  Summit  Ln.,  #C-2,  Bala  Cynwyd 
19004 


NORTHAMPTON  COUNTY: 

Jeffrey  A Jahre,  MD.  Internal  Medicine,  801  Ostrum  St.,  Bethlehem  18015 
Hobert  F McEvoy,  MD,  Internal  Medicine,  84-49  168th  St..  Apt.  IV,  Jamaica, 
Queens,  NY  11432 

Anthony  V Tramuta,  MD,  Internal  Medicine,  104  S Second  St.,  Bangor  18013 


PHILADELPHIA  COUNTY: 

Delphine  B Bartosik.  MD,  Obstetrics/Gynecology,  623  S 26th  St  , Philadelphia 
19146 

Judith  B Bronstein,  MD,  Family  Practice,  3134  W Coulter  St.,  Philadelphia  19129 

Helene  J Casselli,  MD,  Family  Practice,  170  Levering  St.,  Philadelphia  19127 

Catherine  M Cole-Beuglet,  MD,  Radiology,  1015  Walnut  St.,  5th  FI  , Philadelphia 
19107 

Phyllis  M Connor,  MD,  Anesthesiology,  1025  Walnut  St  , Philadelphia  19107 

Joseph  M Corvasce,  MD.  Internal  Medicine,  1700  B Frank  Pkwy,  2307,  Philadelphia 
19103 

Gary  A Emmett,  MD,  Pediatrics,  705A  South  St.,  Philadelphia  19147 

Joseph  C Gallagher,  DO,  Orthopedic  Surgery.  2705  DeKalb  St..  Ste  101, 

Norristown  19401 

Marietta  L.  Galvez,  MD,  Anesthesiology,  785  Providence  Rd.,  G-203,  Lansdowne 
19050 

H.  Warren  Goldman.  MD,  Neurological  Surgery,  187  Summit  Ln.,  Bala  Cynwyd 
19004 

Leonore  C Huppert,  MD.  Obstetrics/Gynecology.  Med  Col  of  Penna.,  Philadelphia 
19129 


Alexander  Idiculla,  MD,  General  Surgery,  597  Hermit  St..  Philadelphia  19128 
Michael  L Kentor,  MD,  Anesthesiology,  125  Montgomery  Ave  , C2,  Philadelphia 
19004 


Yaroslaw  J.  Kolybabiuk,  MD,  General  Surgery,  4000  Gypsy  Ln.,  Philadelphia  19144 
Milton  B Levine,  DO,  Anesthesiology.  504  Haverford  Ave.,  Narberth  19072 
Anil  S Nerurkar,  MD,  Obstetrics/Gynecology,  230  N Broad  St.,  OBG  Dept  , 
Philadelphia  19102 

Robert  D Pelicata,  DO,  Family  Practice,  107  Mary  Wtrs  Ford  Rd..  Bala  Cynwyd 
19004 

Graham  E Quinn.  MD,  Ophthalmology,  288  Willow  Grove  Ave  , Philadelphia  19118 
Paul  S Raphael,  MD,  Physician  Medicine  & Rehabilitation,  234  Glen  PI. . Elkins  Park 
19117 

Himamshushekar  Sastry,  MD,  Anesthesiology,  4000  Gypsy  Ln.,  Apt  238, 

Philadelphia  19144 

David  S Schwartz,  MD,  Internal  Medicine,  2519  Waverly  St.,  Philadelphia  19146 
Fredric  T Serota,  MD.  Pediatrics,  401  S.  Taney  St.,  Philadelphia  19121 
Carol  R Sirken,  MD,  Radiology,  529  Prescott  Rd  , Merion  Station  19066 
Telechery  A Sudhakar,  MD,  Internal  Medicine,  250  N 13th  St.,  Philadelphia  19107 
Elizabeth  A Sun,  MD,  Internal  Medicine.  7016  Hazel  Ave  . Upper  Darby  19082 
Margaret  O Tsaltas,  MD,  Psychiatry.  1314  Prospect  Hill  Rd.,  Villanova  19085 
Robert  H Zeff,  MD,  Thoracic  Surgery,  222  Lankenau  Med  Bldg  , Philadelphia 
19151 

Joseph  B Zehner,  MD,  Orthopedic  Surgery,  7801  Spring  Ave  , Elkins  Park  19117 


VENANGO  COUNTY: 

Jowheri,  J Mullick,  MD,  Obstetrics/Gynecology,  176  E Bissell  Ave..  Oil  City  16301 
Satish  K.  Seth,  MD.  Internal  Medicine,  RD  #4.  Box  123,  Titusville  16354 


WASHINGTON  COUNTY: 

Harry  J.  Silvis,  MD,  Internal  Medicine,  540  Sugar  Maple  Circle,  Washington  15301 


WESTMORELAND  COUNTY: 

Ghazanfar  A.  Shah,  MD.  Radiology,  70  Lincoln  Way  East,  Jeannette  15644 
Dong  S.  Yoon,  MD,  Family  Practice,  Henry  Clay  Frick  Hosp  , Mt.  Pleasant  15666 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
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LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

UPO  NICIN'7300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 
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LIPO-NICIN® /1 00  mg. 

Each  blue  tablet  contains. 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 
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Surgical  approach  to  salivary  drooling  in  cerebral  palsy 


Nagmalli  Ramakrishna,  MU 
Bernard  I.  Cohen,  DDS,  MD 

Despite  the  progress  of  rehabilita- 
tion medicine,  victims  afflicted 
with  cerebral  palsy  continue  to  face 
difficulties  in  day-to-day  life.  When 
salivary  drooling  occurs  in  these  indi- 
viduals, it  incapacitates  some  of  them 
further.  It  also  impedes  their  learning 
skills  to  overcome  other  handicaps, 
since  great  concentration  is  required 
to  minimize  the  drooling. 

A physiological  approach  to  surgi- 
cally correct  drooling  in  these  patients 
was  first  described  in  1966  by  Theo- 
dore F.  Wilkie,  MD,  of  Vancouver, 
British  Columbia,  to  the  annual  meet- 
ing of  the  Northwest  Society  of  Plastic 
Surgeons.  In  1967,  he  published  his 
initial  experience  with  two  patients.1 
In  1970,  his  reported  experience  had 
increased  to  eight  patients  who  had 
been  followed  for  five  years.2  To  better 
appreciate  the  procedure  devised  by 
him,  an  understanding  of  the  reason 
for  drooling  in  cerebral  palsy  victims 
is  essential. 

Cause  of  drooling 

Defective  swallowing  has  been 
shown  to  be  the  main  cause  of  drool- 
ing. Using  cinematoradiographic 
techniques,  Dr.  Wilkie  has  shown  that 
in  normal  individuals,  the  anterior 
two-thirds  of  the  tongue  moves  up  to 
press  its  tip  and  sides  against  the  pal- 
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Sex 

1. 

15 

M 

2. 

8 

M 

3. 

18 

M 

4. 

18 

M 

5. 

17 
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6. 

20 

M 

7. 

19 

M 
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ate,  forming  a gentle  slope,  along 
which  materials  to  be  swallowed  pass 
to  the  oral  pharynx.1  Once  there,  the 
pharyngeal  and  esophageal  phases  of 
swallowing  occur.  In  cerebral  palsy 
patients,  the  movement  of  the  anterior 
two-thirds  of  the  tongue  is  defective,  in 
that  it  does  not  form  a gentle  slope,  but 
merely  moves  up  and  down  in  an  unco- 
ordinated manner.  Some  of  the  mate- 
rial to  be  swallowed  is  lost  as  drool. 
Some  of  it  passes  into  the  sublingual 
gutter  and  buccal  pouches;  the  mate- 
rial that  is  forced  into  the  oral  pharynx 
initiates  the  pharyngeal  and 
esophageal  phases  of  swallowing, 
which  occur  normally,  thereby  pre- 
venting aspiration.  Drooling,  there- 
fore, chiefly  is  due  to  uncoordinated 
movement  of  the  anterior  two-thirds  of 
the  tongue. 

Procedure 

Rerouting  the  salivary  secretions  to 
the  oral  pharynx,  the  region  of  normal 
swallowing,  was  the  obvious  approach 
to  the  problem.  As  parotid  gland  secre- 
tions constitute  the  major  portion  of 
saliva,  placement  of  its  duct  openings 
behind  the  anterior  fauces  was  the 
objective. 

Submandibular  salivary  gland  exci- 
sion is  necessary,  also,  as  experience 
has  shown  that  these  patients  con- 


TABLEI 

Results  at  St.  Francis  Hospital,  Pittsburgh 


tinue  to  drool  unless  this  is  done,  in 
spite  of  proper  posterior  placement  of 
the  parotid  ducts.  The  principle  used 
in  the  procedure  is  that  parotid  duct 
fistulas  are  self-perpetuating  in  na- 
ture. Secondly,  it  has  been  found  that  a 
strip  of  epithelium  buried  in  tissues 
tends  to  form  a tube.4  Bilateral  sub- 
mandibular salivary  gland  excisions 
are  first  made,  using  separate  inci- 
sions. The  parotid  duct  papilla  is  iden- 
tified next,  opposite  the  crown  of  the 
second  molar  tooth.  (See  Figures  la 
and  b,  2a.)  A mucosal  flap  then  is  out- 
lined in  the  lateral  wall  of  the  mouth, 
extending  in  the  anterior  to  the  lower 
lip  mucosa,  and  including  the  parotid 
duct  papilla  at  its  base.  This  flap  is 
then  raised,  including  the  submucosal 
tissues.  At  the  base  of  the  flap  care  is 
taken  to  avoid  injury  to  the  parotid 
duct  itself;  the  flap  is  carefully  dissect- 
ed out  from  the  peri  ductal  tissues.  A 
submucosal  tunnel  is  then  created 
from  the  base  of  this  flap  and  directed 
to  the  tonsillar  fossa  in  the  posterior. 
(See  Figures  2b,  c.)  The  tunnel  is  made 
superficial  to  the  pterygomandibular 
ligament. 

Upon  reaching  the  posterior  surface 
of  the  anterior  fauces,  the  instrument 
is  forced  through  the  mucosa.  A loop  of 
catgut  is  fed  into  it,  and  this  is  drawn 
retrograde  through  the  anterior  end  of 


Length 

Follow-up 

Date  of 

of  stay 

Post-op 

in  office 

operation 

(days) 

course 

(months) 

Results 

Nov.  '73 

7 

fever 

6 

excellent 

May  '75 

9 

swelling, 
fever 
first  day 

15 

excellent 

Jan.  '76 

6 

swelling 

3 

excellent 

June  '76 

8 

fever 
first  day 

2 

excellent 

July  '76 

7 

swelling 

4 

improvement 
about  90% 

Aug.  '76 

7 

swelling, 

2 

continues 

fever 

to  drool 

Aug.  '76 

6 

swelling 

2 

good 

Figure  la.  Radiograph  with  contrast  medium  present  showing  Figure  1b.  Normal  swallowing  mechanism  showing  lack  of  an' 

the  extensive  anterior  pooling,  and  inability  to  clear  the  mouth  of  terior  pooling  or  collection  of  contrast  medium, 

retain  secretions. 
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the  tunnel.  This  catgut  loop  is  then 
sutured  onto  the  upper  and  lower  an- 
terior ends  of  the  previously  raised 
mucosal  flap.  The  mucosal  flap  is  then 
guided  through  the  tunnel  with  the 
help  of  traction  at  the  pharyngeal  end 
of  the  catgut.  (See  Figures  2d,  3a  and 
b.)  On  reaching  the  posterior  opening 
of  the  tunnel,  the  flap  is  trimmed,  if 
necessary,  and  sutured  to  the  margin 
of  the  opening.  The  mucosa  of  the  side 
of  the  mouth  is  closed,  using  absorba- 
ble sutures,  taking  care  to  make  it 
watertight.  The  parotid  duct  papilla 
has  now  been  directed,  along  with  its 
mucosal  flap,  to  discharge  its  secre- 
tions posteriorly  through  the  tunnel. 
The  same  procedure  is  repeated  on  the 
other  side. 

Review  of  experience 

In  1970,  in  a follow-up  article  re- 
porting five  years’  experience,  Dr. 
Wilkie  detailed  eight  cases  of  salivary 
drooling  that  had  been  treated  by  the 
approach  outlined.  He  used  cinemato- 
radiographic  techniques  in  all  eight 
patients  to  study  swallowing,  and 
quantified  the  extent  of  drooling  in 
four  of  the  eight  by  using  pediatric 
urine  collection  bags  fastened  to  their 
chins.  He  reported  significant  im- 
provement in  all  eight  patients,  as 
noted  by  independent  observers  in- 
cluding rehabilitation  personnel, 
nursing  staff,  pediatricians,  and  par- 
ents. 

Complications  encountered  in  these 
cases  were  fistulas,  strictures,  or 
stenosis.  Two  fistulas  occurred  and 
were  corrected.  Experimentally,  he 
tubed  the  parotid  duct  extension  flaps 
on  one  side  in  all  eight  patients  and 
had  buried  them  as  strips  of 
epithelium  on  the  other  side.  It  was 
found  that  stenosis  occurred  in  five  of 
the  eight  parotid  duct  extension  flaps 
that  had  been  sutured  into  a tubular 
form  before  having  been  drawn 
through  the  tunnel.  No  stenosis  devel- 
oped in  the  eight  flaps  that  were  buried 
as  strips.  No  increase  in  dental  caries 
has  been  reported.  The  saliva,  post- 
operatively,  is  thick  and  ropey. 

Dr.  Wilkie,  and  his  associate,  Gary 
S.  Brody,  MD,  now  have  a series  of  123 
cases  and  a 10-year  follow-up  with  a 
success  rate  of  86  percent.4 

At  St.  Francis  General  Hospital, 
plastic  surgery  division,  Pittsburgh, 
we  have  treated  seven  patients  for 


Pterygomandibular 

ligament 


Stenson’s 

duct 


Tonsil 


Figure  2a.  Anatomic  landmarks. 


To  lower  lip  mucosa 


Figure  2b.  Extent  and  undermining  of  anterior  submucosal  flap  including 
the  duct  opening. 
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Figure  2c.  Creation  of  posterior  tunnel  submucosally,  anterior  to  perygomandibular 
ligament. 


Figure  2d.  Entire  flap  and  contained  duct  rotated  posteriorly  and  closure  of  both 
anterior  and  posterior  wounds. 


Figure  3a.  Preoperative  patient  with  con 
stant  wet  lips,  chin  and  shirt. 


Figure  3b.  Postoperative  patient  with  dry 
lips,  chin,  and  shirt,  yet  notice  that  the 
mucosa  is  not  totally  dry. 


Dr.  Cohen,  a plastic  surgeon  in 
Pittsburgh,  is  in  private  practice.  He 
also  is  on  the  medical  staff  at  St.  Fran- 
cis and  Western  Pennsylvania  Hospi- 
tals, Pittsburgh.  Dr.  Ramakrishna  is 
chief  resident  in  general  surgery  at  St. 
Francis. 


salivary  drooling  since  1973.  All  of  our 
patients  were  victims  of  cerebral 
palsy,  and  ranged,  intellectually,  from 
college  student  to  the  severely  men- 
tally retarded. 

Our  procedure  involved  rerouting 
the  parotid  ducts  with  bilateral  exci- 
sion of  submandibular  salivary  glands 
in  one  stage.  All  patients  had  pre  and 
postoperative  antibiotics.  Swelling 
and  early  postoperative  fever  were 
common  immediate  postoperative 
sequelae,  and  were  easily  treated.  The 
average  period  of  hospitalization  was 
seven  days.  (See  Table  I.) 

Our  follow-up  ranges  from  six  to  15 
months,  and  we  have  seen  no  infec- 
tions, fistulas,  or  stenosis.  Six  patients 
are  reported  to  have  significant  de- 
crease in  their  drooling,  as  observed  by 
family  and  nursing  personnel.  They 
are  continuing  to  do  well.  One  patient 
continues  to  drool  with  about  50%  de- 
crease in  the  quantity  of  drool.  This 
patient’s  parotid  ducts  were  re- 
positioned more  anteriorly  than  usual, 
as  his  buccal  mucosa  was  extremely 
friable  and  split  when  the  tunnel  was 
created. 

Addendum 

Since  the  paper  was  originally  pre- 
pared, seven  cases  have  been  per- 
formed, bringing  the  total  to  14.  The 
results  have  been  equally  gratifying, 
with  no  major  complications  and  ex- 
cellent control  of  drooling  in  6 of  7 pa- 
tients. □ 
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The'Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap To  make  this  case , the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary > is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy>,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  now  here  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  yoi 
know,  there  is  substantia 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery  - 
thromycin. The  record  oi 
drug  recalls  and  court 
actions  affirms  strongly  ( 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 


i 

FACT:  PMA  companies 
make  90  to  95  percent  oi 
the  drug  supply,  includ- 
ing, therefore,  most  of  th 
generics.  Drug  nomen- 
clature is  not  the  impor-  •• 
tant  point;  it’s  the  compc  , 
tence  of  the  manufac- 
turer and  the  integrity  ol 
the  product  that  count. 


Matters. 


YTH:  Generic  options  al- 
ost  always  exist. 

ICT:  About  55  percent 
prescription  drug  ex- 
mditure  is  for  single- 
iurce  drugs.  This 
eans,  of  course,  that  for 
llv  45  percent  of  such 
penditure,  is  a generic 
•escribing  option  avail- 
>le. 


YTH:  Generic 
escriptions  are  filled  with 
expensive  generics,  thus 
ying  consumers  large 
ms  of  money. 

CT:  Market  data  show 
I at  you  invariably 
i escribe — and  pharma- 
its  dispense — both 
land  and  generically 
Eieled  products  from 
i own  and  trusted 
mrces,  in  the  best  inter- 
i:  of  patients.  In  most 
r.ses  the  patient  receives 
i woven  brand  product, 
kings  from  voluntary 

► mandated  generic 

► escribing  are  grossly 
Higgerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


EWk 
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personnel  policies  in  writing 
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Geoffrey  T.  Anders,  JD,  CPA 


Most  physicians’  offices  have 
friendly,  informal  working  at- 
mospheres. To  maintain  this  and  to 
avoid  unnecessary  problems,  it  is  im- 
portant to  establish  certain  basic 
policies  and  communicate  them  to  the 
staff.  Too  many  physicians  ignore  this 
task  of  formulating  rules  and  ade- 
quately informing  the  staff  of  estab- 
lished policies.  These  failings  should 
be  remedied. 

Each  practice  must  evaluate  and  de- 
termine what  rules  would  serve  it 
best.  What  working  condition  policies 
should  be  established?  How  should  va- 
cation rights,  sick  leave,  compensa- 
tion, fringe  benefits,  and  holidays  be 
handled?  Once  these  decisions  have 
been  reached,  a writing  should  result. 
A copy  of  this  writing  should  be  given 
to  each  present  employee  and  to  each 
future  employee  at  the  beginning  of 
the  employment  relationship. 

Some  physicians  oppose  this  "im- 
personal” approach  while  others  are 
against  it  because  they  seek  "flexi- 
bility” in  dealing  with  employees.  But, 
lack  of  communication  is  a major 
problem  of  medical  practice  personnel 
management.  Without  written  pol- 
icies, feelings  of  discrimination  and 
inconsistency  can  develop  among  the 
staff.  It  is  important  for  the  staff  to 
know  that  fair  and  equitable  guide- 
lines have  been  established  and  will  be 
implemented. 

The  matter  of  sick  leave  is  a good 
example  of  where  problems  can  arise. 
Some  practices  continue  to  pay  a loyal, 
competent  assistant  for  many  months, 
not  knowing  when  to  stop  since  no  pol- 
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icy  had  been  established.  Often  the 
physicians  are  upset  that  the  situation 
is  continuing,  but  they  cannot  face  up 
to  telling  the  employee  that  the  salary 
will  cease.  The  assistant  is  delighted 
with  the  weekly  checks  but  worries 
about  when  they  will  stop.  It  is  fairest 
when  this  is  communicated  in  writing 
at  the  beginning. 

Another  illustration  of  the  useful- 
ness of  such  written  rules  is  in  the  area 
of  holidays.  For  example,  what  hap- 
pens if  a holiday  falls  on  a weekend? 
With  written  rules,  personal  and  prac- 
tice schedules  can  be  planned  and  un- 
necessary embarrassments  and  bad 
feelings  can  be  avoided. 

Such  a manual  can  also  clarify  the 
entitlements  (if  any)  of  part-time  em- 
ployees. 

Communicating  a practice’s  fringe 
benefits  is  another  excellent  use  of 
written  personnel  policies.  Medical  of- 
fice employers  tend  to  provide  gener- 
ous fringe  benefits.  The  practice 
should  take  maximum  advantage  of 
the  goodwill  these  engender  by  listing 
them  in  the  writing.  This  boasts  mo- 
rale and  fosters  a happy  and  loyal 
staff. 

Lastly,  written  policies  should  not 
disrupt  the  informality  and  personal 
relationships  that  exist  in  many  prac- 
tices. The  manual  can  be  given  to  the 
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staff  in  a friendly  fashion  with  the  ex- 
pressed intention  of  keeping  them 
fully  informed. 

Below  is  a suggested  personnel  pol- 
icy manual  which  should  serve  as  a 
useful  guide.  It  requires  adaptation 
since  each  practice  differs.  Doctors  or 
office  managers  should  view  it  as  a 
basis  for  developing  an  appropriate 
writing  for  their  own  practices. 

A.  B.  C.  MD  Associates 
Personnel  Policy  Manual 

This  manual  is  intended  to  provide 
you  with  an  understanding  of  the 
practice’s  and  your  respective  obliga- 
tions and  rights.  It  is  provided  in  an 
attempt  to  avoid  unnecessary  misun- 
derstanding and  confusion.  We  all 
hope  to  continue  working  together  in  a 
friendly  and  productive  setting.  Feel 
free  to  raise  any  questions  you  may 
have  as  they  arise. 

1.  Working  hours.  Our  basic 

hours  are  a.m.  to 

p.m.  on  Mondays  through 

Fridays.  Part-time  employees  will 
have  different  hours  by  pre- 
arrangement. We  expect  all  employ- 
ees to  be  on  time  each  day.  We  try  to 
close  the  office  on  time  each  day,  but 
occasionally  circumstances  call  for  one 
or  more  of  us  to  arrive  earlier  or  stay 
longer.  On  these  occasions  we  expect 
you  to  contribute  as  needed. 

2.  Lunch  hour.  One  hour  is  pro- 
vided for  lunch  for  all  full-time  em- 
ployees. We  will  arrange  this  to  assure 
proper  coverage  of  the  office.  Part- 
time  employees  are  entitled  to  a lunch 
break  of  shorter  duration  which  will 
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ARCHITECT 
OF  SLEEP 

DALMANE® 

(flurazepam  HCI)€ 

30-MG  AND  15-MG  CAPSULES 

SLEEP  LABORATORY  PROOF: 

□ significant  effectiveness  from  night  1 through  night  28  in  chronic  insomniacs 1 3 

Insomnia  is  often  transient  and  the  prolonged  administration  of  Dalmane 
seldom  necessary.  When  extended  therapy  is  required,  periodic 
blood  counts  and  liver  and  kidney  function  tests  should  be  performed. 

n no  insomnia  rebound  when  discontinued  after  14  consecutive  nights  of  use4 


Please  see  reverse  side  for  a summary  of  product  information.  < ROCHE 


The  model  of  hypnotic  evaluation  and  esff icao 

DALMANE 

(f  lurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — recommended  dosage 
for  elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI ),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective 
sleep  laboratory  data  have  shown  effective- 
ness for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often 
transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alertness(e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide, diazepam, and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  tri- 
mester of  pregnancy.  Dalmane,  a 
benzodiazepine,  has  not  been  stud- 
ied adequately  to  determine  whether 
it  may  be  associated  with  such  an 
increased  risk.  Because  use  of  these 
drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should 


almost  always  be  avoided.  Consider 
possibility  of  pregnancy  when  insti- 
tuting therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Not  recommended  for  use  in  persons  under 
15  years  of  age.  Though  physical  and 
psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated, 
limit  dosage  to  15  mg  to  reduce  risk  of  over- 
sedation, dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects 
with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  patients  who 
are  severely  depressed,  or  with  latent 
depression  or  suicidal  tendencies,  or  with 
impaired  renal  or  hepatic  function.  Periodic 
blood  counts  and  liver  and  kidney  function 
tests  are  advised  during  repeated  therapy. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  seda- 
tion, lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or 
overdosage,  have  been  reported.  Also 
reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkative- 
ness, apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint 


pains  and  GU  complaints.  There  have  also 
been  rare  occurrences  of  leukopenia, 
granulocytopenia,  sweating,  flushes,  diffi- 
culty in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness 
of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations, 
paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  and  elevatec 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum 
beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debili- 
tated patients:  15  mg  initially  until  respons 
is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

REFERENCES:  1.  Kales  A,  et  al:  Clin 
Pharmacol  Ther  18:  356-363,  Sep  1975. 

2.  Kales  A,  et  al:  Clin  Pharmacol  Ther  19: 
576-583,  May  1976.  3.  Dement  WC,  et  al: 
Long-term  effectiveness  of  flurazepam 
30  mgh.s.  on  chronic  insomniacs.  Presente 
at  the  15th  annual  meeting  of  the  Associa- 
tion for  Psychophysiological  Study  of  Sleei 
Edinburgh,  Scotland,  Jun  30-Jul  4,  1975. 

4.  Kales  A,  et  al:  J Clin  Pharmacol  17: 
207-213,  Apr  1977. 

ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


be  specified  on  an  employee  by  em- 
ployee basis. 

3.  Probationary  period.  All  em- 
ployees are  hired  on  a 90-day 
probationary  period.  An  employee  is 
not  considered  to  be  on  permanent 
status  until  successfully  completing 
this  evaluation  period.  There  will  be  a 
review  and  discussion  with  each  em- 
ployee as  the  end  of  the  90  days  ap- 
proaches. If  an  employee  does  not  fit 
into  our  work  patterns  and  relation- 
ships, we  feel  it  is  preferable  to  both 
parties  to  terminate  the  employment 
by  the  end  of  the  probationary  period. 
If  the  relationship  appears  satis- 
factory, we  prefer  to  say  so  openly  and 
to  discuss  the  job. 

4.  Termination.  After  the 
probationary  period,  we  will  provide 
at  least  two  weeks’  notice  or  two 
weeks’  salary  (as  separation  pay)  if 
dismissal  of  an  employee  should  be 
necessary.  You  are  similarly  expected 
to  give  at  least  two  weeks’  notice 
should  you  decide  to  terminate  your 
employment,  enabling  us  to  seek  a 
suitable  replacement  or  coverage. 
Please  note  that  unused  vacation 
and/or  sick  leave  days  are  not  nor- 
mally paid  for  upon  termination. 

Any  gross  violation  of  our  work 
rules  or  dishonesty  could  result  in 
immediate  discharge  without  notice  or 
separation  pay. 

5.  Confidentiality.  The  personal 
nature  of  our  work  demands  confiden- 
tiality. You  must  keep  any  informa- 


tion about  our  patients,  their  condi- 
tions, problems,  relationships  and  the 
like  absolutely  confidential.  This  is 
perhaps  the  most  important  rule  we 
have.  We  insist  that  you  respect  it  in 
spirit  and  in  fact. 

6.  Compensation.  All  employees 
are  paid  bi-weekly,  every  other  Fri- 
day, unless  other  arrangements  have 
been  made. 

Each  employee’s  work  performance 
will  be  reviewed  once  a year,  during 

the  month  of This  review 

will  include  a personal  discussion  of 
your  strengths  and  weaknesses  and 
your  suggestions  for  our  improve- 
ment. 

The  review  will  also  result  in  an  an- 
nual salary  adjustment  which  is  effec- 
tive on  each  

Please  do  not  request  or  expect 
salary  raises  at  other  times  of  the  year. 
Salaries  are  adjusted  only  on  the  basis 
of  merit  and  not  on  seniority,  cost-of- 
living,  or  the  like.  Furthermore,  we  do 
not  pay  bonuses  in  the  belief  that  your 
good  work  should  be  reflected  in  your 
salary. 

7.  Holidays.  We  close  the  office 
for  the  following  paid  holidays:  New 
Year’s  Day,  President’s  Day,  Good 
Friday,  Memorial  Day,  July  4,  Labor 
Day,  Thanksgiving  Day,  and 
Christmas  Day.  If  any  of  these  holi- 
days should  fall  on  a weekend,  we  will 
be  closed  on  the  nearest  weekday. 

Part-time  salaried  employees  (those 
working  regular  hours  and  paid  by  the 


week,  rather  than  by  the  hours 
worked)  will  be  entitled  to  pay  for  ab- 
sence on  holidays  falling  within  their 
regular  working  days,  but  not  for  holi- 
days falling  on  days  they  are  not 
usually  working.  Other  part-time  em- 
ployees will  not  receive  pay  for  holiday 
absences. 

8.  Vacations.  Each  full-time  em- 
ployee is  entitled  to  vacation  as  fol- 
lows: two  weeks  (10  working  days)  in 
each  calendar  year,  provided  full-time 
employment  began  before  July  1 of 
that  year;  but  no  more  than  one  of 
those  weeks  may  be  taken  before  three 
months  of  full-time  employment; 
three  weeks  (15  working  days)  in  each 
calendar  year,  provided  there  have 
been  five  years  of  continuous  full-time 
employment  by  July  1 of  that  year; 
four  weeks  (20  working  days)  in  each 
calendar  year,  provided  there  have 
been  10  years  of  continuous  full-time 
employment  by  July  1 of  that  year. 

Part-time  salaried  employees  are 
entitled  to  proportionately  less  vaca- 
tion time  depending  on  number  of  days 
and  hours  regularly  worked  and 
length  of  service.  Other  part-time  em- 
ployees are  entitled  to  no  paid  vaca- 
tion. 

Vacations  may  be  taken  at  any  time 
during  the  calendar  year  but  proper 
coverage  of  the  office  will  be  consid- 
ered before  granting  vacation  re- 
quests. To  schedule  vacations  and  of- 
fice coverage,  we  expect  requests  for 
vacation  to  be  made  at  least  one  month 
in  advance.  We  prefer  that  vacations 
be  taken  in  periods  of  at  least  one 
week. 

9.  Sick  leave.  Our  success  de- 
pends on  you  and  your  presence  on  the 
job.  We  provide  for  sick  leave  but  it  is 
to  be  used  only  when  absence  is  un- 
avoidable because  of  illness.  It  is  not  a 
"right”  to  additional  time  off,  it  is  not 
cumulative  from  year-to-year,  and  it 
will  not  be  paid  if  unused.  Apparently 
indiscriminate  use  of  sick  leave  will  be 
a factor  in  measuring  an  employee’s 
annual  salary  increase,  if  any. 

Each  full-time  employee  is  entitled 
to  the  following  paid  sick  leave:  10 
days  in  each  calendar  year,  provided 
there  has  been  12  months  of  full-time 
employment  (an  employee  is  entitled 
to  no  sick  leave  until  employed  full- 
time for  six  months  and  then  five 
days  sick  leave  until  employed  for  12 
months);  15  days  in  each  calendar 
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year,  provided  there  have  been  5 years 
of  continuous  full-time  employment 
by  July  1 of  that  year;  20  days  in  each 
calendar  year,  provided  there  have 
been  10  years  of  continuous  full-time 
employment  by  July  1 of  that  year. 
Any  additional  absence  because  of  ill- 
ness or  injury  must  be  treated  as  time 
off  without  pay. 

Part-time  salaried  employees  are 
entitled  to  proportionately  less  sick 
leave  depending  on  number  of  days 
and  hours  worked  regularly  and 
length  of  service.  Other  part-time  em- 
ployees are  entitled  to  no  sick  leave. 

To  be  granted  sick  leave,  you  or  a 
member  of  your  immediate  family 
must  call  the  office  with  information 
as  to  the  illness  each  morning 
promptly  at  9:00  a.m. 

10.  Other  absences.  Emergencies 
will  be  treated  on  an  individual  basis. 

Any  absences  from  work,  other  than 
as  permitted  by  our  rules,  will  be 
without  pay.  Unless  such  excess  ab- 
sences are  approved  in  advance,  they 
may  be  cause  for  termination. 

11.  Other  benefits.  (Use  as  appro- 
priate.) We  provide  free  medical  ser- 
vices for  you  and  your  immediate  fam- 


ily (your  spouse  and  your  children). 
This  includes  our  services  only  and 
does  not  include  any  other  doctor’s 
fees,  hospital,  etc. 

We  provide  group  medical  insur- 
ance through (name  carrier) 

for  our  employees.  You  will  become 
eligible  for  this  insurance  after  six 
months  of  employment  and  upon  your 
requesting  coverage.  We  will  then 
provide  you  with  an  explanation  of  the 
benefits  and  any  proper  enrollment 
card. 

We  provide  disability  income  insur- 
ance for  our  employees  under  age 

who  have  been  employed  for 

at  least  one  year.  This  insurance  pro- 
vides you  with  payments  of  $ 

per  month  after  a day  wait- 

ing period  in  case  you  are  unable  to 
work  because  of  illness  or  accident. 
Upon  your  request  when  you  become 
eligible  we  will  provide  this  coverage 
and  explain  the  benefits. 

We  maintain  a funded  retirement 
plan  (Keogh  Plan,  corporate  pension 
or  profit  sharing  plan)  for  all  doctors 
and  employees  who  have  been  em- 
ployed for  years  (months). 

We  will  provide  you  with  an  explana- 


tion of  the  plan  upon  your  request 
when  you  become  eligible. 

We  provide  a group  life  insurance 
policy  for  employees  who  have  been 

employed  for  at  least months. 

This  policy  provides  all  non-doctor 
employees  with  $ of  life  in- 
surance (plus  $ extra  in  case 

of  accidental  death).  Please  ask  for 
coverage  and  details  when  you  become 
eligible. 

Conclusion 

To  maximize  the  goodwill  value  of 
fringe  benefits,  provide  each  employee 
with  a "total  pay  statement”  to  accom- 
pany his  W-2  Form  in  January.  Each 
employee’s  figures  can  be  completed 
from  the  wage  records,  premium 
notices,  retirement  plan  figures,  etc. 

A statement  should  present  the 
form  as  notice  of  the  total  pay  and  ben- 
efits your  practice  has  provided  during 
the  past  year.  A breakdown  of  salary, 
social  security,  unemployment,  Blue 
Cross/Blue  Shield,  etc.  should  follow. 

The  total  pay  statement  helps  im- 
press upon  each  employee  that  the 
practice  is  providing  more  than  just  a 
paycheck.  C 


PRACTICE  MEDICINE 
NOT  MANAGEMENT 


The  Data-Med  Practice  Management  System  puts  a profes- 
sional partner  in  your  office.  It  is  a complete  means  of  han- 
dling the  clinical  and  financial  records  of  a modern  practice. 


If  your  office  is  victimized  by  slow  cash  flow,  multiple  entries  of 
the  same  information,  slow  turnaround  on  third-party  billing, 
etc.— the  Data-Med  system  is  prescribed.  Data-Med  was  de- 
signed by  a practicing  surgeon,  in  conjunction  with  data- 
processing  professionals.  If  follows  the  normal  work  patterns 
of  your  office. 


Data-Med's  mini-computer  fits  easily  into  your  office.  No  spe- 
cial programming  training  is  required  for  your  staff;  the  system 
is  designed  to  guide  your  personnel  through  all  needed  func- 


tions—RESULTS:  timely  completion  of  all  “paperwork”.  The 

etes  all  of  the  fol- 


Data-Med  system  automatically  comple 
lowing: 


Health  insurance  carrier  billing 
by  forms  or  electronic  media. 
Insurance  carrier  patient  information 
request  forms. 

Patient  receipts. 

Patient  appointment  notices. 

Patient  ledger. 

Patient  statements. 

Statistical  records  of  all  patient 
services. 

Daily  cash  flow  summaries. 

Analyses  of  practice  income. 


In  addition  to  patient  and  statistical 
information,  the  Data-Med  Practice 
Management  System  also  will  handle 
these  functions: 


I Doctor's  earnings  records 
I Payroll  records. 

I Government  reports. 

I Checkbook  register. 

I All  general  ledger  functions 
I Income  statements. 

I Balance  sheets 


CONTACT1  PROFESSIONAL  MANAGEMENT  SYSTEMS  • 103  Sunset  Avenue  • Harrisburg,  PA  17112 

(717)  652-3152  • (717)  569-8328 
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Freedom 
from  anginal 
fear 


Freedom 
from  anginal 
pain 


Angina 

freedom 

fighter... 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cardllate'  (erythrltyl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long-term  treatment  ot  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
/vith  large  doses 

Saution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Mthough  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
nisinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions. 

SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
ablet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
clacing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
emporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
berebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
rsually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
tdministration  of  analgesics. 

dild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

30SAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5,  10  and  15  mg 
iral/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral / sublingual  scored  tablets 
tlso  supplied  in  bottle  of  1.000 

Iklso  available:  Cardilate®-P  (Erythrityl  Tetranitrate  with  Phenobarbital)*  Tablets 
I Scored) 

•Warning — may  be  habit-forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


When  it 

comes  to  professional  lia- 
bility insurance,  doctors  have 
special  needs.  That's  why  there 
is  a special  company  like  us. 

Quite  frankly,  we're  not  in 
business  to  make  money.  We're 
committed  to  zero-profit. 

You  see,  PMSLIC  is  a 
physician-owned  and  oper- 
ated company  that  is  endorsed 
by  the  Pennsylvania  Medical 
Society.  In  fact,  all  but  two  of  our 
sixteen  member  governing 
board  and  all  members  of  our 
Underwriting  and  Claims 
Committees  are  physicians. 

This  means  we  understand 
what  you  want  in  liability  insurance.  It 
means  we  provide  both  claims-made  and 
occurrence  policies,  offer  an  appeal  mechanism  for 
premium  and  settlement  disputes  and  accept  quarterly  premiums 
on  annual  policies. 

Find  out  how  we  can  fill  your  professional  liability  needs.  Send  in 
the  coupon  today  or  call  (717)  774-4370. 


C 


PMSLIC 

Pennsylvania  Medical  Society 
Liability  Insurance  Company 

RO.  Box  303  • Lemoyne,  Pa.  17043 
Please  send  me  more  information  on  PMSLIC. 

Name 

Address 


classifieds 


PHYSICIANS  WANTED 

Psychiatrist — board-certified  or  board  eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  George  E.  Gittens,  MD,  Acting  Super- 
intendent, Clarks  Summit  State  Hospital,  Clarks  Summit,  PA 
18411,  (717)  586-2011. 

Emergency  physician  — immediate  opening  for  qualified  physi- 
cian, board-certified/eligible  in  emergency  medicine,  surgery, 
family  practice,  internal  medicine,  or  comparable  experience  in 
emergency  medicine.  Modern  community  hospital  emergency 
department:  full  departmental  status,  full  specialty  backup,  active 
pre-hospital  care  telemetry,  paramedics  and  EDNA  nurses.  Ex- 
cellent community,  good  schools,  recreational,  and  cultural 
facilities.  Competitive  compensation  and  benefits  package  ex- 
ceeding 70K  for  average  42  hour/week-10  months  a year 
Additional  income  available  for  extra  hours.  Send  C.V.  in  confi- 
dence to  Carlos  H.  Castellon,  MD,  Director  Emergency  Services, 
Lee  Hospital,  320  Main  St.,  Johnstown,  PA  15901,  (814)  535-7541, 
extension  170. 

Psychiatrists  and  Physicians — Board-certified  or  board  eligible. 
Pennsylvania  licensure  required.  Immediate  openings.  Excellent 
opportunity  to  work  in  developing  new  programs  in  a state  hos- 
pital. Salary  competitive.  Limited  housing  available.  Excellent 
fringe  benefits.  Forty  miles  east  of  Pittsburgh,  PA.  Call  (412) 
459-8000  or  write  to  Ray  Bullard,  MD,  Superintendent,  Torrance 
State  Hospital,  Torrance,  PA  15779.  An  Equal  Opportunity 
Employer,  M/F. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

Family  Medicine-Internal  Medicine  — Hospital  located  in  recre- 
ational heart-lands  of  Northwestern  Pennsylvania  has  immediate 
need  for  physicians  in  order  to  continue  and  expand  its  health 
care  delivery  to  the  people  in  its  service  area.  It  is  our  concern  to 
attract  someone  who  is  concerned  both  with  the  quality  of  medi- 
cal practice  and  with  the  quality  of  life  both  his  self  and  family 
would  want  to  lead.  Contact  Administrator,  B.J.  Carotenuto,  Port 
Allegany  Community  Hospital,  Port  Allegany,  PA  collect  1-814- 
642-2541. 

Department  of  family  medicine  — Thomas  Jefferson  University 
has  a position  for  an  individual  in  its  6 month  faculty  development 
program  beginning  Sept.  1,  1979.  Applicants  must  be  interested 
in  pursuing  a teaching  career  in  family  medicine.  Emphasis  is 
placed  on  the  planning,  implementation,  and  evaluation  of  vari- 
ous activities  required  of  faculty  members.  For  further  informa- 
tion, contact  Paul  C.  Brucker,  MD,  Co-Director  - Dept,  of  Family 
Medicine,  Thomas  Jefferson  University,  Faculty  Development 
Program,  1025  Walnut  St.,  Rm  1 19,  Philadelphia,  PA  19107.  (215) 
928-8363.  Equal  Opportunity  Employer. 


Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P O.  Box  192, 
Flourtown,  PA  19031. 

Part-time  ophthalmologist  position  for  fellow  or  retiring 
ophthalmologist  available.  Philadelphia,  PA.  Write  Department 
827,  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Director,  department  of  surgery  — major  teaching  hospital  with 
free  standing  approved  general  surgery  residency.  University 
teaching  affiliation  available.  Active  practice  potential  in  well- 
established  institution.  Reply  to  Search  Committee,  Episcopal 
Hospital,  Front  Street  and  Lehigh  Avenue,  Philadelphia,  PA 
19125,  (215)  427-7168.  Equal  Opportunity  Employer,  M/F. 

Emergency  Physician  — Direct  clinical  care  in  addition  to  super- 
vision & training  of  undergraduate  medical  students,  house  staff 
in  traditional  specialty  programs,  nursing  personnel  and 
paramedics.  Completion  of  approved  emergency  medicine  resi- 
dency or  3 years’  experience  in  emergency  medicine  or  board 
eligibility/certification  in  other  specialty  disciplines  required.  Po- 
sition will  rotate  to  provide  24  hour,  7 day  a week  coverage. 
Contact:  Joseph  A.  Zeccardi,  MD,  Thomas  Jefferson  University 
Hospital,  11th  & Walnut  Sts.,  Phila.,  PA  19107  (215)  928-6844. 
Affirmative  Action/Equal  Opportunity  Employer. 

Emergency  physicians  — enjoy  prosperous  small  town  life  with 
Washington  and  Baltimore  only  V/2  hours  away.  Full  and  part- 
time  positions.  75%  of  gross  with  guarantee.  Lovely  rolling  farm 
country.  Young  medical  staff.  Write  Mark  Feldman,  MD,  Waynes- 
boro Hospital,  Waynesboro,  PA  17268,  or  call  (717)  762-3131. 

House  Staff  Physician  — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $40,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

Industrial  physician  — for  a major  metals  manufacturing  division 
of  a Fortune  200  corporation  located  in  a beautiful  central  Penn- 
sylvania community.  Close  proximity  to  a major  university,  mod- 
ern (expanding)  hospital,  year-round  cultural  and  recreational 
activities.  Duties  include  care,  treatment,  and  follow-up  of  indus- 
trial injury/illness  cases;  pre-employment  and  subsequent  physi- 
cal examinations;  industrial  hygienic  inputs  and  recommen- 
dations on  respiratory,  audiometric  and  other  exposures;  work- 
men's compensation  costs  and  follow-up  controls;  and  supervi- 
sion of  all  medical  department  and  related  safety/health  ac- 
tivities. Salary  commensurate  with  experience;  excellent  fringe 
benefit  package.  Send  resume  to:  Department  825,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Emergency  physicians  for  six-man  department.  Background  in 
emergency  medicine,  family  practice,  medicine  or  surgery.  Mod- 
ern department;  600-bed  hospital;  congenial  group.  Clean  envi- 
ronment; good  schools;  five  colleges;  low  crime  rate.  Forty-two 
hour  week;  one  month  off;  salary  competitive.  Send  CV  to  Di- 
rector of  Medical  Affairs,  Saint  Vincent  Health  Center,  Erie,  PA 
16544. 
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Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121 M University  Place,  Pittsburgh,  PA  15213,  (412)  621  - 
9975. 

New  Jersey  — Ancora.  Immediate  openings  for  staff  psychiatrists 
and  staff  physicians  in  1000-bed  JCAH  and  AMA  accredited 
psychiatric  hospital  with  4 years  approved  residency  training. 
Affiliated  with  Temple  University  Hospital,  department  of 
psychiatry.  Located  30  miles  from  Atlantic  City  and  Philadelphia. 
Salary:  $31 ,457  to  $44,888.  Private  practice  after  duty  hours  per- 
mitted. Liberal  fringe  benefits  include  professional  liability,  Blue 
Cross,  Bide  Shield,  and  life  insurance.  Write  Max  C.  Pepernik, 
MD,  Medical  Director,  Ancora  Psychiatric  Hospital,  Box-A,  Ham- 
monton,  New  Jersey  08037,  or  call  (609)  561-1700. 

Physician  for  general  practice  office  in  Northeast  Philadelphia. 
Part  time,  hours  flexible.  (215)  335-2220. 


PHYSICIANS 

Assistant  Director  Associate  Director 

Ann  Arbor,  Michigan 

Excellent  opportunity  to  join  our  progressive  Clinical 
Research  staff  at  the  Assistant  or  Associate  Director  level. 
As  a Clinical  Research  physician,  you  would  plan,  design, 
implement  and  direct  clinical  research  programs  for  the 
evaluation  of  new  drug  entities.  To  assist  you,  we  have 
excellent  support  personnel,  including  field  representa- 
tives, librarians,  biostatisticians,  writers  and  systems 
analysts. 

Work  environment  affords  the  opportunity  to  keep  current 
in  a variety  of  therapeutic  areas  and  to  exchange  informa- 
tion with  colleagues  Our  modern  well-equipped  facilities, 
located  adjacent  to  the  University  of  Michigan  campus, 
were  designed  exclusively  for  research  and  development 

Positions  require  an  M.D  degree  with  board  certification  or 
board  eligibility  in  one  or  more  of  the  following  specialties: 
internal  medicine,  cardiology,  infectious  diseases,  or 
psychiatry.  Previous  experience  in  pharmaceutical  industry 
useful,  but  not  required.  We  offer  an  attractive  salary- 
benefits  package 

To  further  explore  these  professional  career  opportunities, 
please  forward  Curriculum  Vitae,  in  strict  confidence  to: 

D.J.  Garber 
Warner-Lambert 

Pharmaceutical  Research  Division 
2800  Plymouth  Road 
Ann  Arbor,  Michigan  48105 

An  Equal  Opportunity  Employer  M/F 


Warner-Lambert 


NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  1 91 06,  or  telephone  (21 5)  925-351 1 . 

Ob/Gyn  — excellent  opportunity.  Immediate  opening,  well- 
established  multi-specialty  group  in  central  Pennsylvania.  Full 
benefits  and  guaranteed  base  salary.  Enjoy  the  benefits  of  a rural 
setting,  one-half  hour  from  university  town.  Send  CV  to  Recruit- 
ing Physician,  P.O.  Box  687,  Philipsburg,  PA  16866.  Telephone 
(814)  342-5402. 

The  division  of  endocrinology  at  The  Milton  S.  Hershey  Medical 
Center  of  The  Pennsylvania  State  University  College  of  Medicine 
has  two  positions  available  at  the  assistant  professor  level  for  an 
individual  who  has  completed  an  endocrinology/metabolism 
fellowship  and  has  demonstrated  competence  in  laboratory  re- 
search. Apply  to:  division  of  endocrinology,  The  Milton  S.  Her- 
shey Medical  Center,  Hershey,  PA  17033  before  October  1, 1979. 
Nominations  will  be  considered  until  a qualified  candidate  is 
selected.  The  Pennsylvania  State  University  is  an  equal 
opportunity/affirmative  action  employer. 

Director  Emergency  Services  — for  prestigious  Phila.  hospital. 
Salary  to  low  50's.  Excellent  benefits.  40  hrs/week  average.  Send 
C.V.  or  call  Director,  Health  Care,  Roth  Young,  Inc.,  510  Walnut 
Street,  Phila.,  PA  19106,  (215)  627-4180. 

Family  Practitioner  — for  St.  Barnabas  Medical  Center,  a north 
suburban  Pittsburgh  outpatient  facility.  Ideal  location  to  live,  with 
excellent  schools,  recreation,  and  professional  development  op- 
portunities near-by.  Send  curriculum  vitae  to  Joseph  Hlinka,  St. 
Barnabas  Medical  Center,  Gibsonia,  PA  15044. 


POSITIONS  WANTED 

Board-certified  internist  — 31  years  old,  university  trained,  exten- 
sive clinical  experience,  holding  medical  school  appointment, 
seeks  practice  opportunity.  Write  Department  823,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Pediatrician,  30,  Pennsylvania  license,  two  years'  experience, 
Public  Health  Service.  Extensive  outpatient  experience,  general 
pediatrics  care,  newborn  through  age  17.  Seeks  to  associate  with 
group  of  clinic  practice  in  Philadelphia  area.  Available  February 
1 980  Write  Department  826,  Pennsylvania  Medicine,  20  Erford  Rd.. 
Lemoyne,  PA  17043 

Anesthesiologist  — Position  available  for  board  certified  or 
board  eligible,  184  bed  hospital  in  western  Pennsylvania.  Send 
curriculum  vitae  or  call  St.  Francis  Hospital  of  New  Castle,  S. 
Mercer  at  Phillips  St.,  New  Castle,  PA  16101,  412-658-3511.  J.S. 
Noviello,  President. 


FOR  SALE 

Extra  fine  professional  building  in  excellent  condition  and  medi- 
cal office  for  sale.  Rooms  available  for  additional  development  or 
apartments.  Four  bedrooms,  three  bathrooms  Three  car  garage. 
Situated  Danville,  PA.  Call  (717)  326-4557  or  (717)  322-9892. 

To  Rent  — three  new  beach  cottages.  Long  fall  and  winter  and 
spring  weekends  (or  weeks).  Oceanfront,  magnificent  view  sea  to 
sound.  Open  beach  for  miles.  Isolated.  Superb  surf  fishing.  Heat 
and  air  conditioning.  Four  to  five  bedrooms,  sleeping  10  to  12. 
Superbly  furnished,  except  linens.  Located  Avon,  North  Carolina, 
3V2  miles  north  of  Cape  Hatteras  Light.  Contact  V.  Cofer,  MD, 
5326  Edgewater  Dr.,  Norfolk,  VA  23508. 
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CONTINUING  EDUCATION 


Gynecologic  endocrinology/infertility  — A postgraduate  course, 
organized  and  conducted  by  faculty  of  Case  Western  Reserve 
University  School  of  Medicine,  and  by  guest  faculty,  to  be  held  at 
Saw  Mill  Creek  Lodge,  Huron,  Ohio,  on  October  26-28,  1979;  12 
Category  1 credits  or  ACOG  Cognates.  For  details,  registration 
forms,  etc.:  I.  Rothchild,  M.D.,  University  Hospitals  of  Cleveland, 
Cleveland,  Ohio  44106. 

Practical  Clinical  Endocrinology  — October  26,  27,  1979,  Inter- 
national Hotel,  Baltimore-Washington  International  Airport. 
Sponsored  by  the  University  of  Maryland  School  of  Medicine. 
Information  contact:  Program  of  Continuing  Education,  10  South 
Pine  St.,  Baltimore,  Maryland  21201,  (301)  528-3956. 


MISCELLANEOUS 

Literary  services  — patient  information  handbooks  and  practice 
policy  brochures  produced  for  your  particular  requirements. 
Copywriting,  editing,  revising  for  manuscripts  and  reports.  Illus- 
trating available.  Write  or  call  for  information:  mediaGraphics, 
P.O.  Box  3053,  Harrisburg,  PA  17105,  (717)  234-8908,  737-8847. 

Wanted  — old  ophthalmology  instruments,  books  or  eyeglasses. 
Charles  E.  Letocha,  MD,  Leader  Heights  Professional  Center, 
1946  Security  Drive,  York,  PA  17042.  Phone:  (717)  741-3864. 

Obstetrician-gynecologist  leaving  30-year  practice  with  two  hos- 
pital appointments  in  suburban  Philadelphia.  Write  Department 
828,  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 
17043. 


Part  Time  Faculty 

Family  Practice  Residency  Program 


Northeastern/Temple  family  practice  residency  program 
seeking  part  time  faculty  for  developing  metropolitan 
residency.  Community  based  program  includes  involvement 
with  Temple  University  Hospital,  Albert  Einstein  Medical 
Center  and  St.  Christopher's  Hospital  for  Children.  Board 
certification  or  recent  residency  graduate  preferred. 
Especially  good  opportunity  for  recent  residency  graduates 
starting  practice  who  desire  continued  teaching. 

Major  responsibility  would  be  as  preceptor  in  family 
practice  center.  Monday  through  Friday,  8 a.m.  - 5 p.m.,  or 
half  days  up  to  approximately  20  hours  per  week.  The 
above  institutions  are  equal  opportunity/affirmative  action 
employers. 


Direct  Inquiries  to: 

James  R.  MacBride,  MD 
Northeastern  Hospital 
2301  East  Allegheny  Avenue 
Philadelphia,  Pa.  19134 
(215)  427-6304  or  221-4600 


Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the  super- 
vision of  ten  physiatrists.  Three  year  program  and 
integrated  internship  residency  with  opportunity 
for  research  and  pursuit  of  special  interests  both 
in  medical  school  and  private  hospital  settings. 
One  year’s  credit  for  four  years  of  general  prac- 
tice experience  or  training  in  another  specialty. 
Stipends  from  $14,352  to  $16,432  depending  on 
qualifications.  We  will  pay  for  visits  in  selected 
cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


The  Second  Annual  Computerized 
Tomography  Course 

A Continuing  Education  Program 

presented  by 

The  Medical  College  of  Pennsylvania 
Wednesday,  October  3,  1979 
This  program  is  designed  to  update  physicians  in  two 
special  areas  of  Neurology  (cerebral  vascular  disease  and 
neuro-ophthalmology),  utilizing  the  computerized 
tomogram.  Emphasis  will  be  on  clinical  correlation  and  will 
be  of  interest  to  the  general  physician,  internist, 
neurologist,  neurosurgeon,  radiologist,  and 
ophthalmologist.  A panel  of  nationally  recognized  faculty 
with  rich  experience  in  these  areas  will  present  the  rational 
approaches  to  the  ordering  of  tests  and  selection  of 
appropriate  therapy. 

Fee:  $65.00  limited  registration 

Location:  Holiday  Inn/City  Line  and  Monument  Road/ 
Philadelphia 

Program  Director:  Jack  O.  Greenberg,  MD,  Professor  of 
Neurology,  The  Medical  College  of  Pennsylvania 
Approved  for  six  hours  of  credit  of  Category  1 towards  the 
Physicians  Recognition  Award  of  the  AMA. 

For  information  call  or  write: 

Office  of  Continuing  Medical  Education 
The  Medical  College  of  Pennsylvania 
3300  Henry  Avenue 
Philadelphia,  PA  19129 
(215)  842-7139 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death 


• Gonzalo  E.  Aponte,  Philadelphia;  Jefferson  Medical  College, 
1952;  age  49,  died  June  15,  1979.  Dr.  Aponte  was  chairman  of  the 
pathology  department  at  Jefferson  where  he  had  received  the 
Lindback  Foundation  Award  for  distinguished  teaching. 

• Joel  M.  Bockol,  Bristol;  College  of  Physicians  and  Surgeons  of 
Columbia  University,  New  York,  1957;  age  47,  died  July  22, 1979. 
Dr.  Bockol  was  the  attending  physician  in  orthopedic  surgery  at 
Lower  Bucks  Hospital. 

• Ellsworth  R.  Browneller,  Riverside;  Jefferson  Medical  Col- 
lege, 1948;  age  56,  died  July  17,  1979.  Dr.  Browneller  was  secre- 
tary of  health  under  former  Gov.  Shafer.  He  organized  and  became 
the  first  director  of  the  Center  for  Health  Services  at  Geisinger  and 
was  vice  president  of  public  programs  at  the  medical  center. 

• Clarence  W.  Lindeman,  Waynesboro;  Hahnemann  Medical 
College,  1935;  age  76,  died  June  12,  1979.  He  had  practiced  in 
Waynesboro  for  42  years. 

• Amos  V.  Persing,  Northumberland;  University  of  Cincinnati, 
1928;  age  76,  died  June  25,  1979.  Dr.  Persing  had  practiced  in 
Watsontown  and  served  on  the  medical  staff  of  the  Evangelical 
Community  Hospital,  Lewisburg. 

• William  E.  Shields,  Havertown;  Hahnemann  Medical  College, 
1942;  age  63,  died  June  16,  1979.  Dr.  Shields  was  a general  prac- 
titioner in  Drexel  Hill  for  almost  30  years. 

Arthur  S.  Covill,  Fairview  Village;  Temple  University  School  of 
Medicine;  age  29,  died  May  30,  1979.  At  the  time  of  his  death,  Dr. 
Coville  was  completing  his  residency  in  family  practice  in  Charles- 
ton, South  Carolina. 


Abelardo  Gonzalez,  Okland  Park,  Florida;  University  of  Penn- 
sylvania, 1921;  age  83,  died  June  29,  1979.  He  had  been  in  general 
practice  in  Croydon  for  47  years. 

Ernest  D.  Helmick,  New  Cumberland;  George  Washington  Uni- 
versity School  of  Medicine,  1952;  age  56,  died  July  4, 1979.  He  was 
chief  of  the  opthalmology  department  at  Polyclinic  Medical 
Center. 

Joseph  H.  Judd,  Monroeville;  Temple  University  School  of  Medi- 
cine, 1931;  age  71,  died  June  27, 1979.  Dr.  Judd  was  a surgeon  and 
proctologist  who  had  practiced  in  McKeesport  for  47  years. 

Roland  J.  McDonald,  Lebanon;  Georgetown  University  School  of 
Medicine,  1936;  age  70,  died  June  5,  1979.  He  was  a retired  staff 
member  of  the  Veterans  Administration  Medical  Center,  Lebanon. 

Ernest  D.  Shacklett,  Jr.,  Coatesville;  University  of  Texas  School 
of  Medicine,  1941;  age  62,  died  April  27,  1979.  Dr.  Shacklett  was 
director  of  the  Veterans  Administration  Medical  Center  in 
Coatsville  and  district  director  of  the  Veterans  Administration 
Medical  District  No.  4. 

Franklin  E.  Shuman,  Bloomsburg;  Hahnemann  Medical  College, 
1903;  age  99,  died  May  4,  1979. 

Paul  F.  Sterner,  Cresco;  University  of  Pennsylvania  School  of 
Medicine,  1918;  age  84,  died  May  22,  1979.  He  practiced  medicine 
in  Bethlehem  from  1921  until  1960 

Ralph  E.  Tafel,  Butler;  age  71,  died  May  19,  1979.  He  was  the 
chief  of  ob/gyn  at  St.  Margaret’s  Memorial  Hospital  in  Arsenal  for 
more  than  25  years. 

William  H.  Warrick,  Philadelphia;  University  of  Pennsylvania 
School  of  Medicine,  1926;  age  79,  died  May  20.  1979.  Dr.  Warrick 
was  a general  practitioner  for  more  than  50  years. 


Richard  H.  Flandreau,  Nether  Providence;  Cornell  University 
Medical  College,  1949;  age  56,  died  June  30,  1979.  He  was  presi- 
dent of  the  medical  staff  at  Riddle  Hospital,  Middletown. 


George  S.  Weinstein,  Greensboro,  North  Carolina;  Georgetown 
Medical  School;  age  67,  died  May  3, 1979.  A native  of  Philadelphia, 
he  entered  private  practice  in  Langhome  and  remained  there  for 
27  years. 


UPDATE  CARDIOLOGY 


“After  the  heart  attack  - what  next?” 
October  18-19,  1979 
Hershey  Motor  Lodge 


The  division  of  cardiology,  The  Pennsylvania  State  University  College  of  Medicine  at  The  Milton  S.  Hershey 
Medical  Center,  announces  a postgraduate  education  series  to  update  the  practicing  physician  in  current 
concepts  in  management  of  complications  of  myocardial  infarction,  and  initiation  of  a cardiac  rehabilitation 
program. 


Educational  meetings  will  be  half-day  sessions  to  allow  adequate  time  to  enjoy  the  family  activities  available 
in  the  Hershey  area. 


Guest  Faculty:  Drs.  Herbert  Benson,  Leonard  Dreifus,  Edward  Genton  and  Paul  Stein. 


Topics:  Anticoagulant,  antiplatelet,  antiarrhythmic  therapy,  as  well  as  exercise  and  stress  management. 


Registration  for  physicians  - $75 
Approved  for  10  hours  of  AM  A Category  1 Credit 

FOR  FURTHER  INFORMATION  CONTACT  / Sheila  Shochat  / The  Milton  S.  Hershey  Medical 
Center  / The  Pennsylvania  State  University  / Hershey,  PA  17033  / (717)  534-8898 


ore  prescribing,  please  consult  complete  product  information,  a 
nmary  of  which  follows: 

effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
onths,  has  not  been  assessed  by  systematic  clinical  studies.  The 
sician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
vidual  patient 

itraindications:  Tablets  in  children  under  6 months  of  age;  known 
ersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
open  angle  glaucoma  who  are  receiving  appropriate  therapy 
'nings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
ations  requiring  complete  mental  alertness  (e  g , operating  machinery, 
ing).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
e occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
lominal/muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  indi- 
lals  (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
disposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

L:  Advise  patients  against  simultaneous  Ingestion  of  alcohol  and  other 
5 depressants. 

of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convul- 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
, seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
iication;  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
jry  increase  in  frequency  and/or  severity  of  seizures 
CTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
tion,  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
ily.  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
II  veins,  i.e.,  dorsum  of  hand  or  wrist . use  extreme  care  to  avoid  mtra- 
rial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
■r  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
nmster  Valium  directly  I V,  it  may  be  injected  slowly  through  the  infusion 
ig  as  close  as  possible  to  the  vein  insertion 

minister  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
■ reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  con- 
stant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
session  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
: When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
; at  least  1/3,  administer  in  small  increments.  Should  not  be  administered 
atients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
I signs 


INJECTABLE  Although  promptly  controlled,  seizures  may  return;  readminister 
if  necessary;  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic,  have  necessary  coun- 
termeasures available.  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol.  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure; 
employ  general  supportive  measures,  I V fluids,  adequate  airway.  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500; 
Tel-E-Dose*  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10.  Ampuls,  2 ml,  boxes  of  10, 
Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (disposable  syringes).  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers.  and  1,5%  benzyl  alcohol  as  preservative 


Rcx;he  Laboratories 

Division  of  Hoftmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


ONLYVALIUM(diazepam) 


i precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
us  or  petit  mal  variant  status. 

1 drawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
.ed  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
i cle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
p3r  careful  surveillance  because  of  predisposition  to  habituation/ 
Eendence  Not  recommended  for  OB  use 

I acy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
ied  CNS  depression  observed  In  children,  give  slowly  (up  to  0.25 
Kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence;  can  be 
i :ated  after  15  to  30  minutes  If  no  relief  after  third  administration, 

: ropriate  adjunctive  therapy  is  recommended 

i:autions:  If  combined  with  other  psychotropics  or  anticonvulsants, 

: fully  consider  individual  pharmacologic  effects — particularly  with  known 
C pounds  which  may  potentiate  action  of  Valium  (diazepam),  / e , 
hothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
3js.  Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
c panying  depression  who  may  have  suicidal  tendencies  Observe  usual 
nautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
'i  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
runt  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
s' 2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
) ated) 


2-MG,  5-MG, 

10-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT®\ 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
10-ML  VIALS 


) 5 MG/ML 


GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXIBILITY 


PSYCHOTHERAPEUTIC 


SKELETAL  MUSCLE 
RELAXANTT 


"WAUUK 

(diazepam)0 

HAS  THESE  TWO 
DISTINCT  EFFECTS 


Please  see  preceding  page  fora  summary  of  product  information.  ^ROCf  >1 


£ 1 80 

F A COUNTWAY  LIB 
10  SHATTUCK  ST 


Matthew  Marshall,  Jr.,  M.D. 
130th  President 
Pennsylvania  Medical  Society 


FOR  EDITORIAL  AND  DESIGN  EXCELLENCE 


'Medicine 


Vol.  82,  No.  10  OCTOBER  1979 
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91% 

Causative  organism 
eliminated  at  7-day 
follow-up 
(50  of  55  patients; 

5 patients  did  not 
return  for  follow-up) 


Please  see  next  page  for  summary  of  product  information. 


91% 
success 
rate  7 days 

& 

multicenter 
studies 
involving 
L influenzae  & 
ipneumoniae 


85% 

Causative  organism 
eliminated  at  end  of 
14-day  treatment 
(51  of  60  patients) 


□ Low  incidence  of  diarrhea 
and  bronchial  superinfection. 

□ Gastrointestinal  and  derma- 
tological reactions  were  the 
most  frequent  side  effects  in 
the  study. 

□ May  be  used  in  patients 
allergic  to  penicillins  and 
cephalosporins. 

□ Convenient  b.i.d.  dosage 
encourages  compliance. 

□ During  therapy,  maintain 
adequate  fluid  intake.  Use 
cautiously  in  patients  with 
impaired  renal  or  hepatic 
function,  severe  allergy  or 
bronchial  asthma. 

Bactrim  is  indicated  in  acute 
exacerbations  of  chronic 
bronchitis  in  adults  when  in 
the  physician's  judgment  it 
offers  an  advantage  over  a 
single  antimicrobial  agent. 

tData  on  file,  Hoffmann-La  Roche  Inc., 

Nutley,  New  Jersey  07110 


ich  tablet  contains  160  mg  trimethoprim  and  800 mg  sulfamethoxazole 


BACTRIM  DS 
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Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coii,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that  initial  episodes  of 
uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacterial  agent 
rather  than  the  combination.  Note:  The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  influenzae  or 
Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an  advantage  over  other 
antimicrobials.  Limited  clinical  information  presently  available  on  effectiveness  of  treat- 
ment of  otitis  media  with  Bactrim  when  infection  is  due  to  ampicillin-resistant  Haemophilus 
influenzae.  To  date,  there  are  limited  data  on  the  safety  of  repeated  use  of  Bactrim  in 
children  under  two  years  of  age.  Bactrim  is  not  indicated  for  prophylactic  or  prolonged 
administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains  of 
Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it 
offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei  when  ant- 
ibacterial therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date,  this  drug 
has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were  immunosuppressed 
by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  pregnancy;  nursing  mothers; 
infants  less  than  two  months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL  PHARYNGITIS. 

Clinical  studies  show  that  patients  with  group  A /3-hemolytic  streptococcal  tonsillopharyngitis  have  higher 
incidence  of  bacteriologic  failure  when  treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but  occasional  interfer- 
ence with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with 
purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or 
jaundice  may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy  should 
be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function,  possible  folate  deficiency, 
severe  allergy  or  bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  deficiency, 
hemolysis,  frequently  dose-related,  may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin; 
reassess  coagulation  time  when  administering  Bactrim  to  these  patients. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia, leukopenia,  hemolytic  anemia,  purpura,  hypoprothrombinemia  and  methemoglobinemia.  Allergic 
reactions:  Erythema  multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and 
pancreatitis.  CNS reactions:  Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallu- 
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hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with 
sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND  ACUTE  OTITIS  MEDIA  IN 
CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections  — 1 DS  tablet  (double  strength),  2 tablets  (single 
strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 
Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media— 8 mg/kg 
trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses  for  10  days.  Use  identical 
daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine  clearance  is 
above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min,  use  one-half  the  usual  regimen. 
Bactrim  is  not  recommended  if  creatinine  clearance  is  below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for 
14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal 
doses  every  6 hours  for  14  days.  See  complete  product  information  for  suggested  children’s  dosage  table. 
Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg  sulfamethoxa- 
zole, bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  20  and  28.  Tablets,  each  containing  80 
mg  trimethoprim  and  400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  40.  Pediatric  Suspension,  containing  in  each  teaspoonful  (5  ml)  the  equivalent  of  40  mg 
trimethoprim  and  200  mg  sulfamethoxazole;  cherry  flavored— bottles  of  16  oz  (1  pint). Suspension,  contain- 
ing in  each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole, 
fruit-licorice  flavored— bottles  of  16  oz  (1  pint). 
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The  Society's  top  policymaking  body  will  meet  at  the  Penn  Harris 
Motor  Inn,  Camp  Hill,  November  1-3.  The  installation  of  Matthew 
Marshall,  Jr.,  MD,  Pittsburgh  urologist,  as  president  (see  page 
11),  and  nomination  and  election  of  other  officers  will  occur 
November  2 and  3.  Delegates  will  receive  materials  accepted  for 
consideration  prior  to  October  2 in  advance  of  the  opening  session. 
Materials  received  after  that  time  will  be  distributed  at  registration. 

All  resolutions,  recommendations,  and  reports  to  be  considered  by 
the  House  will  be  discussed  in  open  hearings  November  1,  beginning 
at  1:30  p.m.  Staggered  starting  times  for  the  hearings  will  permit 
delegates,  alternates,  and  all  interested  Society  members  to 
participate.  House  Speaker  D.  Ernest  Witt,  MD,  and  Vice  Speaker 
Donald  E.  Harrop,  MD,  urge  participation  by  all  members.  Seven 
reference  committees  will  consider  testimony  on  proposals,  which 
are  being  referred  according  to  these  general  subjects: 


Reference  Committee  A-Constitution  and  Bylaws-- 
1:30  p.m.,  Keystone  C Room 
Reference  Committee  B-Education  and  Science-- 
2:30  p.m.,  Keystone  B Room 

Reference  Committee  C-Health  Planning  and  Facilities-- 
4:30  p.m.,  Grand  Ballroom 
Reference  Committee  D-Legislation-- 
3:00  p.m.,  Keystone  D Room 
Reference  Committee  E-Medical  Economics-- 
2:00  p.m.,  Keystone  E Room 
Reference  Committee  F-Member  Services-- 
4:00  p.m.,  Keystone  A Room 
Reference  Committee  G-Reports  of  Officers-- 
3:30  p.m.,  Susquehanna  Room 

<ETY  OF  ISSUES  Delegates  will  act  on  a variety  of  proposals  at  the  1979  Annual 

OUSE  AGENDA  Session. 

Abortion  The  Council  on  Education  and  Science  has  reviewed  the  Society's 

position  on  abortion  and  is  recommending  changes.  The  review  re- 
evaluated the  clinical  accuracy  and  administrative  practicality  of 
PMS  policy.  The  proposed  policy  statement  does  not  change  the 
basic  philosophy  which  has  been  reaffirmed  for  the  past  12  years 
by  the  House  of  Delegates.  Resolution  79-2  calls  for  a referendum 
on  the  Society's  position  on  abortion. 


PMSLIC  The  Board  of  Trustees  proposes  that  the  House  of  Delegates  ratify 
the  Board's  action  to  eliminate  both  the  mandatory  and  the  special 
assessments  of  PMS  members  applying  for  coverage  from  the  Pennsyl- 
vania Medical  Society  Liability  Insurance  Company.  Resolution  79-6, 
concerning  the  makeup  of  the  PMSLIC  Board,  would  continue  the  current 
policy  on  election  of  the  company's  Board  of  Directors,  and  mandate 
that  at  least  three  members  of  the  PMSLIC  board  come  from  among  the 
Society's  top  officers. 


New  Committee  A standing  committee,  the  Advisory  Committee  on  Professionalism, 
is  proposed  by  the  secretary's  ad  hoc  committee  on  discipline. 

The  secretary  of  the  Society  would  chair  the  seven-member  committee, 
whose  six  other  members  would  be  appointed  for  staggered  two-year 
terms  by  the  president.  Details  of  the  proposal  appeared  in  the 
Official  Call  to  the  1979  Annual  Session,  which  was  published  in 
the  August  issue  of  PENNSYLVANIA  MEDICINE. 
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Medical  Ethics 


RESOLUTIONS  SPUR 
FURTHER  DEBATE 


'FUN  RUN’  SCHEDULED 
AT  ANNUAL  SESSION 


PITT  HEALTH  SCIENCES  HEAD 
NAMED  HEALTH  UNDERSECRETARY 


221  PHYSICIANS  FACE 
MEDICAL  BOARD  ACTION 


EMERGENCY  MEDICINE  RECEIVES 
SPECIALTY  RECOGNITION 


The  AMA  House  of  Delegates  in  July  referred  to  its  component  state 
societies  the  report  of  its  ad  hoc  committee  on  Principles  of  Medica 
Ethics,  which  has  been  studying  a revision  of  the  principles  pre- 
sented in  1977  to  the  AMA  House.  The  AMA  asks  for  a report  from 
the  component  societies  before  the  December  1979  Interim  Meeting  of 
the  AMA  House. 

The  House  also  will  consider  policy  proposals  on  the  physician's 
responsibility  to  nursing  homes  in  pronouncement  of  death,  the 
elimination  of  the  quackery  defense  fund,  the  relationship  of 
physicians  to  non-physician  health  care  practitioners,  and  multi- 
phasic  screening. 

Additional  resolutions  include: 

79-l--seeking  a pilot  program  on  any  national  health  insurance 
program  prior  to  its  implementation  nationally,  and  asking  AMA 
support  for  this  effort. 

79-3--calling  on  the  Nuclear  Regulatory  Commission  and  other 
government  authorities  to  give  assurances  that  nuclear  power  and 
waste  facilities  within  a 100  mile  radius  of  Lancaster  County 
satisfy  the  highest  possible  standards  of  safety. 

79-4--seeking  legislative  clarification  of  the  Podiatry  Act. 

7 9 -5 --publishing  a self-diagnostic  handbook  for  consumers. 
79-7--suggesting  future  sites  for  meetings  of  the  House  of  Delegates 
79-8--calling  attention  to  actions  by  Northwest  Pennsylvania 
Health  Systems,  Inc. 

79-9--opposing  a concept,  "1985  Proposal"  of  the  American  Nurses 
Association,  that  all  persons  applying  for  licensure  as  professional 
nurses  have  a baccalaureate  degree. 

Physicians  and  their  families  are  invited  to  participate  in  a 3.1 
mile  run  at  7 a.m.,  Saturday,  November  3.  An  alternate  two-mile 
course  also  will  be  available.  The  starting  point  is  the  front 
entrance  of  the  Penn  Harris  Motor  Inn.  LeRoy  Erickson,  director 
of  educational  activities,  has  details. 

Nathan  J.  Stark,  senior  vice  chancellor  for  health  sciences  at  the 
University  of  Pittsburgh,  has  been  named  undersecretary  for  health 
of  the  U.S.  Department  of  Health,  Education,  and  Welfare.  Chancello 
Wesley  W.  Posvar  said  he  would  be  granted  a leave  of  absence  to 
accept  the  position.  Stark  is  recognized  as  a leader  in  health 
education  and  health  care  delivery.  He  has  been  at  Pitt  since 
1974  and  oversees  six  schools:  medicine,  dental  medicine,  nursing, 

pharmacy,  health  related  professions,  and  public  health.  He  is 
president  of  the  University  Health  Center  of  Pittsburgh. 

The  Bureau  of  Professional  and  Occupational  Affairs  has  assigned  to 
hearing  officers  the  cases  of  221  Pennsylvania  physicians  who  have 
no  medical  malpractice  insurance.  The  Department  of  State  confirmed 
that  the  number  had  been  reduced  to  221  after  more  than  3,500 
suspension  notices  to  physicians  were  mailed,  as  reported  in  the 
April  1979  issue  of  PENNSYLVANIA  MEDICINE.  Incomplete  reporting 
by  insurance  companies  to  the  Office  of  Medical  Malpractice  Arbitra- 
tion was  corrected  when  proof  of  coverage  was  presented  by  physician 
In  hearings  held  so  far,  two  physicians  have  had  their  licenses 
suspended  until  they  obtain  coverage.  Four  other  physicians  have 
been  ordered  to  obtain  coverage  by  a certain  date  or  face  suspension 
The  State  Board  of  Medical  Education  and  Licensure  has  suggested 
legislative  or  regulatory  relief  for  physicians  with  limited 
practices . 

Emergency  medicine  joined  the  ranks  of  officially  recognized  medical 
specialties  September  21  when  the  American  Board  of  Medical  Specialt 
(ABMS)  voted  to  approve  the  American  Board  of  Emergency  Medicine 
(ABEM)  and  to  include  ABEM  in  the  membership  of  ABMS.  Emergency 
medicine  is  the  twenty-third  medical  specialty  to  achieve  this  level 
of  specialty  status. 
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Learning  from  our  neighbors 


In  November  1978,  we  examined  the  activities  of  the 
Maryland  Health  Services  Cost  Review  Commission 
(MHSCRC)  with  special  attention  to  its  successes  at  physi- 
cian fee  regulation.  It  has  become  increasingly  apparent 
that  government  agencies  are  sometimes  overzealous;  to 
produce  results,  they  have  exceeded,  on  occasion,  the  legis- 
lative intent  of  the  laws  that  created  them.  These  bureau- 
cratic excesses  have  necessitated  either  vigorous  negotia- 
tion efforts  or  judicial  intervention.  Surprisingly  in  Mary- 
land the  MHSCRC  has  narrowed  options  even  further.  The 
commission  returns  to  the  legislature  each  year  and  so- 
lidifies its  ever-expanding  power  base.  A favorable  press 
encourages  it. 

Although  intervention  and  regulation  of  hospital-based 
physicians’  fees  in  the  name  of  cost  containment  have  been 
challenged  in  court,  the  commission  has  been  active  in 
other  areas  of  hospital  finance.  The  commission  introduced 
the  program,  Guaranteed  In-Patient  Revenue,  based  upon 
the  prospective  reimbursement  idea.  Diagnosis  profiles, 
including  acceptable  diagnostic  tests,  length  of  stay,  etc., 
have  been  established.  A shorter  stay  and  fewer  tests,  i.e. 
less  spent,  allow  the  hospital  to  retain  fifty  percent  of  the 
profit;  a longer  stay  and  more  tests  over  the  benefits  pro- 
vided in  the  profile,  will  not  be  reimbursed  and  the  hospital 
must  absorb  the  loss.  This  approach  disturbs  physicians 
who  are  concerned  about  its  obvious  inequalities  in  cost 
controls  and  quality  of  care. 

Even  in  Indiana  where  a physician  is  governor,  the  rate 
review  system  includes  a similar  prospective  payment  pro- 
gram. This  18-year-old  system  is  linked  to  the  state’s  Blue 
Cross  program.  Comparison  studies  with  similar  hospitals 
in  states  without  rate  review  have  shown  that  Indiana’s 
hospital  costs  have  not  risen  so  fast  and  labor  expenses 
have  remained  much  lower.  Although  hospital-based 
physicians’  fees  are  not  regulated  directly,  methods  and 
procedures  can  bring  pressure  if  it  seems  that  a contract 
will  result  in  excessively  high  profits. 

In  January  of  this  year,  New  Jersey  hospitals  became  the 
newest  entries  in  the  prospective  reimbursement  market. 


Their  system,  diagnosis  related  groups  (DRGs),  is  virtually 
the  same  as  the  Maryland  program.  Initially  participation 
was  voluntary,  but  mandatory  participation  is  expected 
sometime  this  year. 

By  late  1978,  seven  states  had  adopted  some  form  of  rate 
review  program.  Probably  the  trend  will  continue  and  more 
states  will  follow  suit. 

The  public’s  outcry  over  the  high  cost  of  medical  care  is 
one  likely  cause  for  starting  rate  review  but  complimentary 
press  coverage  is  proliferating  and  even  expanding  it.  Rate 
review  commissions  naturally  emphasize  their  achieve- 
ments by  presenting  the  most  favorable  figures  and 
statistics.  Any  rebuttals,  clarifications,  refinements  or  de- 
nials from  their  opponents  are  dampened  by  the  seemingly 
virtuous  agency.  Of  all  the  rate  review  commission,  the 
Maryland  commission  seems  to  be  the  most  vigorous  in  its 
attempts  to  control  the  cost  and  practice  of  medicine. 

Is  it  in  the  public  interest  to  have  medicine  practiced  by 
"diagnosis  related  groups”  and  reimbursement  based  on 
"guaranteed  in-patient  revenue”?  Medical  care  cannot  be 
practiced  that  conveniently. 

Today,  we  are  faced  with  real  and  imposing  needs  to  use 
our  resources  carefully  and  to  eliminate  waste  in  all  facets 
of  our  lives.  No  one  wants  to  await  the  future  with  an  empty 
gas  tank.  Continued  extravagance  in  health  care  can  only 
provide  the  justification  for  further  government  interven- 
tion. The  empty  gas  tank  equivalent  in  medical  care  will  be 
the  confines  of  the  prospective  payment  and  physician  fee 
regulation.  The  stringent  diagnosis  profiles  will  dictate  the 
delivery  of  health  care.  Gone  forever  will  be  the  private 
sector  in  medicine. 

We  had  better  attempt  the  efforts  of  a voluntary  system 
Holding  back  our  voluntary  participation  may  allow  the 
government  to  regulate  the  practice  of  medicine.  Everj 
physician  has  an  obligation  to  support  the  voluntarj 
effort — not  because  it  is  in  his  best  interest,  but  because  it 
represents  the  best  interest  of  the  American  public. 

David  A.  Smith,  ME 
Medical  Editor 
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The  Upjohn  Company 
announces 

anew 
indication  for 

Motrin 

(ibuprofen) 


Mr.R.M3'"5 

Motrin  4f 
ibuprof^ 

One  (1)  ' 
as  nec<?'" 


70  The  I Ininhn  C' nmn-ira 


Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuprofen,  Upiohn 


TABLETS 


mg 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin"  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm : Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

’'Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,’  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


obituaries 


• Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death  : 

• Kenneth  E.  Appel,  Ardmore;  Harvard  University  Medical 
School,  1924;  age  83,  died  August  27, 1979.  Dr.  Appel  was  a former 
president  of  the  American  Psychiatric  Association.  Dr.  Appel 
played  a major  role  in  expanding  psychiatric  research  in  the 
United  States  and  abroad. 

• Edward  D.  Atlee,  Ardmore;  University  of  Pennsylvania  School 
of  Medicine,  1923;  age  80,  died  August  8,  1979.  Dr.  Atlee  had 
practiced  pediatrics  in  Ardmore  since  1927  and  had  served  as  a 
staff  member  and  consultant  in  pediatrics  at  Bryn  Mawr  Hospital 
for  51  years. 

• Paul  L.  Barclay,  Jr.,  Erie;  Temple  University  School  of  Medi- 
cine, 1944;  age  59,  died  August  2,  1979.  Dr.  Barclay  was  instru- 
mental in  founding  the  Parents  of  Diabetic  Children  and  a summer 
camp  for  diabetic  children. 

• Frederick  W.  Bode,  Pampano  Beach,  Florida;  University  of 
Pittsburgh  School  of  Medicine,  1911;  age  92,  died  August  15, 1979. 
Dr.  Bode  practiced  for  many  years  in  Pittsburgh  as  an  ear,  nose 
and  throat  specialist. 

• Lester  M.  Freedman,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1935;  age  66,  died  August  12, 1979.  Dr.  Freed- 
man was  chief  radiologist  at  the  Harmarville  Rehabilitatior 
Center. 

• Thaddeus  S.  Gabreski,  Oil  City,  Thomas  Jefferson  Medica 
College,  1938;  age  66,  died  July  16,  1979.  Dr.  Gabreski  had  beer 
serving  on  the  emergency  room  staff  at  Oil  City  Hospital. 

• Herman  A.  Gailey,  Jr.,  York;  Johns  Hopkins  University,  1946 
age  57,  died  August  4, 1979.  Dr.  Gailey  had  been  a 25-year  membei 
of  the  staff  at  York  Hospital  where  he  was  a past  chief  of  orthopedic 
surgery. 

• Martin  J.  Hannigan,  Monongahela;  Thomas  Jefferson  Medica 
College,  1923;  age  82,  died  July  22,  1979.  Dr.  Hannigan  was  ai 
industrial  physician  at  the  Donora  Zinc  Works  of  the  Americar 
Steel  Wire  Company. 

• George  J.  Jones,  New  Castle;  Temple  University  School  o 
Medicine,  1939;  age  66,  died  August  18,  1979.  Dr.  Jones  practicec 
in  New  Castle  and  was  a member  of  the  staffs  of  Jameson  Memoria 
and  St.  Francis  hospitals. 

• Austin  L.  Kimble,  Wallingford;  Hahnemann  Medical  College 
1927;  age  79,  died  July  31,  1979.  Dr.  Kimble  had  practiced  for  3r. 
years  in  Havertown. 

• Joseph  Levit,  Philadelphia;  Temple  University  School  of  Medi 
cine,  1921;  age  87,  died  July  12,  1979.  Dr.  Levit  had  practiced  ii 
Philadelphia  for  60  years. 

• Peter  A.  Olivero,  Harleysville;  University  of  Puerto  Rico  Schoo  , 
of  Medicine,  1956;  age  54,  died  July  18,  1979.  Dr.  Olivero  had  beei 
the  director  of  professional  information  at  Merck,  Sharp  anc 
Dohme. 

• Charles  E.  Weaver,  Manheim;  Hahnemann  Medical  College 
1930;  age  76,  died  July  19,  1979.  Dr.  Weaver  had  been  a famil 
practitioner  for  47  years.  In  1972  he  was  awarded  the  "Outstand 
ing  Service  to  Humanity  Award”  by  Elizabethtown  College. 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


newsfronts 


Matthew  Marshall,  Jr.  MD  installation  set 


Matthew  Marshall,  Jr.,  MD,  on  the 
eve  of  his  installation  as  Pennsylvania 
Medical  Society  president,  said  he 
hopes  to  lead  the  Society  in  the  build- 
ing of  bridges  during  his  term  of  office. 

The  Pittsburgh  urologist  said  his 
first  priority  as  president  will  be  the 
fulfillment  of  PMS  policy,  "This  is  my 
clear  pledge — to  serve  the  member- 
ship according  to  the  policy  estab- 
lished through  our  democratic  proc- 
esses. To  do  this  I have  planned  my 
time  for  the  next  12  months  so  that  I 
can  fulfill  my  duties  as  president  and 
maintain  my  practice  without  time 
conflicts,”  he  said. 

The  bridges  Dr.  Marshall  hopes  to 
build  would  lead  to  other  organized 
forces  in  society. 

"We  physicians  have  more  in  com- 
mon than  we  realize  with  the  black 
community,  organized  labor,  and  wel- 
fare rights  groups,”  he  said.  "I  propose 
that  we  actively  explore  ways  to 
bridge  our  differences  and  find  com- 
mon ground.” 

Initially  Dr.  Marshall  suggests  in- 
formal meetings  with  leaders  of  such 
groups  to  test  the  validity  of  his 
theory. 

"Consumers  must  have  confidence 
in  physicians  if  health  planning  is  to 
succeed.  Physicians  know  what 
Health  Systems  Agencies  need  to 
know  to  make  decisions  so  that  bene- 
fits flow  in  the  most  effective  way.  If 
they  are  convinced  that  input  will  be 
in  their  interest  rather  than  in  physi- 
cians’ self  interest,  consumers  will 
welcome  guidelines  from  physicians 
on  the  quality  of  medical  care,”  he 
said. 

"I  believe  it  will  be  more  productive 
for  medicine  to  go  full  speed  ahead 
doing  the  right  things  to  gain  such 
confidence  from  the  public  than  to  crit- 
icize documents  prepared  without  ad- 
equate input  from  practicing  physi- 
cians.” 

Dr.  Marshall  regards  increased 
physician  activity  on  hospital  boards 
of  trustees  as  important  to  the  health 
care  cost  containment  effort. 

He  said,  "Physicians  account  for  60 
to  70  percent  of  hospital  costs,  and 
must  participate  in  the  decisions  made 


by  every  hospital  board  and  commit- 
tee, as  recommended  by  the  American 
Hospital  Association. 

"Hospital  boards  are  required  to 
have  members  who  represent  the  dem- 
ographic composition  of  the  patients 
the  hospital  serves.  Hospital  costs  are 
complex  and  both  physicians  and 
other  board  members  must  have  suffi- 
cient opportunities  for  education 
about  the  problems  of  hospital  costs 
and  administration  if  they  are  to  serve 
effectively.  This  is  another  area  where 
physicians  and  people  who  understand 
the  needs  and  viewpoint  of  patients 
might  have  a common  ground.” 

The  former  president  of  the  Al- 
legheny County  Medical  Society  has 
served  PMS  in  a variety  of  ways.  He  is 
a member  of  the  Pennsylvania  Dele- 
gation to  the  AMA,  past  president  of 
the  Pennsylvania  Medical  Care  Foun- 
dation, past  chairman  of  the  Council 
on  Medical  Service,  and  a member  of 
the  Board  of  Directors  of  the  Pennsyl- 
vania Medical  Society  Liability  Insur- 
ance Company. 

He  is  best  known  both  in  Pennsyl- 
vania and  nationally  as  an  advocate  of 
professional  peer  review  to  improve 
both  utilization  and  quality  of  medical 
care. 

"Professional  Standards  Review 
Organizations  provide  practicing  MDs 
an  opportunity  to  participate  in  pro- 
fessional monitoring  of  the  expensive 
medical  system,”  he  said.  "PMS  has 
been  a leader  in  the  movement  to  es- 
tablish professional  review  by  local 
MDs,  and  supported  the  adoption  of 


the  PSRO  amendment  to  the  Social 
Security  Act  in  1972.” 

"Like  other  organizations  in  a dem- 
ocratic society,  PSRO  is  not  perfect,” 
Dr.  Marshall  said,  "because  it  isn’t 
easy  to  get  competent  people  to  do 
these  time-consuming,  unrewarding, 
difficult  tasks.  But  a monitoring  sys- 
tem is  here  to  stay  and  its  effectiveness 
depends  on  how  well  local  physicians 
meet  the  challenge.” 

One  of  Dr.  Marshall’s  initial  propos- 
als as  president  will  be  to  evaluate 
medicine’s  mechanisms  for  handling 
the  problems  created  by  the  in- 
competent, unethical,  or  excessively 
expensive  physician. 

"I  will  propose  an  ad  hoc,  one  year 
Blue  Ribbon  Committee,  composed  of 
both  well  recognized,  experienced 
leaders  of  PMS  and  physicians  of  the 
future  to  take  a close  look  at  the  proc- 
esses, both  government  and  volun- 
tary, including  those  of  PMS,  to  see  if 
they  are  functioning  as  well  as  they 
can,  emphasizing  results,  minimizing 
duplication  and  excessive  paperwork, 
and  respectful  of  physician  time.” 

A graduate  of  the  University  of 
Pittsburgh  and  its  school  of  medicine, 
Dr.  Marshall  is  a Pittsburgh  native 
who  established  his  practice  there  in 
1952.  He  served  in  the  U.S.  Navy  in 
1945-46,  was  a resident  in  urology 
from  1947  through  1950  at  the  Uni- 
versity of  California  and  its  compo- 
nent hospitals,  and  was  a teaching  fel- 
low there  for  two  years  before  return- 
ing to  Pittsburgh  to  enter  private 
practice. 

He  is  a board  certified  urologist,  a 
fellow  of  the  American  College  of  Sur- 
geons, and  an  active  member  of  the 
American  Urological  Association.  He 
is  the  author  or  co-author  of  numerous 
published  papers  and  received  the 
Frederick  M.  Jacob  Award  of  the  Al- 
legheny County  Medical  Society. 

Dr.  Marshall  has  been  active  in 
health  planning  and  is  secretary  and  a 
member  of  the  Board  of  Directors  of 
the  Southwestern  Pennsylvania 
Health  Systems  Agency,  Inc.  He  is  a 
member  of  the  Keystone  Medical  Soci- 
ety, a component  of  the  National  Med- 
ical Association. 
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Are  tax-exempt  bonds 
right  or  wrong 
for  you  just  now? 


As  a result  of  the  recent  tax  law’s 
reduction  in  capital  gain  taxes, 
serious  investors  are  finding  it  a 
good  idea  to  take  a fresh  look  at  their 
portfolios. 

This  may  be  the  time  to  consider 
the  merits  of  tax-exempt  bonds. 
Many  issues  offer  appealing  yields. 
However,  the  variations  in  quality  de- 
mand careful  study  since  they  run 
the  gamut  from  quite  safe  to  very 
risky. 

To  help  investors  determine  the 
correct  strategy  and  investment 
media  to  meet  their  individual  re- 
quirements effectively  and  on  a con- 


tinuing basis,  Pittsburgh  National 
has  developed  a dynamic,  highly 
flexible  technique  for  professional 
investment  management.  We  call  it 
"Disciplined  Response." 

Many  men  and  women  have 
found  that  our  “Disciplined  Re- 
sponse" approach  offers  results  they 
could  not  obtain  on  their  own  or  from 
other  sources.  If  you’d  like  to  know 
more,  we’ll  be  glad  to  send  you  a 
copy  of  our  booklet,  “The  Pittsburgh 
National  Approach  to  Modern  In- 
vesting." There’s  no  obligation,  of 
course. 


Mr.  Burton  S.  Holmes 
Trust  Division 
Pittsburgh  National  Bank 
Fifth  Avenue  & Wood  Street 
Pittsburgh,  Pa  15222 

Please  send  me  a copy  of  your  free  booklet,  “The 
Pittsburgh  National  Approach  to  Modern  Investing.1' 

Name 


.State. 


_Zip. 


PITTSBURGH  NRTIONAL  BRNK 


PITTSBURGH’S  OLDEST  TRUST  COMPANY 


Dr.  Marshall  names  five  groups 


Board  approves  1979-80  Council  appointments 


Upon  the  recommendation  of  Mat- 
thew Marshall,  Jr.,  MD,  the  Board  of 
Trustees  and  Councilors  has  approved 
the  following  appointments  to  admin- 
istrative councils  for  the  1979-80  pres- 
idential term: 

Council  on  Education  and  Sci- 
ence— Abram  M.  Hostetter,  MD, 
Chairman  (Lebanon);  Robert  N. 
Moyers,  MD,  Vice  Chairman  (Craw- 
ford); Gerald  H.  Amsterdam,  MD 
(Philadelphia);  William  M.  Cooper, 
MD  (Allegheny);  William  E.  DeMuth, 
Jr.,  MD  (Cumberland);  Frederick  D. 
Fister,  MD  (Lehigh);  Paul  C.  Gaffney, 
MD  (Allegheny);  Michael  A.  Gross, 
MD  (Lycoming);  Arthur  H.  Hayes,  Jr. 
MD  (Dauphin);  S.  Victor  King,  MD 
(Blair);  David  W.  Kistler,  MD  (Lu- 
zerne); Jay  W.  MacMoran,  MD 
(Philadelphia);  Hunter  S.  Neal,  MD 
(Delaware);  Herbert  C.  Perlman,  MD 
(Cumberland);  Paul  C.  Royce,  MD 
(Bradford);  R.  Robert  Tyson,  MD 
(Philadelphia);  Theodore  L.  Yarboro, 
MD  (Mercer);  and  William  B.  Yeagley, 
MD  (Indiana) 

Council  on  Health  Planning  and 
Facilities — Paul  F.  Kase,  MD,  Chair- 
man (Dauphin);  Joseph  V.  Caliguiri, 
MD,  Vice  Chairman  (Allegheny);  R. 
William  Alexander,  MD  (Berks); 
Betty  L.  Cottle,  MD  (Blair);  Carl  H. 
Eisenbeis,  Jr.,  MD  (Allegheny); 
George  R.  Fisher,  III,  MD  (Philadel- 
phia); John  G.  Guthleben,  MD  (Erie); 
Webb  S.  Hersperger,  MD  (Cumber- 
land); George  W.  Katter,  MD  (Cam- 
bria); Sydney  O.  Krasnoff,  MD 
(Philadelphia);  Robert  M.  Pilewski, 
MD  (Venango);  Ray  G.  Sarver,  MD 
(Westmoreland);  Robert  D.  Snyder, 
MD  (Montour);  John  H.  Wigton,  MD 
(Delaware);  and  Bernard  B.  Zamos- 
tien,  MD  (Philadelphia) 

Council  on  Legislation — Charles  K. 
Zug,  III,  MD,  Chairman  (North- 
ampton); Alan  L.  Dorian,  MD,  Vice 
Chairman  (Montgomery);  Frederick 
G.  Brown,  MD  (Montour);  Eddie  L. 
Clark,  MD  (Philadelphia);  Eugene  W. 
Herron,  MD  (Westmoreland);  George 
E.  Hudock,  Jr.,  MD  (Luzerne);  J.  Pres- 
ton Hoyle,  MD  (Union);  Thomas  J. 


Kardish,  MD  (Bucks);  Wallace  G. 
McCune,  MD  (Philadelphia);  Timothy 
J.  Michals,  MD  (Philadelphia);  David 
L.  Miller,  MD  (Clarion);  David  L. 
Mudrick,  MD  (Delaware);  Thomas  R. 
Pheasant,  MD  (Dauphin);  Harry  E. 
Serene,  MD  (Allegheny);  and  A.  Linn 
Weigel,  MD  (Allegheny) 

Council  on  Medical  Economics — 
John  J.  Danyo,  MD,  Chairman  (York); 
John  Helwig,  Jr.,  MD,  Vice  Chairman 
(Philadelphia);  Walter  P.  Beh,  MD 
(Mercer);  Lester  A.  Dunmire,  MD  (Al- 
legheny); Thomas  P.  Gessner,  MD 
(Westmoreland);  Robert  L.  Lasher, 
MD  (Erie);  John  T.  McGeehan,  MD 
(Elk-Cameron);  John  R.  Paluso,  MD 
(Washington);  Howard  A.  Richter,  MD 
(Delaware);  James  A.  Raub,  MD  (Al- 
legheny); Charles  R.  Shuman,  MD 
(Philadelphia);  Donald  H.  Smith,  MD 


(Northampton);  Hitoshi  T.  Tamaki, 
MD  (Montgomery);  and  Irving  Wil- 
liams, MD  (Union) 

Council  on  Member  Services — 
William  A Shaver,  MD,  Chairman 
(Lebanon);  David  F.  Gillum,  MD,  Vice 
Chairman  (Tioga);  Joseph  L.  Alcaro, 
MD  (Adams);  Thomas  L.  Antkowiak, 
MD  (Venango);  Brenda  K.  Baumann, 
MD  (Clearfield);  Leo  J.  Corazza,  MD 
(Luzerne);  Donald  G.  Crawford,  MD 
(Dauphin);  David  S.  Cristol,  MD 
(Philadelphia);  Samuel  S.  Faris,  MD 
(Montgomery);  Ralph  Gaudio,  MD  (Al- 
legheny); George  J.  Magovern,  MD 
(Allegheny);  Arlington  A.  Nagle,  MD 
(Berks);  and  Jonathan  E.  Rhoads,  Jr., 
MD  (Philadelphia). 

The  new  council  members  will  serve 
their  terms  beginning  November  1, 
1979. 


Michael  P.  Levis,  MD,  of  Pittsburgh,  chairman  of  the  AMPAC  board,  presents  the  1979 
AMPAC  Recognition  Award  to  R.  William  Alexander,  MD,  Reading,  AMA  delegate  and 
past  chairman  of  PamPAC  and  chairman  of  the  PMS  Council  on  Legislation.  Pennsyl- 
vania was  one  of  26  states  to  receive  the  award  at  the  AMA's  Annual  Meeting  in  Chicago, 
July  22-26,  1979.  The  award  recognizes  those  states  whose  AMA  delegates,  alternate 
delegates,  state  president,  and  state  PAC  chairman  are  sustaining  members  of  AMPAC. 
Dr.  Levis  is  a Pennsylvania  alternate  delegate  to  the  AMA  and  past  president  of  the 
Allegheny  County  Medical  Society. 
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Cooperative  grows  but  needs  more  support 


Co-op  Manager  Robert  Weiser  shows  a sales  growth  chart  to  David  H.  Small,  assistant 
to  the  executive  vice  president  of  PMS,  John  F.  Rineman. 


Now  completing  its  fourth  year  of 
operation,  the  Pennsylvania  Medical 
Cooperative,  a member  benefit  of 
the  Pennsylvania  Medical  Society, 
currently  serves  more  than  three 
thousand  PMS  members.  Designed  to 
save  physicians  money  on  the  pur- 
chase of  medical  supplies,  the  co-op 
has  helped  hold  the  line  on  medical 
supply  costs  in  Pennsylvania.  For  a 
status  report  on  the  Co-op,  Pennsyl- 
vania Medicine  interviewed  Kenneth 
L.  Cooper,  MD,  PMS  trustee  and  the 
current  president  of  the  cooperative. 

Dr.  Cooper,  has  the  cooperative 
been  effective  in  holding  down 
prices? 

We  think  so.  For  example,  the  co-op 
has  not  raised  prices  since  the  summer 
of  1978.  That  means  we’ve  operated  for 
more  than  a year  without  any  price 
increases.  At  the  same  time  the  cost  of 
living  index  has  been  climbing  stead- 
ily- 

And  we  could  provide  even  greater 
savings  if  every  member  of  PMS  would 
buy  his  supplies  through  the  co-op. 
The  greater  our  volume,  the  better 
our  buying  power.  This  means  we  can 
get  better  prices  on  the  goods  we  buy 
and  can  pass  along  the  savings.  Most 
of  our  expenses  are  fixed,  so  that  the 
greater  the  sales  level  we  achieve,  the 


less  markup  we  require  to  cover  over- 
head. 

We  need  more  customers.  With 
greater  support  we  could  begin  to 
realize  our  full  potential.  It’s  not  in- 
conceivable that  with  the  support  of 
all  PMS  members  the  co-op’s  prices 
could  approximate  the  prices  hospitals 

pay- 

So  those  members  who  are  using 
the  co-op  are  enjoying  some 
savings? 

Not  just  members  of  the  co-op  but  to 
a certain  extent  all  members  of  the 
PMS  enjoy  the  effects  of  the  co-op.  In 
January  of  1978  the  PMS  and  co-op 
boards  voted  to  allow  all  members  of 
the  Pennsylvania  Medical  Society  to 
purchase  from  the  co-op.  Co-op  mem- 
bers receive  an  additional  discount  of 
course,  but  all  Society  members  can 
purchase  at  our  published  prices. 

This  in  effect  extends  the  competi- 
tion that  the  co-op  provides,  so  that 
even  if  a PMS  member  doesn’t  use  the 
co-op  it’s  there  as  a force  in  the  market 
place.  Other  suppliers  must  compete 
with  co-op  prices.  Back  in  1974  and 
1975  when  the  co-op  was  being  organ- 
ized, the  House  of  Delegates  decided 
that  funding  for  the  project  had  to  be 
raised  through  the  sale  of  member- 
ships and  that  the  Medical  Society  was 


to  provide  no  financial  support  to  the 
business. 

More  than  $180,000  was  raised  in 
this  manner.  At  the  time  that  ap- 
peared to  be  enough  to  start.  In 
hindsight  we  realize  that  this  was  not 
nearly  enough  to  get  a business  of  this 
size  off  the  ground.  Consequently 
we’ve  been  operating  on  a shoestring. 
Later  the  House  of  Delegates  changed 
its  position  so  that  the  Society  could 
provide  loans  to  the  co-op.  We  have 
received  some  additional  funds  in  this 
manner  but  still  not  nearly  the 
amount  really  needed. 

Is  the  co-op  then  very  popular 
with  other  suppliers  around  the 
state? 

Resistance  from  the  medical  supply 
industry  is  one  of  our  two  major 
problems.  We  of  course  expected  com- 
petition from  other  dealers.  What  was 
not  anticipated  was  resistance  from 
the  manufacturers. 

During  the  time  the  co-op  was  being 
studied,  many  manufacturers  showed 
enthusiasm  over  the  prospect  of  hav- 
ing an  organization  designed  specifi- 
cally to  serve  the  needs  of  physicians. 


Virginia  Boelhouwer,  sales  representative 
for  the  cooperative,  studies  the  results  of  % 
a week  of  travel.  t 
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Lil  Thomas  and  Gloria  Koch  provide  staffing  for  the  Co-op’s  main 
office  in  PMS  Headquarters. 


Jeff  Firestone,  seated,  uses  the  computer  to  answer  questions 
for  Sandy  Madden. 


Once  the  co-op  actually  was  formed, 
their  attitude  suddenly  changed. 

Several  well  known  manufacturers 
still  refuse  to  give  the  co-op  a dealer- 
ship. This  forces  us  to  buy  their  prod- 
ucts through  a wholesaler  at  an 
additional  cost.  This  cost  must  be 
passed  on  to  the  membership.  If  we 
obtain  dealerships  we  could  cut  prices 
on  several  lines  and  save  our  custom- 
I ers  thousands  of  dollars. 

What  has  caused  the  resistance 
on  the  part  of  the  manufacturers? 

We  believe,  and  evidence  increas- 
ingly indicates,  that  the  manufactur- 
ers are  being  pressured  by  their  exist- 
ing dealers  not  to  sell  directly  to  the 
i co-op.  Of  course  as  we  gather  this  evi- 
dence it  is  being  turned  over  to  our 
i attorneys.  It  may  be  that  legal  action 
i will  be  required  to  break  this  resis- 
i tance. 

t You  said  the  resistance  of  the  in- 
dustry was  one  of  two  problems. 
What  is  the  other  problem? 

Quite  simply  it  was  a lack  of  capi- 
i talization  initially  which  has  resulted 
in  cash  problems  throughout  our  his- 
tory. 

Because  of  a lack  of  money  the  busi- 
ness until  this  year  tried  to  operate 
without  adequate  staff  and  with  in- 
ventory levels  that  were  too  low.  Con- 
sequently while  we  experienced  some 
initial  growth  in  the  first  two  and  one 


Warehouse  employes  Bob  Shreve  and  Ed  Dobson  often  need  temporary  help  to  process 
a day’s  orders. 


half  years  of  operation  our  lack  of  capi- 
tal eventually  caught  up  with  us.  This 
was  most  noticeable  in  inventory 
shortages  which  caused  a lot  of  back 
orders  for  our  customers. 

Early  this  year  we  presented  the 
problem  to  the  PMS  Board  and  re- 
ceived an  additional  loan  of  $150,000. 
With  that  money  we  hired  the  staff 
necessary  to  run  the  business  and 
were  able  to  bring  our  inventory  levels 
up  to  the  amounts  needed. 

Now,  thanks  to  these  funds  and  the 
resulting  effects,  we  are  once  again 
enjoying  rapid  growth.  Second  quarter 
sales  exceeded  those  in  the  first  quar- 


ter by  14  percent.  The  third  quarter  is 
surpassing  the  second. 

Does  the  future  look  bright? 

It  could  be,  but  we’re  not  out  of  the 
woods  yet.  We  need  more  growth  to  get 
us  on  a sound  footing.  Unless  we  fi- 
nally break  the  resistance  of  the 
manufacturers — unless  we  change 
their  minds  about  selling  to  phy- 
sicians— we  will  continue  fighting 
an  uphill  battle.  I think  the  co-op  can 
work.  We’ve  made  it  work  for  nearly 
four  years  with  little  money  and  a lot 
of  resistance  from  the  industry.  With 
proper  funding  and  support  the  future 
could  be  very  bright. 
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Physician  owned  companies  meet 


TABLETS 

ALDORIL®-25 

containing  250  mg  ALDOMET®  (Methyldopa.  MSD) 
and  25  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORII?-15 

containing  250  mg  ALDOMET®  (Methyldopa,  MSD) 
and  15  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyldopa,  MSD) 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALDOMET®  (Methyldopa,  MSD) 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 

MSD 

Merck  Sharp  & Dohme,  Division  ot 
Merck  & Co.,  Inc.,  West  Point,  PA  19486 

Copyright  © 1979  by  Merck  & Co . Inc  J9AR13 


Experts  praise,  warn 

KathyLee  Santangelo 

Malpractice  insurance — did  we  suc- 
cessfully handle  the  crises  of  1974  and 
1975  and  will  we  survive?  These  ques- 
tions confronted  physicians  attending 
the  annual  meeting  of  the  Physicians 
Insurers  Association  of  America,  an 
organization  representing  20  physi- 
cian owned  companies  insuring  more 
than  80,000  doctors.  The  texts  avail- 
able from  speakers  provided  these  in- 
sights. 

Most  of  the  reinsurers  who  ad- 
dressed the  physician  owners  agreed 
that  the  companies  had  solved  the 
"availability”  crises  of  1974  and  1975. 
C.  Frank  Aldrich,  president  of  Kemper 
Reinsurance  Company  said,  "You 
have  met  a crisis  created  by  the  estab- 
lished commercial  carriers’  slowness 
to  recognize  the  full  import  of  the  long 
term  development  of  losses  on  medical 
malpractice.  In  doing  so  you  have 
helped  immeasurably  to  preserve  the 
function  to  private  industry  in  lieu  of 
government  assistance  and  the  con- 
trols that  are  inevitably  associated.” 

Robin  Jackson,  a Lloyds  of  London 
associate  and  expert  in  the  field  of 
professional  liability  reinsurance, 
praised  the  physician  owned  compa- 
nies citing  their  improvements  in  un- 
derwriting, claims  handling,  and  loss 
prevention.  "You’ve  done  a first  class 
job  and  are  continuing  to  do  so.” 

Jackson  insisted  that  the  companies 
owed  their  success  at  least  in  part  to 
their  specialization.  "You  are  doctors, 
you  know  something  about  malprac- 
tice and  professional  indemnity.  You 
formed  these  companies  out  of  neces- 
sity, to  write  malpractice  insurance. 
Don’t  start  competing  for  the  classes  of 
business  you  don’t  understand.” 

Jackson  had  other  cautions  for  the 
doctors.  He  reminded  the  company 
owners  that  they  required  "dedication 
to  provide  a consistently  priced  mar- 
ket with  not  ups  and  not  downs,  and  to 
provide  a good  intelligent  market  that 
can  handle  the  claims.” 

Jackson  did  not  present  a totally 
positive  picture  for  malpractice  insur- 
ance. He  warned  the  physician  owners 
that  reinsurance  support  for  their 
companies  depended  on  more  than 


malpractice  insurers 


management  or  claims,  actuarial,  or 
underwriting.  "Your  rate  structure 
has  got  to  have  the  confidence  of  the 
reinsurers  if  you  are  going  to  continue 
to  have  support.  At  the  moment  you 
do,  but  please  just  remember,  it’s  bet- 
ter to  have  a little  too  much  money  in 
the  bank,  than  too  little.  So  let’s  not  go 
calling  profits  that  aren’t  there.” 

Acknowledging  that  the  basic 
problem  remained  unsolved,  Jackson 
conceded,  "You’ve  done  a very  good  job 
of  bringing  it  to  the  attention  of  the 
doctors  in  the  communities  about 
practicing  better  medicine.  You’re 
doing  a better  job  of  rating,  a better  job 
at  looking  at  the  claims  file,  a better 
job  of  lobbying  where  you  have  to 
lobby  to  see  that  the  lawyers,  the 
plaintiff s attorneys,  don’t  have  a free 
run  in  this  country  the  way  they’ve 
had  for  so  long.  You’re  all  to  be  con- 
gratulated for  that.” 

Jackson  agreed  with  Tom  Kellogg, 
senior  vice  president  of  the  General 
Insurance  Corporation,  that  claims 
costs  are  increasing.  "Frequency  (the 
number  of  reported  cases)  may  be 
about  the  same,  but  severity  (the  cost 
of  settling  a case)  is  up.” 

James  E.  Ludlam,  attorney  for  the 
California  Hospital  Association,  dis- 
agrees with  Jackson’s  and  Kellogg’s 
estimations.  According  to  his  observa- 
tions, frequency  and  severity  of  mal- 
practice lawsuits  both  have  increased 
in  the  last  12  months.  Mr.  Ludlam 
predicts  a severe  malpractice  crisis  in 
the  early  1980s. 

Despite  Ludlam’s  convictions  of 
doom,  John  E.  Lister,  retired  senior 
vice  president  of  Employers  Mutual 
Liability  Insurance  Company  of 
Wausau,  is  optimistic.  "The  future  of 
malpractice  insurance  is  in  the  hands 
of  the  legislatures,  the  courts,  and  the 
public  who  serve  on  juries  and  influ- 
ence the  decisions  of  legislators.  We 
can  be  more  confident  that  they  will 
make  the  right  decisions  if  each  and  • 
every  one  of  us  helps  them  to  under- 
stand the  economics  of  malpractice 
and  their  stake  in  keeping  the  mal- 
practice reparation  system  within 
reasonable  bounds.” 


Legal  counsel  reports 

Disparity  exists  in  discovery  of  records 

Fred  Speaker,  Esq. 


Previous  issues  of  PENNSYLVA- 
NIA Medicine  (October  1977  and 
February  1979)  reported  on  signifi- 
cant court  decisions  on  the  psychiatric 
patient’s  constitutional  right  to  re- 
quire consent  before  disclosure  of  the 
psychiatric  records.  In  the  Roth 1 case 
the  Pennsylvania  Supreme  Court  held 
that  the  medical  records  of  a psychiat- 
ric patient  and  her  treatment  were  not 
excludable  under  the  statutory  pa- 
tient-physician privilege  but  were 
protected  under  the  United  States  and 
Pennsylvania  Constitutions  from  dis- 
closure without  her  consent.  The  court 
stated: 

The  general  right  of  privacy,  how- 
ever, has  been  recognized  by  Penn- 
> sylvania  courts  as  an  independent 
and  distinct  legal  concept  in  the  field 
of  tort  law, 

We  conclude  that  in  Pennsylvania, 
an  individual’s  interest  in  prevent- 
ing the  disclosure  of  information 
revealed  in  the  context  of  a 
psychotherapist-patient  relation- 
ship has  deeper  roots  than  the  Penn- 
sylvania doctor-patient  privilege 
statute,  and  that  the  patient’s  right 
to  prevent  disclosure  of  such  infor- 
mation is  constitutionally  based. 
This  constitutional  foundation  ema- 
nates from  the  penumbras  of  the  var- 
ious guarantees  of  the  Bill  of  Rights, 
Griswold  v.  Connecticut,  supra,  as 
well  as  from  the  guarantees  of  the 
Constitution  of  this  Commonwealth . 
...  In  some  respects  these  state  Con- 
stitutional rights  parallel  those  of 
the  Federal  Constitution,  see  espe- 
cially, Amendments  1,  3,  4,  5,  and  9. 
In  other  respects  our  Constitution 
provides  more  rigorous  and  explicit 
protection  for  a person’s  right  of  pri- 
vacy, e.g.,  Article  I,  Sections  1,3, 4, 7, 
and  ll.* 2 

The  implications  of  the  Roth  deci- 
sion remain  unclear  both  because  the 


Mr.  Speaker  is  a partner  in  the  law  firm 
of  Pepper,  Hamilton  & Scheetz,  which 
serves  as  the  State  Society's  legal 
counsel. 


decision  is  relatively  recent  and  be- 
cause the  finding  of  a patient’s  con- 
stitutional rights  was  by  less  than  a 
majority  of  the  Court.  The  writer  of  the 
opinion  was  joined  by  one  other  Jus- 
tice, and  two  other  Justices  concurred 
without  reaching  the  constitutional 
issue. 

Subsequently,  in  a federal  district 
court  case,3  the  effect  of  the  Roth  case 
was  considered  and  rejected.  In  the 
Miller  case  the  plaintiff  sued  to  re- 
cover for  mental  and  emotional  inju- 
ries in  the  form  of  post-traumatic 
neurosis  suffered  as  a result  of  a traffic 
accident.  The  defendant  issued  a sub- 
poena of  her  psychiatric  records.  The 
federal  district  court  rejected  the  find- 
ing in  the  Roth  case  and  decided: 
Since  less  than  a majority  of  the 
Pennsylvania  Supreme  Court  held 
the  constitutional  privilege  view, 
the  opinion  of  Justice  Manderino 
must  be  treated  only  as  an  expres- 
sion of  a view  of  a minority  of  the 
court.4 

The  federal  district  court  then  consid- 
ered other  cases  and  opinions  on  the 
constitutionality  of  the  privilege  of  a 
patient  against  disclosure  of  the  pa- 
tient’s psychiatric  records  and  con- 
cluded: 

The  commentators  have  recog- 
nized a distinction  between  patients 
with  physical  complaints  who  will 
consult  a physician  regardless  of 
whether  confidentiality  is  guaran- 
teed, and  a person  with  emotional  or 
mental  problems  because  a psy- 
chotherapist’s capacity  to  help 
his  patients  is  completely  dependent 
upon  their  willingness  and  ability  to 
talk  freely.  See  McCormick,  Evi- 
dence §99  at  213,  n.9  (Cleary,  2d  ed. 
1972);  United  States  Supreme 
Court’s  Proposed  Federal  Rules  of 
Evidence,  Advisory  Committee’s 
Note  to  Rule  504,  56  F.R.D.  183, 
241-42  (1973).  However,  if  such  a 
privilege  can  be  said  to  exist,  it  would 
not  be  absolute.  Lora  v.  Board  of  Ed- 
ucation of  the  City  of  New  York,  74 
F.R.D.  565  (E.D.  N.Y.).  The  interests 
of  the  state  in  seeing  that  truth  is 


ascertained  in  legal  proceedings  and 
fairness  in  the  adversary  process  jus- 
tify a patient-litigant  exception  to 
confidentiality.  . . ,5 
The  federal  court  therefore  held  that 
the  psychiatric  records  were  discover- 
able even  without  the  patient’s  per- 
mission. 

The  court  also  revealed  the  dispar- 
ity between  the  general  patient- 
physician  confidentiality  statute6  and 
the  statute  making  communications 
to  psychologists  confidential.7  Under 
the  general  statute,  physicians  are  not 
to  disclose  communications  which 
blacken  the  character  of  the  patient 
except  in  civil  actions  brought  by  the 
patient.  Under  the  psychologists’ 
statute  it  is  provided  that: 

No  person  who  has  been  licensed 
...  to  practice  psychology  shall  be, 
without  the  written  consent  of  his 
client,  examined  in  any  civil  or  crim- 
inal matter  as  to  any  information 
acquired  in  the  course  of  his  profes- 
sional services  in  behalf  of  such 
client.  The  confidential  relations 
and  communications  between  a 
psychologist  and  his  client  shall  be 
on  the  same  basis  as  those  provided 
or  prescribed  by  law  between  an  at- 
torney and  client.8 
As  the  federal  court  said: 

The  resulting  statutory  tangle 
creates  the  incongruous  result  that  a 
patient-psychologist  relationship 
appears  to  retain  more  of  a confiden- 
tial privilege  than  a patient-psy- 
chiatrist relationship.9 
Thus  it  is  clear  that,  under  the  Penn- 
sylvania legislative  system,  a psy- 
chologist’s patient  has  greater  pro- 
tection than  a psychiatrist’s  patient. 


1.1  In  Re  "B”.  Appeal  of  Dr.  Loren  Roth,  394  A. 2d  419  (Pa. 
Sup.  1978). 

2.1  Id.  at  424-5. 

3. /  Miller  v.  Colonial  Refrigerated  Transportation  Inc.,  et 

al.,  Civ.  No.  77-999  (M.D.  Pa.  March  19,  1979). 

4. /  Id.  at  7. 

5 .lid.  at  10-11. 

67  42  Pa.  C.S.  §5929. 

77  42  Pa.  C.S.  §5944. 

87  Ibid. 

97  Miller  v.  Colonial  Refrigerated  Transportation  Inc.,  et 
al.,  supra  at  5. 
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State  JUA  covers  fewer  MDs,  DOs 


in  June  1 979,  this  number  increased  to 

688. 

The  JUA,  which  insured  a total  of 
2,934  health  professionals  and 
facilities  in  December  1977,  insured 
only  2,526  in  June  1979.  Written  pre- 


miums for  this  period  dropped  from 
$3,908,404  to  $2,901,802. 

For  the  period  January  13,  1976  to 
June  1,  1979,  the  JUA  paid  a total  of 
$238,600  in  claims — $75,202  for  MDs 
and  $125,548  for  DOs. 


PMS  Trust  continues  student  loans 


The  number  of  physicians  insured 
by  the  Joint  Underwriting  Association 
(JUA)  has  decreased  since  December 
1977.  In  the  eighteen  month  period 
from  December  1977  to  June  1979, 
JUA  coverage  of  MDs  dropped  from 
1135  to  916  and  coverage  of  DOs  from 
1,082  to  878. 

Established  under  Act  111,  the  JUA 
was  mandated  by  the  state  to  fulfill 
the  need  for  liability  insurance  for 
health  professionals.  Without  cover- 
age from  the  private  sector,  many 
MDs,  DOs,  and  podiatrists  turned  to 
the  JUA  whose  premiums  were  con- 
trolled and  monitored  by  the  state. 

In  the  eighteen  months  since  De- 
cember 1977,  many  MDs  and  DOs 
have  found  alternative  sources  for 
coverage.  But,  podiatrists  have  few  al- 
ternatives to  the  JUA.  In  December 
1977,  the  JUA  insured  621  podiatrists; 


On  September  1,  John  W.  Burnside, 
MD,  began  a year’s  study  and  con- 
gressional work  assignments  in  Wash- 
ington, DC.  Dr.  Burnside  is  hoping 
to  learn  "a  great  deal  about  how 
government  creates  health  programs 
and  policies.” 

Dr.  Burnside,  who  is  an  associate 
professor  of  medicine  and  chief  of 
internal  medicine  at  Hershey  Medical 
Center,  was  named  one  of  six  Robert 
Wood  Johnson  Health  Policy  Fellows 
by  the  National  Academy  of  Sciences 
Institute  of  Medicine. 

The  fellowship  program  is  designed 
to  provide  outstanding  mid-career 
health  professionals  working  in 
academic  settings  with  a better  under- 
standing of  the  major  issues  of  health 
policy  and  a knowledge  of  how  federal 
health  programs  are  established. 

Dr.  Burnside  will  spend  six  months 


Over  100  Pennsylvania  medical 
students  have  received  aid  from  the 
PMS  Educational  and  Scientific  Trust 
for  the  1978-79  school  year.  Of  the  148 
medical  students  granted  $263,350  in 
financial  aid,  117  received  $207,850 
from  the  Educational  Fund. 

This  year  57  students  who  had  re- 
ceived a total  of  $182,500  from  the 
Trust  graduated  from  medical  school. 
Aid  to  these  students  ranged  from 
$500  to  $9,500. 

The  Fund  has  assisted  financially 


DR.  BURNSIDE 


working  with  a member  of  the  House 
and  six  months  with  a Senate  member. 
He  will  prepare  materials  for  commit- 
tees and  work  with  lobbyists  in  help- 
ing health  care  legislation. 


close  to  45  percent  of  the  Pennsylvania 
applicants.  The  total  $283,350  in  fi- 
nancial aid  represents  95  percent  of  all 
grant  monies. 

Pottstown  MD  loses 
license  to  practice 

The  State  Board  of  Medical  Educa- 
tion and  Licensure  has  revoked  the 
physician’s  license  of  Lamar  T.  Zim- 
merman, MD,  Pottstown. 

Dr.  Zimmerman  was  convicted  of 
four  counts  of  violating  the  Pennsyl- 
vania Controlled  Substances,  Drug, 
Device  and  Cosmetic  Act  in  Montgom- 
ery County  Court,  July  1978. 

The  Court  found  Dr.  Zimmerman 
guilty  of  illegally  maintaining  a labo- 
ratory in  Pottstown  for  the  manufac- 
ture of  methaqualone.  Judge  Horace 
Davenport  sentenced  him  February  23 
to  3V2  to  7 years  in  prison  and  a 
$35,000  fine. 

Dr.  Zimmerman’s  appeal  of  his  con- 
viction is  pending  before  the  Superior 
Court  of  Pennsylvania. 

Please  note  these  technical  corrections 
to  the  Official  Call  published  in  the  August 
issue  of  Pennsylvania  Medicine: 

Subjects  One  and  Two  are  Constitu- 
tional changes  and  not  Bylaws  chang- 
es, although  the  articles  are  correctly 
specified;  therefore,  the  Secretary's  note 
should  indicate  a two-thirds  vote  instead 
of  a three-fourths  vote. 

The  texts  of  the  proposed  amendments 
are  correct  as  published. 


MD  examines  Washington  bureaucracy 
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comes  to  professional  lia- 
bility insurance,  doctors  have 
special  needs.  That's  why  there 
is  a special  company  like  us. 

Quite  frankly,  we're  not  in 
business  to  make  money.  We're 
committed  to  zero-profit. 

You  see,  PMSLIC  is  a com- 
pany that  is  wholly  owned  by 
the  Pennsylvania  Medical  So- 
ciety. In  fact,  all  but  two  of  our 
sixteen  member  governing 
board  and  all  members  of 
our  Underwriting  and  Claims 
Committees  are  physicians. 

This  means  we  understand 


in- 


what  you  want  in  liability 
surance.  It  means  we  provide  both 


claims-made  and  occurrence  policies, 
offer  an  appeal  mechanism  for  premium  and  set- 
tlement disputes  and  accept  quarterly  premiums  on  an- 
nual policies. 

Find  out  how  we  can  fill  your  professional  liability  needs.  Send 
in  the  coupon  today  or  call  (717)  774-4370. 


PMSLIC 


i 

i 

i 


Pennsylvania  Medical  Society  I 
Liability  Insurance  Company 

PO.  Box  303  • Lemoyne,  Pa.  17043 
Please  send  me  more  information  on  PMSLIC. 

Name 

Address 


A prescription 
for  excellence 


Twenty  years  of  experience  have  refined  our 
unique  and  dynamic  approach  to  custom  hous- 
ing. Energy  conscious  design,  the  benefit  of 
passive  solar  gain,  post  and  beam  construction 
and  the  warmth  of  fine  natural  woods  make 
Deck  House  a distinctive  contemporary  house 
. . . wherever  you  intend  to  build. 


Whether  your  building  program  is  for 
custom  housing  or  professional  space,  our  rep- 
resentatives are  ready  to  assist  you  with  siting, 
designing,  and  contract  negotiations. 

We  invite  you  to  visit  our  Model  House  on 
Philadelphia’s  Main  Line  in  Gladwynne.  For 
directions  call  (215)  839-7478. 


To  order  a brochure  containing  over  50  plans  send 
$7  to  Deck  House,  Dept.  PM,  930  Main  Street,  Acton, 
MA  01  720. 


KSI 


DECK  _ 
HOUSE! 


INTERNATIONAL  HOTEL 

Adjacent  to  the  Baltimore-Washington 
International  Airport 

Presented  by 

The  Oncology  Program, 

Department  of  Surgery 
and 

^The  Program  of  Continuing  Education 
University  of  Maryland  School  of  Medicine 

This  course  is  designed  to  address  current  modalities  of 
diagnosis  of  G.l.  Cancer  as  well  as  the  role  of  surgery, 
radiotherapy,  and  adjuvant  chemotherapy  in  primary 
cancer’s  of  the  esophagus,  stomach,  pancreas,  small 
bowel,  liver  and  colon-rectum.  It  will  also  address  the 
role  of  chemotherapy  in  metastatic  disease  and  the 
new  agents  that  are  being  investigated  for  use  in  G.l. 
Cancer. 

For  additional  information  contact: 

Program  of  Continuing  Education 
University  of  Maryland  School  of  Medicine 
10  S.  Pine  Street,  Balto.,  MD  21201 
301)  528-3956 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  Tract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of, 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., , 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box] 
192,  Flourtown,  PA  19031. 


1980  Money  Management  Seminars 

February  4-7  March  10-13  April  21-24 

Diplomat  Hotel,  Hollywood,  Florida 

Fee  $200 
May  19  - 21 

Desert  Inn,  Las  Vegas 

Fee  $175 

Designed  specifically  for  the  physician  and  dentist  to  assist  in  practice 
management,  investments,  shelters,  financial  and  estate  planning  and  professional 
corporations. 


For  more  information  write  or  call: 

Financial  Planning  for  the  Medical 
and  Dental  Professions  Inc. 

800  Genesee  Building 
Buffalo,  New  York  14202 
716-855-0620  - Mr.  Freed 

A limited  number  of  rooms  have  been  reserved.  Group  rates  available. 


Glaucoma:  Up-to-date 

Annual  Conference 

of  the 

Glaucoma  Service  of  the 
Wills  Eye  Hospital 

To  be  held  in  the  neiv  Wills  Eye  Hospital 
June  6-7,  1980 
Faculty 

rving  H.  Leopold,  M.D.  Robert  N.  Shaffer,  M.D. 
’eter  G.  Watson,  M.D.  George  L.  Spaeth,  M.D. 

lembers  of  the  Glaucoma  Service  Staff  of  the  Wills  Eye 
lospital 

)r.  Robert  N.  Shaffer  will  present  the  Edmund  B.  Spaeth 
.ecture 

eserve  this  date  now. 

or  further  information  please  contact: 

Cenneth  Benjamin,  M.D. 

!o  Glaucoma  Service 
Vills  Eye  Hospital 
601  Spring  Garden  Street 
' hiladelphia.  Pa.  19130 
>15)  972-6380 

-■  osponsored  by  Jefferson  Medical  College  and  the  Pennsylva- 
ia  Academy  of  Ophthalmology  and  Otolaryngology 


1st  Annual  Conference 
Trace  Mineral  Analysis  in  Health 

Saturday,  October  20,  1979 
University  of  Penna.  School  of 
Dental  Medicine 

40th  & Spruce  Sts. 

Phila.,  Pa.  19104 

Oscar  G.  Rasmussen,  Ph.D. 

Pioneer  in  Trace  Mineral  Analysis 
President,  Ethical  Data,  Inc. 

(see  page  2003  of  P.D.R.-1979) 

Dr.  Rasmussen  will  discuss  the  utilization  of  the  analysis 
of  trace  minerals  in  hair  as  a diagnostic  aid  in  patient 
care.  This  diagnostic  modality  is  a must  for  all  modern 
practitioners,  for  it  is  not  only  preventive  but  predictive. 

Tuition  Fee:  $100  Doctors 

$ 60  Auxiliaries 

Submit  check  to: 

Director  of  Continuing  Education 
University  of  Pa.  School  of  Dental  Medicine 
4001  Spruce  St.,  Phila.,  Pa.  19104 
(note  CE10  on  check) 


CLINTOX  LABORATORIES,  INC. 

Phoenixville  Medical  Arts  Center 
Fourth  Ave.  & Gay  Street 
Phoenixville,  PA  19460 


Ordering/Pricing  Information: 

Write  or  Call  (215)  933-6550 

MOST  EXPERIENCED 

Established  in  1971  as  one  of  the  first  specialty 
laboratories  in  the  United  States. 


LEADER 

Clintox  is  still  the  leader  in  Estrogens,  Pregnanediol 
and  Pregnanetriol  testing. 

NO  COMPETITION 

We  have  a policy  of  not  performing  tests  in  competi- 
tion with  the  hospitals. 

FASTEST  TURNAROUND  TIME 

Most  of  our  assays  are  telephone  reported  in  less  than 
48  hours  after  receiving  specimens. 

• "Free  Mailing  Supplies” 

• Fully  Licensed  for  Interstate — CDC  #-3750 

• Medicare  #39-8156 

• DEA-#PCOO40179  (Drugs  of  Abuse,  Therapeutic 
monitoring) 


OPPORTUNITY  KNOCKS!!! 

Once-in-a-lifetime  chance  with  this  operating 
professional  office  with  stately  gracious  home. 
Beautiful  location  in  town  of  2100.  Slow  the  pace 
now  while  you  enjoy  the  pursuit  of  your  profes- 
sion, while  living  elegantly.  Let  us  prove  our  point. 
Call  for  details.  JUST  $69,900. 

The  Real  Estaters 
Commercial  Department 
R.D.  #1,  Box  41 
Mansfield,  PA  16933 
(717)  662-2138 


You  are  cordially  invited  to  attend 
the  32nd  Annual  State  Dinner 

Friday  Evening,  November  2,  1979 
The  Penn  Harris  Motor  Inn,  Camp  Hill. 

Reception  • Dinner  • Dancing 

• Installation  of  Matthew  Marshall,  Jr.,  MD,  130th  president. 

• Presentation  of  Past  President’s  Medallian  to  John  B.  Lovette,  MD,  129th 
president. 


Clip  out  coupon 

Please  reserve tickets  at  $20  per  person  for  the  Annual  State  Dinner  Banquet. 

Please  Print 

Name County  Society 

Address 

City  State ZIP 

Please  make  check  payable  to  Pennsylvania  Medical  Society.  Send  to  PMS,  20  Erford  Rd.,  Lemoyne,  PA  17043. 


m my  opinion 


Do  we  need  national  health 


Since  1948,  Americans  have  discussed  the  desirability  of 
instituting  comprehensive  national  health  insurance.  Dur- 
ing that  time  there  have  been  disastrous  developments  in 
the  national  health  programs  of  Great  Britain,  Sweden, 
and  New  Zealand — lower  quality,  massive  rise  in  costs,  and 
expanding  bureaucracy. 

National  health  insurance  may  be  defined  as  a system  of 
medical  care  instituted  by  federal  legislative  action  and 
funded  largely  through  federal  tax  money.  Basically  ad- 
ministered by  the  federal  government,  it  provides  for  medi- 
cal care  of  the  population. 

Critics  of  national  health  insurance  point  to  certain 
drawbacks.  They  say  such  a system  would  contribute  to 
inflation,  reduce  the  quality  of  medical  care,  result  in  an 
increase  in  regulatory  and  bureaucratic  intervention  in 
medical  care,  and  increase  medical  care  costs  dispro- 
portionately. Let’s  consider  these  things. 

Inflation  occurs  when  an  increased  volume  of  money  is 
not  accompanied  by  a rise  in  productivity.  Increased  federal 
spending  and  deficits  funded  by  borrowing  through  the 
banks  results  in  an  increased  volume  of  currency.  As  funds 
are  diverted  from  the  private  to  the  public  sector  there  is  an 
additional  depressing  effect  on  productivity  and  available 
jobs.  National  health  insurance  is  certainly  one  thing  that 
would  greatly  increase  government  spending  and  divert 
large  sums  from  the  private  to  the  public  sector. 

Quality  of  medical  care  inevitably  declines  in  a national 
health  system.  This  has  occurred  in  Great  Britan  where  the 
British  National  Health  Service  has  become  the  largest 
single  employer  in  the  nation.  This  decline  in  quality  ex- 
plains partially  why  physicians  have  migrated  from  Eng- 
land and  Canada.  The  British  National  Health  Service  has 
become  the  target  of  bitter  criticism  from  doctors,  patients, 
and  politicians. 

In  1978,  a Royal  Commission  identified  the  following 
problems: 

1.  Antiquated  hospitals,  half  of  which  were  built  before 
the  turn  of  the  century; 

2.  An  enormous  waiting  list  for  operations  that  are  not 
urgent  (more  than  600,000  operations  were  delayed  three 
to  four  years); 

3.  A bureaucracy  top  heavy  with  administrative  help 
that  has  created  ensnarling  red  tape; 

4.  An  exodus  of  top  quality  doctors  either  to  private 
practice  in  Britain  or  to  other  countries  where  conditions 
and  pay  are  better; 

5.  A breakdown  in  morale  and  the  occurrence  of  strikes 
and  slowdowns; 

6.  An  excessive  rise  in  medical  costs. 


insurance? 


Government  regulation  and  bureaucracy  in  this  country 
has  increased  markedly  since  medicare  and  medicaid  and 
would  expand  even  more  under  a national  health  insurance 
program.  Regulation  of  the  entire  hospital  sector  now  costs 
$4  billion  a year — 8 percent  of  the  total  national  hospital 
cost.  A 17-bed  hospital  in  Georgia  has  added  $11  a day  to 
basic  costs  since  medicare  began  because  of  paperwork.  The 
Methodist  Hospital  in  Memphis  spends  $500,000  a year 
responding  to  regulatory  demands. 

It  is  no  surprise,  then,  that  in  1976  the  president’s  Coun- 
cil on  Wage  and  Price  Stability  said:  "It  is  all  too  apparent 
that  right  now  with  current  reimbursement  programs  and 
the  ubiquitous  and  often  conflicting  morass  of  regulations, 
the  Federal  Government  instead  of  being  part  of  the  solu- 
tion, is  part  of  the  problem  of  rising  health  care  costs.” 

Health  care  costs  thus  are  inevitably  increased  by  gov- 
ernment regulations  and  bureaucracy.  The  cost  of  medical 
care  paralleled  the  Consumer  Price  Index  (cost  of  living 
index)  until  medicare  began;  then  came  an  immediate 
sharp  rise  in  medical  costs. 

According  to  a 1977  Congressional  Budget  Office  Report, 
a national  health  insurance  program  would  cost  an 
additional  $14  billion  to  $138  billion  annually  (depending 
on  the  type  of  plan)  by  1982.  In  1966  it  was  estimated  that 
medicaid  would  cost  $200  million  a year.  In  1968,  it  cost 
$1.9  billion  and  in  1977,  $10.3  billion. 

Consider,  too,  that  the  operating  budget  at  the  Depart- 
ment of  Health,  Education,  and  Welfare  has  increased 
three  times  faster  than  physicians’  fees.  A recent  study 
shows  that  it  costs  the  average  American  family  $140  a 
year  just  for  fraud  in  HEW.  The  secretary  announced  in 
1978  that  $6  billion  was  unaccounted  for.  Government  sys- 
tems and  demand  do  not  develop  incentives  to  economize. 
They  stimulate  usage  without  significant  limits. 

Still,  many  Americans  are  not  happy  with  our  present 
system  of  health  care  delivery  and  financing.  Let’s  look  at 
some  of  the  criticisms. 

1.  The  status  quo  is  too  costly.  Yet,  for  products  costing 
$1  in  1967,  the  costs  at  the  end  of  1978,  according  to  the 
Consumer  Price  Index,  were:  postal  fees  (under  govern- 
ment supervision),  $2.57;  home  financing  (taxes  and  insur- 
ance charges),  $2.69;  and  medical  care,  $2.23.  Medical  costs 
did  rise  sharply  with  the  institution  of  medicare.  However, 
a voluntary  cost  containment  program,  conducted  by  both 
physicians  and  hospitals,  has  in  its  first  year  reduced  costs 
3 percent. 

2.  Physicians’  fees  are  too  high.  Actually  the  rate  of 
increase  of  physicians’  fees  has  been  declining  since  1975, 
and  their  expenses  have  been  rising  faster  than  their  fees. 
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3.  The  quality  of  care  is  poor.  Yet,  life  expectancy  con- 
tinues to  rise,  infant  mortality  continues  to  drop,  and  mor- 
tality caused  by  the  leading  causes  of  death  has  declined  in 
the  last  five  years.  An  added  indication  of  the  quality  of 
care  is  reflected  in  the  fact  that  physicians  from  all  over  the 
world  come  to  the  United  States  to  study. 

4.  Not  enough  preventive  care  is  provided.  Yet,  most 
common  problems  such  as  rib  fracture,  mild  digestive  dis- 
orders, viral  infections,  and  similar  sicknesses  at  present 
are  not  preventable. 

In  1965,  with  the  economy  booming,  we  were  told  that 
national  health  insurance  was  expensive  but  necessary 
because  many  Americans  were  receiving  inadequate  care. 
With  the  advent  of  medicare  and  medicaid,  adequacy  and 
access  were  provided.  But  we  were  soon  told  we  were  not 
getting  what  we  paid  for  and  the  government  should  exer- 
cise control  over  the  quality  of  medical  care. 

The  facts  do  not  support  the  creation  of  a national  health 
insurance  program  they  argue  strongly  against  it. 

Vagaries  of  politics  and  drug 

The  departure  of  FDA  commissioner,  Donald  Kennedy,  is 
about  to  blow  another  hole  in  the  already  riddled  health 
reform  program  of  the  current  administration  in 
Washington. 

Commissioner  Kennedy  has  been  the  most  articulate 
spokesman  for  drug  law  reform;  it  has  been  his  No.  1 pri- 
ority. Because  he  is  so  convincing,  the  drug  reform  program 
has  been  making  rapid  progress.  Even  Sen.  Edward  Ken- 
nedy, who  has  been  pushing  his  own  drug  law  reform  ideas 
in  Congress  for  some  years,  was  on  the  commissioner’s  side. 
The  administration  backed  him.  The  vocal  and  well  organ- 
ized Ralph  Nader  lobby  approved.  Even  medicine  and  the 
drug  industry  were  inclined  to  go  along  with  his  proposed 
reforms,  if  the  program  was  modified  to  mollify  their  most 
vehement  objection. 

With  a change  of  commissioners,  however,  the  water  is 
muddied  again.  Donald  Kennedy  was  popular  enough  on 
the  Hill  and  tactful  enough  in  his  dealings  with  Sen.  Ken- 
nedy to  have  gained  sufficient  momentum  to  initiate  Con- 
gressional action  on  drug  law  reform  before  the  1980  elec- 
tions. 


What  is  the  alternative?  A useful  program  might  include 
the  following: 

1.  A well-executed  plan  to  develop  individual  responsi- 
bility for  health.  Not  only  would  this  be  desirable  to  im- 
prove the  level  of  health,  but  it  would  also  be  valuable  in 
reducing  the  cost  of  health  care.  In  partnership  with  health 
professionals,  the  public  must  learn  how  to  reduce  the  drain 
on  the  system  by  recognizing  conditions  for  which  the  time 
and  talents  of  professionals  are  not  needed. 

2.  Catastrophic  health  insurance  (to  cover  high  medical 
expenses)  with  an  appropriate  deductible  and  coinsurance, 
such  as  that  proposed  by  Sen.  Russell  Long. 

3.  A system  of  uniform  medical  benefits  for  persons  un- 
able to  provide  for  their  own  medical  care. 

4.  Minimal  standards  in  health  insurance  policies. 

Finally,  I believe  any  such  programs  should  be  adminis- 
tered at  the  state  level. 

Paul  S.  Friedman,  MD 
Philadelphia 

reform 

His  loss,  at  this  time,  seems  to  bring  the  legislative 
momentum  to  a standstill.  The  inactivity  could  last  as  long 
as  two  years.  Congress  is  unlikely  to  do  anything  with 
proposed  reforms  until  a new  commissioner  is  appointed 
and  has  had  enough  time  to  become  thoroughly  acquainted 
with  responsibilities.  In  addition,  a debate  over  the  reform 
bill’s  more  controversial  aspects,  including  package  inserts 
and  unit  of  use  packaging  for  prescription  drugs,  has  high- 
lighted the  need  for  careful  review  of  all  key  features  of  this 
legislation. 

All  these  things  appear  to  be  a setback  for  the  drug  law 
reform.  We  may  be  sure,  however,  that  the  issue  is  not  dead. 
It  will  return  most  assuredly,  and  possibly  in  a form  that  is 
even  more  restrictive  than  the  presently  proposed  legisla- 
tion. If  President  Carter  is  re-elected,  the  bill  certainly  will 
resurface  again,  and  may  be  speedily  enacted.  If  he  is  not, 
the  entire  subject  again  may  be  assessed  yet  another  time 
for  purpose  and  need. 

J.  Mostyn  Davis,  MD 
Shamokin 


Assistant  Superintendent 

Outstanding  opportunity  for  a clincal  assistant  to  the 
Superintendent  of  a progressive  mental  institution. 
Duties  include  coordinating  and  directing  the 
operation  of  the  hospital's  patient  care  units  and 
treatment  disciplines  and  the  supervision  of  the 
directors  of  units  and  services.  We  are  a J.C.A.H. 
and  Medicare  accredited  psychiatric  hospital.  Our 


for  Clinical  Services  M.H. 

excellent  fringes  include  a retirement  plan  with  a 
possible  early  retirement  option,  life  and  health 
insurance.  We  are  located  in  pleasant,  residential 
Northeast  Philadelphia  and  can  offer  the  area's 
unparalleled  opportunities  for  professional  growth 
and  development.  Please  phone  or  write  in  strictest 
confidence  to: 


Franklyn  R.  Clarke,  M.D./Superintendent/Philadelphia 
State  Hospital/14000  Roosevelt  Blvd./Phila.,  PA 
19114/(215)  671-4101 
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Socratic  dialogue  continues 


Semantics,  not  logic,  rules  discussion 


A Pennsylvania  physician  and  Socrates  continue  their 

dialogue. 

P — Good  morning,  Socrates.  I see  you  have  recovered  from 
your  evening  of  revelry. 

S — Indeed  I have,  and  I look  forward  to  further  instruction 
from  you  concerning  two  of  your  gods,  Confidentiality 
and  Physician/Patient  Relationship.  I think,  although 
we  have  not  exhausted  the  subject,  that  I have  a good 
understanding  of  Freedom  from  our  last  talk.  She  is  an 
amiable  goddess  and  always  a pleasure  to  accompany, 
but  she  always  yields  to  that  tough  and  sometimes 
brutal  god  Necessity. 

P — That  is  so,  but  we  worship  Freedom  and  would  die  for 
her  because  we  love  her,  whereas  we  bow  to  Necessity 
because  we  must.  There  is  a difference. 

S — Men  wiser  than  I have  said  that  Freedom  has  a con- 
sort, License,  an  unruly  and  contumacious  god,  and 
together  they  bring  forth  Chaos,  unless  they  are  con- 
trolled in  some  way.  This,  they  say,  is  the  true  duty  of 
Necessity,  and  why  he  should  be  honored. 

P — That  is  the  position  of  our  Society;  we  worship  Free- 
dom and  bow  to  Necessity  when  we  must  because  we 
realize  that  License  occasionally  sneaks  in  and  gives 
Freedom  a bad  name. 

S — That  is  perfectly  clear,  and  now  I would  like  you  to 
instruct  me  on  the  twin  gods,  Confidentiality  and 
Physician/Patient  Relationship.  In  the  old  days  the 
gods  conversed  with  men  and  made  their  wishes 
known.  Now,  however,  we  must  rely  on  oracles,  such 
as  your  Medical  Society,  for  understanding. 

P — I suspect,  Socrates,  that  you  are  being  argumentative, 
but  I will  let  it  pass.  What  you  say  is,  in  general,  true. 
We  physicians  do  not  think  very  deeply  on  this  sort  of 
thing  and,  as  a rule,  we  depend  on  the  Medical 
Society’s  advice.  Now,  as  for  Confidentiality  and 
Physician/Patient  Relationship,  obviously  the  latter 
is  the  more  important  of  the  two.  Confidentiality  is 
just  one  aspect  of  Physician/Patient  Relationship,  who 
has  more  faces  than  Janus. 

S — I see.  But  what  makes  Physician/Patient  Relationship 
so  important  to  you  doctors? 

P — Why,  throughout  the  ages  this  god  has  been  our  friend 
and  protector,  and  altogether  worthy  of  reverence  and 
sacrifice.  When  disposed  favorably,  Physician/Patient 
Relationship  smooths  our  personal  as  well  as  profes- 
sional careers.  Confidentiality  protects  us,  and  the 
Patient  also,  in  court  and  during  investigations  of  all 
sorts,  and  the  malpractice  crisis,  of  which  you  may  be 
aware,  would  never  have  come  about  had  we  but  taken 
pains  to  honor  Physician/Patient  Relationship  as  our 
fathers  did. 

S — I have  heard  much  about  malpractice,  and  thought  it 
odd  that  these  lawsuits  have  increased  along  with 
physicians’  skills.  Surely  there  was  never  a time  in 
history  when  physicians  were  more  proficient. 


P — Yes,  but  we  all  know  that  an  occasional  misadventure 
will  occur  even  with  the  utmost  skill  and  diligence.  At 
such  times  it  is  a comfort  to  have  Physician/Patient 
Relationship  on  one’s  side. 

S — Yes.  I have  heard  that  whether  or  not  a dissatisfied 
patient  will  sue  is  often  in  the  lap  of  the  gods. 

P — That  is  true. 

S — Tell  me,  please.  What  acts  of  piety  are  pleasing  to 
Physician/Patient  Relationship  so  as  to  have  him 
intercede  on  your  behalf? 

P — There  is  nothing  easier,  Socrates,  than  to  please  this 
god.  Just  displaying  those  noble  qualities  that  have 
always  distinguished  physicians  from  trade  unionists 
is  enough.  I refer  to  honesty,  sympathy,  availability, 
and,  above  all,  putting  the  patient’s  interest  above  the 
bank’s  interest. 

S — I see  very  clearly  that  a patient  would  not  likely  sue 
such  a physician.  It  must  be  that,  fascinated  by  their 
technical  skills  and  lured  by  Mammon,  some  physi- 
cians have  neglected  their  best  friend  in  the  pantheon. 

P — Alas,  to  their  sorrow. 

S — Let  us  get  back  to  the  question  of  governmental  regu- 
lations, which  you  say  you  abhor. 

P — Indeed  I do.  They  limit  my  Freedom  and,  according  to 
the  oracle,  interfere  with  Physician/Patient  Relation- 
ship. 

S — I think  we  have  already  talked  enough  about  Free- 
dom. What  is  the  problem  regarding  Physician/ 
Patient  Relationship?  If  I have  not  misunderstood  you, 
you  have  pointed  out  that  putting  the  patient’s  inter- 
est ahead  of  your  own  will  assure  you  the  god’s  favor. 
Yet  I am  told  that  the  government  puts  the  patient’s 
welfare  and  the  patient’s  rights  ahead  of  the  physi- 
cians. If  this  is  so,  then  government  should  be  praised, 
not  censured,  for  giving  you  physicians  the  opportu- 
nity to  demonstrate  true  piety. 

P — You  have  a way  of  twisting  words,  Socrates,  but  you 
cannot  change  facts.  And  the  fact  is  that  government 
has  repeatedly  violated  Confidentiality,  and,  I remind 
you,  Confidentiality  is  an  aspect  of  Physician/Patient 
Relationship.  What  a patient  tells  a physician  in  con- 
fidence is  as  sacred  as  if  he  had  told  it  to  a priest. 

S — With  some  exceptions,  of  course. 

P — Well,  yes.  I admit  that  there  is  good  reason  for  report- 
ing communicable  diseases,  V.D.  for  example. 

S — Why  is  that? 

P — To  protect  the  public  health. 

S — I see.  And  typhoid  carriers  should  be  named  for  the 
same  reason? 


Dr.  Stephenson  is  medical  director  of  the  office  of  medical 
programs  in  the  Department  of  Public  Welfare,  Harrisburg. 
This  is  the  second  part  of  a Socratic  dialogue  written  by  Dr. 
Stephenson,  examining  bureaucracy,  confidentiality,  and  the 
physician/patient  relationship. 
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Remember 
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Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced 
academic  and  clinical  emphasis  under  the  super- 
vision of  ten  physiatrists.  Three  year  program  and 
integrated  internship  residency  with  opportunity 
for  research  and  pursuit  of  special  interests  both 
in  medical  school  and  private  hospital  settings. 
One  year's  credit  for  four  years  of  general  prac- 
tice experience  or  training  in  another  specialty. 
Stipends  from  $14,352  to  $16,432  depending  on 
qualifications.  We  will  pay  for  visits  in  selected 
cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


P — Certainly. 

S — How  about  epileptics? 

P — That  should  be  kept  confidential. 

S — But  if  uncontrolled  they  could  be  responsible  for  seri- 
ous motorcar  accidents.  Is  this  not  public  health  too? 

P — I suppose  it  is. 

S — And  similarly,  are  not  all  the  disorders  that  are  char- 
acterized by  seizures  threats  to  the  public  good? 

P — Perhaps. 

S — You  see  a lot  of  Medicare  patients,  do  you  not? 

P — Yes. 

S — And  Medicaid? 

P — Some. 

S — When  you  fill  out  the  forms  for  payment,  do  you  not 
include  name  and  diagnosis? 

P — Yes,  but  I object  to  it  as  a violation  of  Confidentiality. 

S — You  do  the  same  for  private  insurance  companies, 
workmen’s  compensation,  Blue  Shield  and  so  on? 

P — Yes,  of  course. 

S — Is  that  not  the  same  "violation?” 

P — Yes  it  is.  It  should  be  possible  to  keep  much  medical 
information  confidential. 

S — Do  you  suggest  that  insurance  claims  be  paid  without 
mention  of  the  patient’s  name  or  the  condition  that 
was  treated? 

P — Of  course  not. 

S — Then  Confidentiality  cannot  exist  where  third  party 
payments  are  involved? 

P — You  seem  to  be  going  in  that  direction,  Socrates,  and 
the  whole  matter  of  third  parties  is  a sore  point.  We 
physicians  resent  third  party  interference  in  Confi- 
dentiality and  Physician/Patient  Relationship. 

S — But  was  it  not  the  medical  profession  that  started  Blue 
Shield  in  the  first  place? 

P — It  was  indeed,  but  it  was  voluntary,  not  forced  on  us  by 
government. 

S — Government  is  a big  third  party? 

P — Yes  indeed.  Medical  Assistance  pays  out  a billion  dol- 
lars a year  in  Pennsylvania,  not  all  to  physicians  of 
course,  and  Medicare  pays  a huge  amount  too. 

S — That  vast  amount  of  money  must  come  from  taxes. 

P — Right.  And  I can  tell  you  my  tax  bill  is  too  high. 

S — Then  you  should  endorse  government’s  efforts  to  con- 
trol costs,  even  if  those  efforts  seem  to  do  violence  to 
Confidentiality,  which,  as  I perceive,  seems  more  hon- 
ored in  the  breach  than  in  the  observance. 

P — It  is  a matter  of  Necessity  again. 

S — Indeed  it  is.  You  can  be  forgiven  a breach  of  Confiden- 
tiality when  required  by  Necessity,  for  theoretically 
whatever  is  required  by  law  or  custom  is  in  the  public 
interest.  A public  good  takes  precedence  over  a private 
right. 

But  Physician/Patient  Relationship  can  be  culti- 
vated even  when  Confidentiality  is  by  Necessity  com- 
promised, and  we  all  agree  it  should.  Once  restored  to 
its  proper  place,  a happy  Physician/Patient  Relation- 
ship will  bless  us  all,  and  then  will  physicians  once 
again  merit  the  honor  accorded  to  their  fathers. 

O.  K.  Stephenson,  MD 
Harrisburg 
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Replantation  of  amputated  digits 


Richard  W.  Dabb,  MD 
R.  Barrett  Noone,  MD 
Donato  LaRossa,  MD 


With  the  development  of  micro- 
surgical  centers,  replantation 
of  amputated  digits  has  become  a real- 
ity. It  has  been  known  for  a long  while 
that  successful  digital  replantation 
requires  anatomical  reconstitution  of 
the  circulation  by  arterial  and  venous 
anastomoses.  Prior  to  the  introduction 
of  the  operating  microscope  and  mi- 
crosurgical  techniques,  however, 
there  were  no  successful  reports  of  re- 
plantation at  the  proximal  phalanx 
level. 

By  the  mid  1960s,  replantation  was 
becoming  a reality.  Bunke  and  Shultz 
reported,  in  1964,  the  first  successful 
experimental  digital  replantation  in 
the  Rhesus  monkey.1  In  1965,  Ko- 
matsu and  Tamai  reported  the  suc- 
cessful replantation  of  a totally  ampu- 
tated thumb.2  Other  successful  reports 
immediately  followed  by  Kleinert  and 
Kasdan  in  1965, 3 Jacobsen  in  1965, 4 
and  Cobbett  in  1967. 5 Now  large  series 
are  being  reported  by  these  authors 
with  success  rates  of  60  to  90  percent. 

When  considering  digital  salvage, 
several  important  questions  must  be 
answered.  First,  which  patient  makes 
an  appropriate  candidate  for  replanta- 
tion? Second,  what  should  the  initial 


Dr.  Dabb  is  a plastic  surgeon  on  staff  at 
York  Hospital;  Dr.  Noone  is  chief  of 
plastic  surgery  at  Pennsylvania  and 
Bryn  Mawr  hospitals ; Dr.  LaRossa  is  on 
staff  at  University  of  Pennsylvania  Hos- 
pital. 


examining  physician  do  on  an 
emergency  basis  to  facilitate  the  end 
result?  Third,  what  can  be  expected 
from  a surgical  procedure?  And  fourth, 
what  should  be  expected  for  the  long 
term  result? 

In  deciding  who  will  most  benefit 
from  replantation  attempts,  one  must 
accept  that  the  ultimate  aim  is  for 
function  beyond  that  offered  by  a pros- 
thesis or  lesser  operation.  The  most 
important  functional  parameter  is 
sensation;  followed  by  skin  coverage, 
freedom  from  pain  and  positioning. 
The  best  results  are  in  children,  be- 
cause nerve  recovery  is  more  com- 
plete. Digital  needs  may  depend  on  the 
occupation.  Financial  factors  may  also 
intervene:  employment  time  lost  is  2l/z 
months  greater  than  for  completion  of 
the  amputation  and  primary  closure  of 
the  stump.  The  general  physical  and 
psychological  status  must  be  consid- 
ered, also. 

Success  with  this  surgery  is  altered 
significantly  by  the  nature  of  the  in- 
jury. There  is  general  agreement  that 
the  thumb  should  always  be  re- 
planted. Guillotine  and  moderate 
crush  amputations  carry  a better 
prognosis;  avulsed  digits  and  digits 
damaged  at  multiple  levels  or  crushed 
have  a poor  prognosis.  Likewise,  re- 
plantation of  single  border  digits 
(index  and  little  fingers)  are  less  re- 
warding. 

Initial  management 

Initial  emergency  care  of  the  patient 
and  digit  may  dictate  the  future  course 


for  success.  Good  patient  care  with  at- 
tention to  intravenous  fluid  manage- 
ment, tetanus  prophylaxis,  and  anti- 
biotic coverage  are  basic.  Any  remain- 
ing digital  attachments,  such  as  skin 
bridges,  should  be  preserved.  A stump 
dressing  should  be  applied  after  care- 
ful lavage  of  the  stump  with  normal 
saline. 

Care  should  be  taken  in  manage- 
ment of  the  amputated  digit;  it  should 
not  be  traumatized  further  by  freezing 
or  application  of  non-physiologic  solu- 
tions. No  attempt  should  be  made  to 
perfuse  the  vessels.  Ideal  care  consists 
of  the  following  steps;  1.  Wash  the 
digit  thoroughly  with  isotonic  saline; 

2.  Wrap  in  a sterile  gauze  sponge 
moistened  in  a penicillin  solution; 

3.  Place  the  gauze  in  a plastic  bag;  and 

4.  Place  the  bag  in  a chest  with 
crushed  ice.  Digits  managed  in  this 
manner  may  survive  up  to  24  hours. 

Surgical  treatment 

Ideal  surgical  management  is  car- 
ried out  by  a microsurgical  team.  The 
team  should  consist  of  several  trained 
microsurgeons  who  have  an  estab- 
lished small  vessel  (1mm)  patency 
rate  of  greater  than  90  percent  in  the 
small  animal  laboratory.  The  team 
should  be  capable  of  working  on  the 
stump  and  digit  simultaneously  under 
magnification.  Careful  debridement  of 
vessel,  and  nerve  identification  must 
be  carried  out  with  magnification. 

Decisions  as  to  the  relative  value  of 
digits  must  be  carried  out  at  this  time, 
and  the  most  valuable  digit  replanted 
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The  long-term  results  are  encourag- 
ing. As  in  other  major  hand  trauma 
cases,  the  problems  qf  flexor  tendon 
adherence  has  been  the  main  diffi- 
culty. Cold  intolerance  is  the  only  late 
vascular  problem.  Skeletal  non-union 
may  occur  up  to  12  weeks.  Angulation 
or  rotational  deformities  may  not  ap- 
pear until  physiotherapy  is  instituted. 

In  summary,  replantation  of  ampu- 
tated digits  is  becoming  an  accepted 
procedure.  Essential  for  success  are 
careful  case  selection,  proper  patient 
preparation  and  emergency  care,  a 
microsurgical  team  capable  of  surgical 
management  based  on  a strong  labo- 
ratory background,  and  meticulous 
postoperative  care.  □ 
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TABLE  1 

TABLE  2 

Management  of  amputated  digit 

Replantation  success  factors 

1. 

Wash  - physiologic  solution 

1.  Case  selection 

2. 

Wrap  - saline  and  penicillin-soaked 

2.  Microsurgical  team 

gauze 

3.  Patient  preparation  and  emergency 

3. 

Bag  - plastic  around  dressing 

care 

4. 

Cool  - don't  freeze 

4.  Postoperative  care 

first  when  more  than  one  digit  is  in- 
volved. The  sequence  of  repair  consists 
of  bone  shortening,  skeletal  fixation, 
and  repair  of  extensor  tendon,  dorsal 
veins,  dorsal  skin,  digital  nerves,  digi- 
tal arteries,  flexor  tendon  and  palmar 
skin.  This  may  be  modified  with  re- 
sidual skin  bridges.  Ideally,  two  ar- 
teries and  four  or  more  veins  are  re- 
paired for  each  digit.  Damaged  intima 
of  the  vessel  is  an  indication  for  vessel 
resection  and  frequent  utilization  of 
vein  grafts.  All  factors  leading  to 
thrombosis  must  be  considered  and 
managed  accordingly. 

Postoperative  care 

Postoperative  care  consists  of  care- 
ful assessment  of  blood  flow,  and  el- 
evation at  shoulder  level  for  7 to  10 


days.  Anticoagulation  is  directed  to- 
ward the  platelet  clot  with  aspirin, 
Persantin,  and  Macrodex.  Hepariniza- 
tion also  may  be  instituted.  Most  sur- 
geons immobilize  the  digit  for  4 weeks. 
Antibiotics  are  utilized. 

Immediate  postoperative  complica- 
tions may  include  vascular,  skeletal, 
or  routine  wound  problems.  The  most 
common  vascular  problem  is  throm- 
bosis at  the  arterial  anastomosis.  This 
may  present  as  a slow  capillary  refill 
time,  and  may  warrant  return  to  the 
operating  room.  Swelling  occurs  in  all 
replanted  digits  and  is  related  to 
ischemia  time  and  venous  occlusion. 
Skeletal  complications  may  present, 
such  as  distraction  or  rotational  or  an- 
gulation deformities.  Infection  is  un- 
common. 


Keflex 

cephalexin 
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Psychiatry  in  general  practice 


An  approach  to  the  therapeutic  interview 

Thomas  Wolman,  MD 


How  does  the  physician  act  thera- 
peutically in  an  interview?  How 
can  he  help  the  patient  merely  by  set- 
ting up  and  facilitating  an  extended 
conversation? 

Answering  these  questions  is  the 
purpose  of  this  paper.  As  a prelimi- 
nary approach  to  the  problem,  con- 
sider a helpful  idea  introduced  by 
Michael  Balint.1  He  suggested  that 
the  physician’s  presence  was  like  a 
powerful  drug.  In  the  wrong  dosage  or 
route  of  administration  it  can  cause 
harm.  Also,  like  any  drug,  it  has  side 
effects  which  must  be  considered  and 
monitored. 

An  interesting  implication  of  the 
drug  paradigm  is  that  we  frequently 
help  the  patient  most  by  doing  little, 
i.e.,  by  using  minimum  dosage.  This 
kind  of  interview  requires  simply  that 
the  physician  not  interfere  unduly 
with  the  patients  work  toward  self 
help. 

A case  example  illustrates  this  ap- 
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proach.  A 65-year-old  married  man 
appeared  for  consultation  with  com- 
plaints of  increased  anxiety.  He  was  in 
a quandry  as  to  whether  to  keep  his  job 
or  resign.  The  patient  was  intelligent 
and  stated  that  he  wanted  the  sessions 
to  help  him  resolve  his  present  prob- 
lems. He  saw  no  need  to  ask  my  advice 
about  what  to  do.  A story  emerged:  the 
patient  had  held  increasingly  respon- 
sible posts  in  health  care  administra- 
tion. Always,  he  had  been  successful. 
He  recognized  his  need  to  be  in  a chal- 
lenging situation. 

Recently  he  had  been  asked  to  help 
salvage  a financially  troubled  clinic. 
The  problem  was  its  young,  inexperi- 
enced manager.  Supporters  of  the 
young  man  undermined  the  patient’s 
authority.  He  experienced  the  work 
situation  as  a "war  zone”  complete 
with  "back  stabbing.” 

In  these  sessions  the  patient  ex- 
pressed his  feelings  of  frustration  and 
disappointment.  Also  he  could  clarify 
the  fact  that  he  felt  guilty  about  his 
angry  wishes  toward  the  young  man. 
Clearly  he  wanted  to  be  seen  as  help- 
ful. 

After  three  sessions  the  patient  de- 
cided to  resign.  Despite  leaving  his  job, 
he  did  not  feel  defeated.  The  therapist 
provided  a substitute  through  which 
the  patient  could  make  peace  with  the 
young  man.  In  this  case,  the  therapist 
merely  needed  to  be  attentive  and  re- 
ceptive. 

This  paper  presents  a model  for 
managing  and  administering  the  drug 
"doctor.”  This  attempt  reflects  the 


work  of  other  authors  who  have  writ- 
ten about  basic  therapeutic  processes 
in  brief  therapy.1'4  The  basic  model  is 
diagrammed  in  the  flow  chart  in  Figure 
1.  No  attempt  will  be  made  to  be 
exhaustive  as  regards  tactics  and  in- 
terventions. 

Patient  evaluation 

In  the  first  interview  the  physician 
needs  to  gather  patient  data  relevant 
to  brief  treatment.  Diagnosis  is  only  a 
part  of  this.  He  must  know  whether 
the  patient  will  do  well  in  brief  ther- 
apy and  of  what  type.  The  physician 
must  have  enough  information  to 
make  the  first  decision  in  the  flow 
diagram:  Should  he  promote  catharsis 
or  support  defenses?  Sifneos  sees  this 
as  a choice  between  two  types  of  brief 
therapy;  expressive  or  suppressive.2 

Developing  of  the  patient’s  profile 
provides  the  answer.  Is  the  patient 
psychotic  or  non  psychotic?  Does  he 
basically  trust  other  people?  Can  he 
control  and  modulate  his  drives  and 
emotional  reactions?  Is  he  psychologi- 
cally minded?  Can  he  delay  gratifica- 
tion and  tolerate  strong,  unpleasant 
affects?  Different  authors  have  devel- 
oped different  profiles  but  they  all  at- 
tempt to  measure  ego  strengths.5  The 
issue  is  whether  the  patient  has  the 
strength  and  skills  to  undergo  an  in- 
tense experience  or  whether  such  in- 
tensity should  be  muted  and  ego  con- 
trols supported. 

Orientation  period 

After  the  patient  evaluation  and  be- 
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fore  proceeding  to  therapy  proper,  it  is 
l important  to  spend  some  time  orient- 
ing the  patient.  From  the  beginning 
the  patient  needs  to  know  what  is  ex- 
pected of  him  in  the  interview  situa- 
tion. Many  authors  have  stressed  the 
importance  of  role  induction  and  an- 
ticipatory socialization  in  successful 
brief  therapy. 

The  physician  can  introduce  these 
ideas  in  the  opening  minutes  of  the 
interview  by  asking  if  the  patient  un- 
derstands the  purpose  of  the  inter- 
view. An  explicit  comment  to  the  effect 
that  the  patient  will  do  most  of  the 
talking  and  that  the  physician  will 
talk  less  but  will  be  listening  and  try- 
ing to  understand  is  helpful.  To  extend 
the  benefit  of  this  orientation,  ask  the 
patient  how  he  feels  about  talking 
with  you.  This  may  reduce  the  initial 
anxiety  and  help  the  interview  de- 
velop smoothly  into  more  personal 
areas. 

Besides  orienting  the  patient  on  his 
role,  the  physician  should  also  explain 
in  simple  terms  what  the  patient  can 
expect  from  brief  therapy.  Ask  the  pa- 
tient for  his  preconceived  expecta- 
tions. This  approach  avoids  many 
therapeutic  pitfalls.  The  physician 
and  the  patient  should  agree  as  to  the 
general  direction  and  the  expected 
outcome  of  the  therapy.  Thus  the 
groundwork  for  a therapeutic  alliance 
is  laid. 

Mindful  of  the  original  simili  of  the 
drug  "doctor,”  this  phase  compares 
with  explaining  drug  actions,  side  ef- 
fects and  directions  for  use  in  simple 


and  direct  language.  Along  with  the 
information,  however,  one  also  com- 
municates a sense  of  confidence  in  the 
therapy.  Studies  have  shown  that  this 
amplifies  the  normal  placebo  effect 
and  increases  the  probability  of  suc- 
cess.3,6 

Finally,  the  concept  of  orientation 
need  not  be  restricted  to  the  beginning 
of  brief  therapy.  It  also  is  important 
whenever  changes  of  tack  occur  in  an 
interview.  For  instance,  before  a for- 
mal mental  status  exam,  the  physi- 
cian should  orient  the  patient  as  to 
what  will  happen  and  why.  The  physi- 
cian may  ask  for  feedback  from  the 
patient  on  what  questions  illicit  anxi- 
ety so  that  modifications  can  be  made 
in  the  format.  This  parallels  orienting 
the  patient  before  an  invasive  diag- 
nostic procedure. 

Promoting  catharsis 

If  the  evaluation  phase  suggests 
that  the  patient  can  delay  gratifica- 
tion and  tolerate  strong  affects,  the 
physician  may  consider  promoting 
catharsis  as  a treatment  tactic.  The 
idea  that  the  purging  of  pathogenic 
emotions  can  be  therapeutic  dates  as 
far  back  as  Aristotle.  In  the  modern 
era  Sigmund  Freud  first  formulated, 
developed  and  termed  it  the  cathartic 
method.7 

Freud  provided  a setting  where  the 
patient  was  encouraged  to  express  all 
his  emotions  freely.  He  placed  his 
hands  on  the  patient’s  forehead, 
suggested  that  an  idea  or  feeling  occur 
to  consciousness,  and  encouraged 


them  to  visualize  a vivid  scene  with 
the  accompanying  affects  and  details. 
These  measures  intensified  the  ca- 
tharsis. Most  current  thinking 
stresses  the  helpful  effect  of  verbaliz- 
ing intense  feelings  in  a setting  where 
one  is  accepted  and  not  judged.4 

To  promote  catharsis  often  we  need 
only  to  sit  back,  to  listen  and  to  inter- 
fere as  little  as  possible.  Such  cathar- 
tic interviews  develop  and  intensify 
autonomously  suggesting  that  the  pa- 
tient is  primed  especially  for  such  an 
experience.  Usually  we  get  a clue 
early  in  the  interview  that  the  patient 
is  ready;  all  he  needs  is  a muted  "go” 
signal. 

With  other  patients  we  can  promote 
catharsis  by  making  occasional  em- 
pathic  statements  and  by  keeping  him 
focused  on  his  emotions.  (See  Table  I) 
We  maintain  a willingness  to  delve 
into  the  area  of  maximum  emotional 
meaning  and  gently  guide  the  patient 
back  to  this  area  if  he  becomes  de- 
flected. Many  therapies  use  special- 
ized techniques  for  intensifying  ca- 
tharsis (Gestalt  therapy,  psycho- 
drama). These  techniques,  in  my  view, 
have  a limited  role  in  brief  therapy. 
They  oppose  the  principle  of  doing  only 
what  is  minimally  necessary  to  facili- 
tate a process. 

As  important  as  promoting  cathar- 
sis is  knowing  when  to  stop.  There  is  a 
tendency  in  our  culture  to  glorify 
catharsis  beyond  its  ability  to  help 
people.  A myth  exists  that  therapy 
must  lead  to  a dramatic  denoument 
with  a violent  outpouring  of  emotion. 
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The  current  truism  is  that  "getting 
your  feelings  out  is  good.”  But  is  it 
always?  Painful  experience  shows 
that  this  is  contraindicated  for  some 
people  and  may  even  lead  to  iatrogenic 
symptoms. 

Several  groups  of  patients  are  po- 
tentially at  risk.  The  excessively  anx- 
ious patient  is  terrified  of  his  inner 
states.  Such  a patient  is  exclaiming 
loudly,  "I  am  scared  of  what’s  inside 
me,  proceed  with  caution.” 

The  depressed  self  punitive  patient 
poses  another  problem.  Often  it  is 
tempting  to  encourage  such  patients 
to  express  anger,  but  the  result  is  in- 
creased depression  and  lowered  self 
esteem. 

The  paranoid  patient  experiences 
any  personal  exploration  as  an  inva- 
sion and  a potential  loss  of  self.  The 
physician  must  avoid  all  routine 
cathartic  primers  such  as,  "tell  me 
what’s  on  your  mind.” 

Patients  with  hysterical  personality 
often  appear  to  have  powerful  ca- 
tharses,  however,  they  may  not  lis- 
ten to  themselves.  Also,  they  have  a 
tendency  to  dissociate  themselves 
from  the  experience  as  if  it  were  a bad 
dream.  The  result  is  that  they  are  un- 
influenced by  the  catharsis. 


Support 

If  the  clinician  judges  the  patient’s 
defense  system  to  be  weak  he  imme- 
diately shifts  over  to  a supportive 
stance.  The  concept  of  support  in  ther- 
apy is  confusing.8  Used  here  it  will 
refer  to  supporting  a particular  aspect 
of  the  patient,  usually  the  defenses. 

First,  we  try  to  strengthen  the  pa- 
tient’s characteristic  modes  of  coping 
with  stress.  In  an  obsessional  patient 
with  mild  depression  we  may  suggest 
homework  for  the  patient  involving  a 
list  of  daily  activities.  In  the  case  of  a 
paranoid  patient  we  may  support  eva- 
siveness by  telling  the  patient  that  we 
require  him  to  reveal  to  us  only  what 
he  is  comfortable  with  and  nothing 
more.  Note  that  we  do  not,  even  in  a 
supportive  stance,  assume  the  role  of  a 
parent  expecting  to  be  trusted  imme- 
diately. 

By  assuming  the  role  of  auxiliary 
ego,  the  physician  can  elect  to  support 
any  important  mental  function.  For 
example,  the  function  of  reality  test- 
ing may  be  supported  in  several  ways. 
A particular  reality  situation  can  be 


Figure  1 

Overall  therapeutic  strategy 


32 


Pennsylvania  Medicine,  October  1979 


Statement 

1.  simple  suggestion — verbal  request  for 
the  patient  to  do  something 

2.  complex  suggestion — subtle  verbal 
inducement  for  patient  to  accept  an 
idea  initially  not  his  own 

3.  simple  empathic — utterance  express- 
ing the  quality  of  the  patient's  mental 
state 

4.  advice — therapeutic  only  when  patient 
can  not  make  decisions  himself 

5.  reassurance — effective  only  when 
based  substantially  on  fact 

6.  clarification — pointing  out  a connec- 
tion or  spelling  out  a vague  communication 

7.  interpretation — verbalizing  a message 
that  the  patient  is  unaware  of  sending 

8.  informing — imparting  needed  informa- 
tion especially  for  the  patient  s orienta- 
tion to  the  interview 


TABLE  I 

Therapeutic  Interviews 

Example 

why  don't  you  tell  me  about  your 
problem 

you  needn't  talk  about  anything 
that  makes  you  uncomfortable 

you  seem  quite  sad  today  or  good 
grief,  what  an  experience 

I recommend  that  you  pursue 
these  questions 
I can  assure  you  that  your  de- 
pressed episode  is  self  limited  and 
will  end 

it  seems  every  time  you  get  angry, 
you  withdraw 

you  keep  mentioning  the  word, 
misconception;  could  it  be  you  are 
concerned  about  your  ability  to 
have  a child 

do  you  know  what's  expected  of 
you  in  these  meetings 


surveyed  carefully  with  the  physician 
acting  as  a validity  check.  Or  the  doc- 
tor may  state  clearly  that  he  finds  the 
patient’s  delusion  difficult  to  believe 
despite  its  intensity  and  plausibility. 

In  terms  of  the  drug  simile,  support 
is  analogous  to  facilitating  absorption 
and  excretion  of  a medication.  The 
principle  to  be  applied:  do  what  is  min- 
imally necessary  for  the  patient  to 
function.  Facilitating  functions  in  the 
patient  is  better  than  assuming  them 
for  him,  a process  which  perpetuates 
dependency. 

Frequently  in  connection  with  sup- 
pression, physicians  ask,  "when  do  we 
step  in  and  help  suppress  the  intense 
feelings  that  the  patient  is  expres- 
ing?” Suppressing  or  deflecting  are 
most  appropriate  when  the  patient’s 
feelings  are  accelerating  into  panic. 

Suppression  is  warranted  when  the 
message  from  the  patient  is,  "I  can’t 
handle  this,  please  help  me  control  it.” 
This  differs  from  the  cathartic  inter- 
view where  the  emotional  intensity 
may  be  just  as  high,  but  where  ego 
controls  are  present.  Here  the  back- 
ground message  translates  as  "I  have 
a lot  on  my  mind;  please  allow  me  to 
express  it.” 

Even  in  patients  who  require  exten- 
sive support,  the  role  of  insightful  un- 
derstanding should  not  be  underesti- 
mated. As  an  example  consider  a pa- 


tient with  this  serious  ego  control 
problem:  he  could  not  contain  his 
anger  and  occasionally  struck  his 
girlfriend.  After  some  exploring  the 
patient  realized  that  he  ascribed  mag- 
ical power  to  words.  He  rarely  raised 
his  voice  and  never  cursed.  In  one  ses- 
sion it  became  clear  that  the  patient 
secretly  judged  words  as  more  danger- 
ous than  blows.  Not  being  able  to  use 
language  as  a mediator  in  arguments, 
he  used  physical  violence.  Gradually 
he  developed  enough  courage  to  speak 
out,  even  to  scream,  before  he  hit. 

Self  observation 

In  the  basic  model,  both  catharsis 
and  support  lead  to  self  observation. 
With  the  former,  the  transition  will  be 
automatic;  with  the  latter,  certain 
facilitating  tactics  may  be  required. 

Self  observation  is  the  hub  around 
which  the  model  of  brief  therapy 
revolves.  Diverse  methods  of  psy- 
chotherapy use  some  form  of  self 
observation:  behavior  therapy  (self 
monitoring),  psychoanalysis  (use  of 
observing  ego)  and  gestalt  (role  play- 
ing the  self). 

Self  observation  is  not  analogous  to 
passive  observation  of  a distant  object. 
It  is  an  active  process  involving  subtle 
skills  such  as:  experiencing  emotions, 
identifying  feelings,  and  shifting  to  a 
listening  stance. 


Reason  for  effectiveness 
promotes  catharsis,  establishes 
rapport 

supports  defenses,  improves  thera- 
peutic relationship,  evades  resistence 

increases  rapport,  patient  feels  under- 
stood, therapeutic  relationship 
cemented 

supplements  weak  ego  and  superego 
functions 

increases  sense  of  hope,  strengthens 
reality  testing 

promotes  self  observation,  patient  feels 
understood 

promotes  self  observation  helps  pa- 
tient integrate  warded  off  trends 

improves  therapeutic  relationship 


A number  of  interesting  techniques 
have  been  devised  to  facilitate  self  ob- 
servation, including  role  playing  and 
videotape  feedback. a Different  indi- 
viduals may  require  different  kinds  of 
help  to  develop  the  skills  of  self  obser- 
vation. 

One  case  was  a patient  who  spoke 
voluminously  and  expressed  much 
feeling  but  who  failed  to  improve.  Al- 
ways he  expected  his  behavior  to  be 
interpreted  and  tied  together  for  him. 
The  patient  did  not  listen  to  himself. 
He  assigned  the  therapist  the  role  of 
auditor  and  memory  vault,  functions 
which  he  had  not  internalized.  By  clar- 
ifying the  patient’s  inability  to  listen, 
the  function  of  self  observation  was 
facilitated.  The  patient  began  to  prac- 
tice listening  to  himself. 

Another  patient  found  difficulty 
looking  at  herself.  She  tended  to  see 
her  problems  as  stemming  from  out- 
side forces  or  instigated  by  other  peo- 
ple. This  patient  appeared  reasonably 
in  touch  with  her  emotions.  As  a start 
for  therapy,  we  observed  and  tried  to 
understand  the  patient’s  best  friend. 
Together  we  questioned  the  friend’s 
feelings  and  patterns  of  behavior. 
After  a good  deal  of  work,  a surprising 
result  ensued:  the  patient,  having 
been  able  to  observe,  empathize  with, 
and  understand  another,  could  now 
look  objectively  at  herself. 
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Statement — Example 

TABLE  II 

Non  Therapeutic  Interviews 

Result  in  patient 

Reason  tor  ineffectiveness 

1 

overactive  questioning — why  are  you 

anxiety  and  guilt  increase,  patient 

patient  feels  covertly  attacked,  uses 

here,  when  did  it  start,  tell  me  about' your 

is  alienated  from  therapist 

mental  resources  for  defense 

2 

mother 

wild  interpretation — you  are  depressed 

anxiety  increases,  defenses 

even  if  true,  patient  cannot  absorb  in 

because  you  hate  your  mother 

mobilize,  patient  is  angry 

one  dose,  fails  to  account  for  need  to 

3 

hollow  reassurance — how  can  you  be 

discouragement  increases,  patient 

ward  off  threatening  idea 
reassurance  must  be  based  on  facts  to 

depressed  when  you  have  two  arms,  two 

feels  his  problem  is  not  taken 

be  valuable 

4 

legs  and  a head 

negative  reassurance — don't  you  think 

seriously 

anxiety  increases,  patient  feels 

the  covert  message  is  unsupportive 

5 

everyone  feels  that  way  sometime  or 
another 

non  empathic  comments — you  do  look 

problem  is  not  taken  seriously  pa- 
tient may  feel  ashamed  of  complaint 
anxiety  increases,  self  image  de- 

fails  to  recognize  patient’s  sensitivity 

as  if  you  are  too  old  to  continue  working 

creases,  recriminations  increase 

on  subject 

6 

avoidance  response — not  discussing 

anxiety  increases,  self  image  de- 

therapist  inadvertently  conveys  distaste 

patient’s  iliostomy  or  patient's  alleged 

creases 

for  patient 

7 

vaginal  odor 

inappropriate  suggestion — it's  good  to 

anxiety  and  mistrust  increase 

prematurely  revealing  feelings  may  be 

8 

get  your  feelings  out  in  the  open 
premature  advice  or  prediction — get 

resentment  if  things  go  wrong,  in- 

unsettling  to  a patient  who  values 
privacy 

physician  assumes  role  of  parent  with 

married  and  you  will  get  better 

creased  dependency  behavior 

implicit  promise  to  maintain  role 

Working  through 

The  concept  of  working  through  was 
first  spelled  out  by  Freud  in  1914. 10 
Here  and  in  subsequent  writing,  work- 
ing through  was  established  as  an  es- 
sential element  in  psychoanalytic 
treatment.  Even  diverse  approaches 
haVe  some  equivalent  to  working 
through;  i.e.  behavior  therapy  (prac- 
tice trials);  existential  (staying  with); 
and  psychodrama  (sharing). 

Working  through  is  a process  of  be- 
coming acquainted  with  the  fruits  of 
self  observation.  The  task  of  becoming 
acquainted  with  an  insight  ("conver- 
sant with”  in  Freud’s  words)  is  ac- 
complished via  three  activities:  repeti- 
tion, elaboration,  and  application  to 
multiple  contexts. 

As  an  example,  consider  a patient 
who  has  learned  that  he  pretended  in- 
difference to  himself  to  hide  from  in- 
tense emotional  reactions.  For  this  in- 
sight to  become  helpful  it  had  to  be 
applied  to  his  family,  his  peer  group, 
his  girl  friend  and  even  to  his  interac- 
tions with  the  therapist.  The  insight 
had  to  be  repeated  many  times  by  both 
physician  and  patient.  Elaboration 
was  necessary  to  cement  and  deepen 
the  insight. 

Self  observation  and  working 
through  constitute  a positive  feedback 
cycle  which  drives  the  model  in  Figure 
1 forward  toward  completion.  Method- 
ical working  through  usually  leads  to 


further  self  observation.  Indeed,  the 
activity  of  working  through,  in  the 
process  of  elaborating  and  broadening 
old  insights  may  reveal  something 
new  to  the  attentive  ear  of  self  obser- 
vation. 

Various  authors  have  noted  that  a 
small  step  forward  is  amplified  by  sev- 
eral orders  of  magnitude  with  a built 
in  positive  feedback  cycle.3  Such  a 
cycle  is  instrumental  in  providing  the 
success  experience  which  Frank  de- 
lineates as  a key  ingredient  in  psy- 
cotherapy.11 

Table  I exemplifies  the  range  of 
possible  interventions  in  brief  psy- 
chotherapy. In  brief  psychother- 
apy, the  physician  need  not  become 
anxious  if  his  interpretive  remarks 
are  not  100  percent  accurate.  Approx- 
imations may  be  very  beneficial  to  the 
patient.3  More  important  than  accu- 
racy is  an  empathetic  assessment  of 
what  the  patient  can  understand,  lis- 
ten to  and  accept. 

Table  II  illustrates  that  poorly 
formulated  or  poorly  timed  interven- 
tions can  cause  harm.  A typology  of 
faulty  interventions  on  the  model  of 
drug  administration  may  include  such 
errors  as  overdose  (wild  administra- 
tion); failure  to  deal  with  side  effects 
(inappropriate  suggestion);  underpo- 
tency (avoidance  response);  and  acci- 
dental administration  of  a toxic  sub- 
stance (nonempathic  comments). 


Conclusion 

In  summary,  we  have  presented  a 
model  of  brief  therapy  for  patients 
with  slight  to  moderate  psychological 
complaints.  The  model  was  built  on 
the  assumption  that  the  physician’s 
presence  acts  like  a powerful  drug. 
The  principle  of  economical  means  has 
been  stressed:  giving  to  the  patient 
only  what  is  minimally  necessary  to 
allow  him  to  progress  toward  self  cure. 

□ 
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Management  of  congenital  hypothyroidism 


John  S.  Parks,  Ph.D.,  MD 
Thomas  P.  Foley,  Jr.,  MD 


Congenital  hypothyroidism,  known 
in  the  older  literature  as  cre- 
tinism, occurs  in  one  of  every  5,000 
births.  Permanent  irreversible  mental 
retardation  will  result  in  those  cases 
where  diagnosis  is  delayed  or  therapy 
is  inadequate.  The  signs  and  symp- 
toms of  hypothyroidism  in  early 
infancy  are  subtle  and  non-specific, 
yet  if  diagnosis  is  delayed,  varying  de- 
grees of  impaired  intellectual  func- 
tions may  occur. 

The  usual  causes  of  hypothyroidism 
in  infancy  are  failure  of  formation  of 
the  thyroid  gland,  inadequate  forma- 
tion and  often  ectopic  location  of 
thyroid  gland  tissue  and  an  inability 
of  the  thyroid  gland  to  overcome  a 
block  of  thyroid  hormone  synthesis. 
The  latter  condition  is  familial  and  is 
usually  associated  with  thyroid  en- 
largement or  goiter.  When  thyroid 
gland  failure  occurs,  the  level  of 
pituitary  thyroid  stimulating  hor- 
mone (TSH)  increases  considerably 
and  there  is  a gradual  fall  in  the  con- 
centration of  serum  thyroxine  (T4). 

To  detect  this  disease  in  its  early 
stage,  the  Commonwealth  of  Pennsyl- 
vania has  included  thyroid  screening 
in  its  current  screening  program  for 
the  detection  of  phenylketonuria 


Dr.  Parks  is  director  of  the  division  of 
endocrinology  at  Children  s Hospital  of 
Philadelphia.  Dr.  Foley  is  associate 
professor  of  pediatrics  at  the  University 
of  Pittsburgh  School  of  Medicine  and 
director  of  the  clinical  research  center 
at  Children's  Hospital  of  Pittsburgh. 


(PKU).  The  most  effective  technique 
for  mass  screening  of  newborn  infants 
for  metabolic  diseases  uses  applied 
blood  from  the  heel  prick  of  an  infant 
on  a specimen  of  filter  paper.  This 
specimen  can  be  transported  readily  to 
a regional  laboratory  organized  for 
mass  screening  for  PKU  and  hypo- 
thyroidism. 

The  literature  reported  from  several 
regional  programs  in  North  America 
including  Western  Pennsylvania, 
supports  the  state’s  decision  to  test 
every  specimen  for  detecting  hypo- 
thyroidism by  the  initial  meas- 
urement of  T4  concentration.  On  the 
lowest  10  percent  of  the  T4  levels,  a 
TSH  determination  will  be  performed 
in  duplicate  on  the  same  filter  paper 
specimen.  The  T4  level  also  will  be 
repeated  in  duplicate. 

An  infant  with  primary  hypo- 
thyroidism (thyroid  gland  fail- 
ure) will  have  elevated  TSH  and  low 
T4  concentrations  in  well  over  90  per- 
cent of  cases.  Whenever  a patient  has 
both  an  elevated  TSH  and  low  T4,  the 
patient  should  be  referred  immedi- 
ately for  confirmation  of  diagnosis  by 
the  measurement  of  T4  and  TSH  in 
serum  since  these  patients  are  at  in- 
creased risk  for  developing  mental  re- 
tardation. Upon  confirmation  of  diag- 
nosis, other  specific  diagnostic  studies 
should  be  obtained  immediately,  and 
the  infant  placed  on  appropriate 
thyroxine  replacement  therapy, 
namely  0.05  mg  or  50ug  daily  by 
mouth  at  least  30  minutes  before  a 
meal. 

A group  of  infants  will  be  identified 
with  low  T4  but  normal  TSH  levels. 


The  only  patients  who  theoretically 
might  be  at  risk  for  impaired  devel- 
opment of  the  central  nervous  system 
(this  has  yet  to  be  defined  clearly)  are 
infants  with  congenital  TSH  defi- 
ciency, or  hypopituitarism.  This  dis- 
ease is  extremely  rare  in  the  newborn 
and  almost  invariably  associated  with 
symptoms  of  hypoglycemia  (referable 
to  the  deficiency  of  ACTH  and/or 
growth  hormone)  and  microgenitalia 
(referable  to  gonadotropin  deficiency). 
These  patients  should  be  recognized 
by  their  primary  care  physicians 
with  clinical  symptoms  in  the 
neonatal  period  when  a serum  T4  de- 
termination is  appropriate.  Therefore, 
the  low  T4,  normal  TSH  result  will 
require  only  a repeat  filter  paper  spec- 
imen for  T4  and  TSH  around  4 to  8 
weeks  of  age  since  this  group  of  false 
positive  low  T4  results  are  not  at  high 
risk  for  mental  retardation. 

Management  of  congenital  hypo- 
thyroidism involves  early  recog- 
nition and  optimum  treatment  to  ena- 
ble the  hypothyroid  child  to  achieve 
maximum  potential  for  physical,  in- 
tellectual and  social  development.  In 
addition  to  providing  neonatal  screen- 
ing services,  the  state  has  established 
centers  at  the  Children’s  Hospital  of 
Philadelphia  and  the  Children’s  Hos- 
pital of  Pittsburgh  for  the  definitive 
diagnosis  and  follow-up  of  con- 
genitally hypothyroid  infants.  Each 
center  is  staffed  by  pediatric  endocri- 
nologists, specialists  in  child  devel- 
opment, a program  co-ordinator  and  a 
social  worker.  Their  roles  are  to  pro- 
vide around-the-clock  consultative 
services,  to  assume  responsibility  for 
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patient  management  upon  request  of 
referring  physicians,  and  to  collect  in- 
formation which  will  evaluate  the  suc- 
cess of  the  program  in  preventing 
mental  retardation. 

Notification  that  an  infant  had  a low 
T4  and  a high  TSH  in  the  initial  filter 
paper  screening  test  should  prompt  re- 
call by  the  primary  physician  for  post- 
natal history  taking,  physical  exami- 
nation, and  repeat  blood  sampling  for 
T4  and  TSH.  If  the  history  or  physical 
examination  suggests  hypothyroidism 
and  if  the  repeat  T4  is  low  or  the  repeat 
TSH  is  high,  a follow-up  center  should 
be  notified  and  the  infant  should  be 
hospitalized  for  further  evaluation 
and  initiation  of  treatment.  The  breast 
fed  infant  deserves  special  considera- 
tion since  human  milk  contains 
thyroid  hormones  which  may  mask 
temporarily  the  biochemical  as  well  as 
the  clinical  expression  of  hypo- 
thyroidism. Both  centers  have  re- 
search protocols  for  investigating  this 
issue. 

The  primary  physician  may  decide 
to  admit  the  infant  to  one  of  the  two 
designated  follow-up  centers  or  to  any 


other  hospital.  If  the  infant  is  admit- 
ted to  a follow-up  center  the  state  will 
assume  responsibility  for  costs  in  ex- 
cess of  third  party  coverage  or  pa- 
rental ability  to  pay. 

The  centers  will  provide  detailed 
forms  for  recording  information 
gained  from  histories  and  physical  ex- 
aminations and  results  of  laboratory 
tests,  including  serum  T4,  TSH, 
creatine  phosphokinase,  thyroxine 
binding  globulin,  12:iIodine  uptake  by 
the  thyroid  at  4 and  24  hours,  and  bone 
age.  A check  list  of  important  issues  in 
parental  education  will  also  be  pro- 
vided. When  the  initial  hospitaliza- 
tion takes  place  at  one  of  the  centers, 
the  center  will  assume  responsibility 
for  prompt  communication  with  the 
referring  physician  at  the  end  of  the 
three-day  hospital  stay. 

The  centers  are  prepared  to  provide 
direct  or  consultative  assistance  in  the 
equally  important  area  of  follow-up 
and  monitoring  of  therapy.  Infants  fol- 
lowed at  the  centers  will  be  seen  five 
times  during  the  first  year  for  physical 
examination,  developmental  invento- 
ries and  laboratory  testing.  Follow-up 


will  continue  at  six-month  intervals 
through  age  5 and  then  at  yearly 
intervals  through  age  18. 

The  centers  will  provide  stan- 
dardized follow-up  forms  for  other 
physicians  who  choose  to  provide  pri- 
mary follow-up  for  congenitally 
hypothyroid  children.  Infants  who  are 
followed  medically  at  other  institu- 
tions, and  whose  progress  is  recorded 
on  the  follow-up  forms,  are  eligible  for 
periodic  development  evaluation  at 
the  centers.  While  the  centers  do  not 
wish  to  gain  a monopoly  on  the  man- 
agement of  hypothyroid  infants,  they 
do  intend  to  provide  diagnostic  and 
follow-up  services  upon  request  of  re- 
ferring physicians  and  do  hope  to  col- 
lect detailed  information  on  the  prog- 
ress of  the  30  or  so  congenitally 
hypothyroid  infants  born  each  year  in 
Pennsylvania. 

Rigorous  evaluation  of  the  effec- 
tiveness of  early  recognition  through 
screening  and  consistent  thyroid  hor- 
mone treatment  is  essential  to  prog- 
ress in  eliminating  congenital  hy- 
pothyroidism as  a cause  of  perma- 
nent mental  retardation.  □ 
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instruction  will  be  carried  out  in  the  laboratory,  using  experimental  animals, 
with  participation  of  registrants  in  the  performance  of  procedures. 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
og},’, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  yo 
know,  there  is  substanti; 
literature  on  this  subject 
affecting  many  drugs,  in 
eluding  such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  c 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  difference 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  mav  practici 
minimum  quality  assur 
ance. 


ATYTH:  Industry  favors 
only  “< expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  c 
the  drug  supply,  includ- 
ing, therefore,  most  of  t 
generics.  Drug  nomen- 
clature is  not  the  impor 
tant  point;  it’s  the  comp 
tence  of  the  manufac- 
turer and  the  integrity  ( 
the  product  that  count. 


Matters, 


~'H:  Generic  options  al- 
t always  exist. 

T:  About  55  percent 
rescription  drug  ex- 
iditure  is  for  single- 
/ce  drugs.  This 
ins,  of  course,  that  for 
I 45  percent  of  such 
?nditure,  is  a generic 
scribing  option  avail- 


H:  Generic 

criptions  are  filled  with 
oensive  generics,  thus 
ng consumers  large 
its  of  money. 

T:  Market  data  show' 
i you  invariably 
ncribe — and  pharma- 
fs  dispense — both 
!id  and  genericallv 
l ied  products  from 
iim  and  trusted 
•ces,  in  the  best  inter- 
. In  most 
ent  receives 
i oven  brand  product, 
i ngs  from  voluntary' 
mandated  generic 
Eicribing  are  grosslv 
qgerated. 


: >f  patients 
Is  the  path 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  mone}’. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpay  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  mvths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy'  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


EWk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


Cerebro-Ni 


Alert  and 
functioning 
in  the 
sunset 
years 


Treat  the  symptoms 
the  geriatric  patient 

apathy 

irritability 

forgetfulness 

confusion 


in 


CAPSULES 

A gentle  cerebral  stimulant 
and  vasodilator  for  the 
geriatric  patient 


Each  CEREBRO  NICIN*  capsule 


contains: 

PentyJenetetrazole  100  mg. 

Nicotinic  Acid  100  mg 

Ascorbic  Acid 100  mg 

Thiamine  HCL 25  mg. 

I-Glutamic  Acid 50  mg 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine  HCL  3 mg. 


AVAILABLE:  Bottles  100,  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


Write  for  literature  and  samples 

( BRoWJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  lPDR 
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A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


\ 


/ 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN’7300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  .10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-N ICIN’ /2 50  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 

LIPO-NICIN®/100  mg.  £ ' 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 
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Ultrasonic  cholecystography  in  gallbladder  disease 


Jesus  Y.  Cano,  MD  Albert  H.  Fink,  MD 

Ronald  A.  D’Altorio,  MD  Young  C.  Kim,  MD 


Radiographic  cholecystography 
with  oral  contrast  agents  is  a 
highly  accurate,  safe,  and  reliable  ex- 
amination for  diagnosing  gallbladder 
disease.  However,  patients  who  are 
pregnant,  or  who  have  jaundice, 
malabsorption  states,  previous  aller- 
gic reactions  to  Iopainoic  acid,  or  acute 
abdominal  distress  are  not  suited  for 
oral  cholecystography.  In  such  cases, 
ultrasonic  cholecystography  might 
play  an  important  role  in  diagnosing 
gallbladder  disease.  Several  studies1’4 
have  proved  the  accuracy  of  ultrasonic 
cholecystography  by  utilizing  gray 
scale  technology,  and  an  expanded  set 
of  criteria  for  the  ultrasonic  diagnosis 
of  cholelithiasis.  ’ 

Materials  and  methods 

Fifty-seven  patients  with  a non- 
visualized  or  poorly  visualized 
gallbladder  received  a single  dose  of 
three  grams  of  telepaque  and  then 
were  examined  with  a Picker  Echo- 
view  gray  scale  unit,  using  either 
a 2.25  MHz  or  a 3.5  MHz  transducer. 
The  examinations  were  performed  and 
interpreted  by  a radiologist  with  ul- 
trasound experience.  All  of  the  pa- 
tients subsequently  received  a second 
dose  of  three  grams  of  telepaque,  re- 
gardless of  the  ultrasonic  results.  Fifty 
patients  had  satisfactory  confirmation 
of  the  ultrasonic  diagnosis  by  either  a 
well-visualized  gallbladder  on  the  sec- 
ond dose  oral  cholecystogram,  or  by 
surgery,  or  both. 

Results 

Group  I — normal.  Twenty -nine  pa- 
tients (52  percent)  had  a normal  ul- 


Dr Cano  is  a radiologist  at  the  Hospital 
Virgen  de  la  Arrixaea  in  Murcia,  Spain. 
Dr.  D'Altorio  is  chief  of  the  division  of 
diagnostic  radiology  of  The  Western 
Pennsylvania  Hospital  in  Pittsburgh. 
Dr.  Fink  is  chief  of  the  division  of  nu- 
clear medicine  and  ultrasound  at  that 
hospital.  Dr.  Kim  is  an  assistant  profes- 
sor of  radiology  at  the  University  of 
Louisville  in  Louisville,  Kentucky. 


trasonic  study;  15  of  these  patients 
had  a well-visualized  gallbladder, 
with  no  stones  on  a second  oral 
cholecystogram.  Six  patients  had  faint 
visualization  with  no  stones,  and  eight 
patients  remained  non-visualized  on 
the  second  dose  oral  cholecystogram. 

It  is  not  clear  how  many  of  the  eight 
represent  either  the  false  negative  on 
ultrasonic  cholecystography,  or  the 
false  positive  by  a second  dose  oral 
cholecystogram,  since  there  was  no 
pathological  confirmation  in  these  pa- 
tients. 

Group  II  — gallstones.  Fifteen  pa- 
tients (25  percent)  had  gallstones  on 
ultrasonic  study;  seven  of  these  pa- 
tients showed  non-visualization,  and 
eight  patients  did  have  stones  on  a 
second  dose  oral  cholecystogram. 
Group  III  — abnormal  due  to  multiple 
causes.  Seven  patients  (13  percent) 
had  non-visualization  of  the  gallblad- 
der on  ultrasonic  study;  none  of  these 
patients  had  gallbladder  visualization 
on  a second  dose  oral  cholecystogram. 
One  patient  had  air  in  the  biliary  tree, 
another  had  barium  in  the  gallblad- 
der, and  the  biliary  tree  from  a 
cholecystoduodenal-fistula;  and  two 
others  had  large  multiple  stones  in  the 
gallbladder  at  surgery.  Three  other 
patients  underwent  surgery.  One  had 
metastatic  carcinoma  of  the  breast  to 
the  gallbladder;  two  others  had  very 
small  atrophic  gallbladders  with 
stones. 

Group  TV  — indeterminate.  Six  pa- 
tients (10  percent)  had  limited  studies 
on  ultrasound  because  of  obesity,  ex- 
cess gas  within  the  bowel,  and  in- 
ability to  hold  their  breath.  Two  of 
these  patients  had  stones,  two  had 
poor  visualization  with  no  stones,  and 
two  had  non-visualization  of  the 
gallbladder  on  a second  dose  oral 
cholecystogram . 

Discussion 

Arnon  and  Rosenquist1  and  Bar- 
trum,  et  al.,2,3  have  used  ultrasonic 
cholecystography  as  an  alternative  to 
double-dose  oral  cholecystography  in 


instances  of  non-visualization  of  the 
gallbladder,  with  a single  dose  oral 
cholecystogram. 

Leopold,  etal.,4  reported  six  patients 
with  non-visualization  of  the  gall- 
bladder on  ultrasonic  study  who 
had  cholelithiasis  at  surgery.  They 
feel  that  false  positive  studies  are  neg- 
ligible. Our  results  are  similar  in 
terms  of  negligible  false  positive 
studies  on  ultrasonic  cholecystog- 
raphy. 

Previous  studies2,4  report  an  8 per- 
cent and  an  11  percent  incidence  ol 
false  negative  ultrasonic  studies. 
From  these  results,  patients  in  Group  I 
with  a strong  clinical  suspicion  of 
cholelithiasis  should  have  a second 
dose  oral  cholecystogram,  since  ul- 
trasonic cholecystography  produces  a 
relatively  high  false  negative  result. 

Our  study  suggests  that  Groups  II 
and  III  patients  will  not  benefit  from 
a second  dose  oral  cholecystogram. 
None  of  Group  II  had  a normal 
gallbladder  on  the  second  dose.  The 
Group  III  patients  had  non- 
visualization of  the  gallbladder  on  a 
second  dose  oral  cholecystogram. 
Therefore,  non-visualization  by  ul- 
trasound and  non-visualization  of  the 
gallbladder  by  a single  dose  oral 
cholecystogram  are  consistent  with  a 
pathological  gallbladder. 

The  Group  IV  patients  obviously 
need  a second  dose  oral  cholecys- 
togram, in  view  of  the  lack  of  informa- 
tion obtained  by  the  ultrasound  tech- ; 
nique.  C 
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Eastern  Pennsylvania  Chapter 
American  College  of  Surgeons 
Twenty-eighth  Annual  Meeting 

Wednesday,  November  14,  1979 
Brunswick  Hotel,  Lancaster,  Pennsylvania 


Category  I Credit  applied  for 


Symposium 

General  Surgical  Section 
“Problems  in  Surgery” 

Presiding  - John  G.  Pontius,  M.D.,  F.A.C.S. 

9:00  - 9:45  a.m.  Esophageal  Regurgitation: 
Surgical  Treatment  thereof 

William  P.  McKennon,  M.D.,  Professor  of 
Surgery 

9:45  - 10:30  a.m.  Inflammatory  Bowel 

Disease  - Current  Concepts 

Donald  Mcllrath,  M.D.,  Head  of  Section,  Mayo 
Clinic 

10:30  - 11:00  a.m.  Coffee  Break 

11:00  - 11:45  a.m.  Adult  Respiration  Distress 
Syndrome 

Roger  Wilson,  M.D.,  Massachusetts  General 
Hospital 


2:00  p.m.  Combined  Panel 

Monitoring  the  Critically  III  Patient 

William  P.  McKennon,  M.D. 

Local  Wound  Care 

Donald  Mcllrath,  M.D. 

Ventilatory  Management  of  Chest  Injury 

Roger  Wilson,  M.D. 


For  more  information  and  to  preregister  contact: 
PMS  Department  for  Specialty  Societies 
20  Erford  Rd. 

Lemoyne,  PA  17043 


Symposium 

Orthopaedic  Trauma  Section 

Presiding  - Robert  Simon  Mathews,  M.D.,  F.A.C.S. 

9:00  - 9:45  a.m.  Flexor  Tendon  Injuries 

J.  Leonard  Goldner,  M.D.,  Chief  and  Professor 
of  Orthopaedic  Surgery,  Duke  University 
Medical  Center 

9:40  - 10:40  a.m.  Update  on  Pelvic  Fractures 

Leonard  Peltier,  M.D.,  Chief  and  Professor  of 
the  Section  of  Orthopaedic  Surgery,  University 
of  Arizona 

10:30  • 11:00  a.m.  Coffee  Break 

11:00  - 11:45  a.m.  Emergency  Medical 

Treatment  for  the  Severely 
Injured  Patient 

George  Hyatt,  M.D.,  Chief  and  Professor  of 
Orthopaedic  Surgery,  Georgetown  University 
Medical  Center 

2:00  p.m.  Combined  Panel 

Re-implantation  Experience  at  the  Duke 
University  Medical  Center  of  Upper  Extremity 
Amputations 

Leonard  Goldner,  M.D. 

Treatment  of  Fat  Embolism 

Leonard  Peltier,  M.D. 

Modern  Assessment  of  Spinal  Cord  Injuries 
and  Spinal  Fractures 

George  Hyatt,  M.D. 

All  physicians  welcome 


DELAWARE  VALLEY  SOCIETY  FOR  G.  I. 

ENDOSCOPY 

Presents 


“ENDOSCOPY  UPDATE” 

November  10,  1979 
MARRIOTT  MOTOR  HOTEL 

City  Line  Ave.  at  Monument  Rd.,  Philadelphia,  Pa. 

8:30  a.m.  - 5:00  p.m. 

PANELS 

ENDOSCOPIC  ACCIDENTS  (Reduction  and  Treatment) 

Moderator:  Norman  N.  Cohen,  MD 
Harvey  B.  Lefton,  MD  Stanley  H.  Lorber,  MD 

Gary  M.  Levine,  MD  Vernon  Smith,  MD 

ESOPHAGEAL  INSTRUMENTATION 

Moderator:  Benjamin  Sullivan,  MD 
Harris  R.  Clearfield,  MD  Anthony  J.  DiMarino,  Jr.,  MD 

Norman  N.  Cohen,  MD  Stephen  D.  Ward,  MD 

PERIAMPULLARY  MANIPULATIONS 

Moderator:  Vernon  Smith,  MD 
Julius  J.  Deren,  MD  Benjamin  Sullivan,  MD 

William  B.  Long,  MD  David  Zimmon,  MD 

COLONOSCOPY  AND  POLYPECTOMY 

Moderator:  David  Zimmon,  MD 
Vincente  P.  Dinoso,  Jr.,  MD  William  H.  Lipshutz,  MD 

Barbara  B.  Frank,  MD  William  H.  Mahood,  MD 

Registration  $100.00  Physicians  in  Training  $20.00 

Members  of  Delaware  Valley  Society  for  G.I.  Endoscopy  $75.00 
Luncheon  and  Syllabus  Included 

Make  Check  Payable  to  “Delaware  Valley  Society  for  G.I.  Endoscopy”  and  mail  to: 

NORMAN  N.  COHEN,  MD 
Program  Chainnan 
Mercy  Catholic  Medical  Center 
Darby,  Pennsylvania  19023 
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Injection,  300  mg./2  ml., 
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and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 
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practice  management 


Tips  for  retirement 

Leif  C.  Beck,  Ll.B.,  CPBC 


There  are  many  planning  possi- 
bilities regarding  the  handling  of 
distributions  from  corporate  and 
Keogh  retirement  plans.  Because  this 
highly  technical  area  of  the  law  is  so 
complex,  we  propose  to  provide  some 
basic  background  enabling  physicians 
to  explore  various  options  with  their 
advisors. 

Income  tax  impact 

Generally,  distributions  from  re- 
tirement plans  are  taxable  to  the 
participant-employee  or  his  benefi- 
ciary when  made.  Exceptions  may 
occur  but  they  exceed  the  scope  of  this 
article. 

Some  distributions  from  qualified 
corporate  or  Keogh  plans  have  the  po- 
tential for  capital  gains  treatment. 
Usually  this  applies  to  lump  sum  dis- 
tributions, those  payable  within  one 
taxable  year  of  the  recipient.  The  por- 
tion, if  any,  subject  to  capital  gains 
treatment  is  the  product  of  two  factors. 
It  is  the  total  taxable  amount  received 
from  the  plan  as  a lump  sum  distribu- 
tion multiplied  by  a fraction,  whose 
numerator  is  the  total  number  of 
months  of  active  plan  participation  be- 
fore January  1,  1974  and  whose  de- 
nominator is  the  total  months  of  active 
plan  participation. 

ERISA  (Pension  Reform  Act;  caused 
this  change  which  reduced  the  benefit 
to  corporate  plans.  It  provided  Keogh 
plan  recipients  with  some  capital 
gains  potential  which  had  not  been 
available  pre-ERISA. 

A lump  sum  distribution  is  eligible 
for  a special  "ten-year  averaging” 
which  can  be  a real  tax  savings.  The 
law  allows  combining  capital  gains 
treatment  for  pre-1974  and  ten-year 


The  authors  are  the  principal 
consultants  of  Management  Con- 
sulting for  Professionals,  Inc.,  Bala 
Cynwyd. 


plan  distributions 

Vasilios  J.  Kalogredis,  JD 


averaging  for  post- 1973  portions. 

An  individual  may  elect  to  treat  the 
entire  taxable  portion  of  a lump  sum 
distribution  as  ordinary  income  sub- 
ject to  the  special  ten-year  averaging 
and  waive  the  capital  gains  treatment. 
In  some  instances  it  is  a more  advan- 
tageous approach. 

IRS  tax  form  4972  describes  the  spe- 
cial ten-year  averaging  method  for 
lump  sum  distributions. 

A participant,  or  his  beneficiary  at 
death,  may  elect  to  receive  his  plan 
benefits  in  the  form  of  an  annuity  or  in 
annual  installments  not  exceeding  the 
joint  life  expectancy  of  the  recipient 
and  spouse. 

In  appropriate  instances,  plan  in- 
terest can  be  rolled  over  into  an  IRA  or 
another  qualified  retirement  plan  to 
defer  the  tax  impact. 

When  the  distribution  from  a corpo- 
rate retirement  plan  results  from  a 
career-ending  disability,  there  is  some 
authority  for  excluding  the  distribu- 
tion from  income  totally.  The  Wood 
case,  a U.S.  District  court  case  in 
Northern  California,  held  that 
payments  received  by  taxpayer  under 
a profit  sharing  plan  upon  termination 
of  his  employment  on  account  of  career 
ending  disability  was  excludable  from 
gross  income  as  a tax-exempt  benefit 
under  an  employer-financed  health 
plan. 

After  determining  what  is  best  from 
an  income  tax  standpoint,  one  must 
consider  the  impact  on  estate  tax. 

Estate  tax  impact 

Generally,  a lump  sum  distribution, 
based  upon  employer  contributions, 
from  a qualified  retirement  plan  on 
account  of  death  will  be  fully  exempt 
from  federal  estate  tax  under  present 
law.  It  must  be  payable  to  a named 
beneficiary  other  than  the  employee’s 
estate  or  executor. 

Naming  the  proper  beneficiary  is 
important.  The  death  benefit  will  not 


Geoffrey  T.  Anders,  CPA,  JD 


be  free  from  estate  tax  if  payable  to  the 
estate  or  executor.  If  the  retirement 
plan  death  benefit  can  or  is  used  to  pay 
death  taxes  it  will  disqualify  the  dis- 
tribution from  estate  tax  exemption. 
Therefore,  if  a residuary  trust  is 
named  as  beneficiary,  such  trust  must 
expressly  and  clearly  state  that  such 
retirement  plan  distribution  cannot  be 
used  to  pay  death  taxes  or  expenses  in 
order  to  protect  the  estate  tax  exemp- 
tion. 

A beneficiary  designation  form 
must  be  completed,  and  clearly  set 
forth  a primary  and  contingent  benefi- 
ciary. It  should  retain  flexibility  as 
to  the  mode  of  distribution  so  the  final 
decision  regarding  lump  sum  versus 
other  modes  of  distribution  can  be 
made. 

Generally,  the  estate  tax  exemption 
does  not  apply  to  lump  sum  distribu- 
tions. In  effect,  the  tax  laws  have  been 
set  up  so  beneficiaries  of  participant 
cannot  have  both  the  estate  tax 
exemption  and  income  tax  breaks  of 
ten  year  averaging  or  capital  gains 
treatment.  It  is  therefore  important  to 
retain  flexibility  so  competent  ad- 
visors can  determine  and  recommend 
the  best  approach  to  use  under  the  spe- 
cific circumstances. 

The  1978  tax  act  allows  a recipient 
of  a lump  sum  plan  distribution  to 
elect  irrevocably  to  treat  such  dis- 
tribution as  free  from  estate  tax  but 
not  eligible  for  capital  gains  or  ten 
year  averaging  treatment. 

Conclusion 

Often,  physicians’  interests  in  theii 
retirement  plans  are  a substantial 
part  of  their  estate.  To  achieve  the  best 
result,  careful  thought  and  planning 
are  mandatory.  Much  money  and  ag- 
gravation can  be  saved  when  physi- 
cians discuss  their  options  with  expe- 
rienced advisors  and  retain  the  re 
quired  flexibility  to  make  appropriah 
decisions  on  a timely  basis. 
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PRACTICE  MEDICINE 
NOT  MANAGEMENT 

The  Data-Med  Practice  Management  System  puts  a profes- 
sional partner  in  your  office.  It  is  a complete  means  of  han- 
dling the  clinical  and  financial  records  of  a modern  practice. 

If  your  office  is  victimized  by  slow  cash  flow,  multiple  entries  of 
the  same  information,  slow  turnaround  on  third-party  billing, 
etc.— the  Data-Med  system  is  prescribed.  Data-Med  was  de- 
signed by  a practicing  surgeon,  in  conjunction  with  data- 
processing  professionals.  If  follows  the  normal  work  patterns 
of  your  office. 

Data-Med's  mini-computer  fits  easily  into  your  office.  No  spe- 
cial programming  training  is  required  for  your  staff;  the  system 
is  designed  to  guide  your  personnel  through  all  needed  func- 
tions—RESULTS:  timely  completion  of  all  “paperwork”.  The 
Data-Med  system  automatically  completes  all  of  the  fol- 
lowing: 


Health  insurance  carrier  billing 
by  forms  or  electronic  media. 
Insurance  carrier  patient  information 
request  forms. 

Patient  receipts. 

Patient  appointment  notices. 

Patient  ledger. 

Patient  statements. 

Statistical  records  of  all  patient 
services. 

Daily  cash  flow  summaries 
Analyses  of  practice  income. 


In  addition  to  patient  and  statistical 
information,  the  Data-Med  Practice 
Management  System  also  will  handle 
these  functions: 

Doctor's  earnings  records. 

Payroll  records. 

Government  reports. 

Checkbook  register 

All  general  ledger  functions. 

Income  statements. 

■ Balance  sheets. 


CONTACT:  PROFESSIONAL  MANAGEMENT  SYSTEMS  • 103  Sunset  Avenue  • Harrisburg,  PA  17112 

(717)  652-3152  • (717)  569-8328 


Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  orthopedics,  anesthesiology,  radiology, 
obstetrics  and  gynecology,  ophthalmology  or  otolaryngology,  we’ve  got  a full 
range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from 
non-medical  distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor 
who’s  more  interested  in  practicing  medicine  than  the  running  of  a practice, 

Army  Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical 
Counselor,  and  he  or  she  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/ Phone  Number 
Captain  James  Whitmire  (609)  562-2663 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


MDs  in  the  news 


i 


Harold  Hyman,  MD,  Wilkes-Barre, 
was  presented  with  the  25th  Anniver- 
sary Award  of  the  Chapel  of  Four 
Chaplains  by  the  American  College  of 
Physicians.  Dr.  Hyman’s  award  rec- 
ognized his  "outstanding  service  to  all 
people,  regardless  of  race  or  faith.” 

Robert  C.  Goldszer,  MD,  and  Milton 
Graub,  MD,  were  presented  awards 
for  outstanding  performances  as  med- 
ical residents  at  Hahnemann  Medical 
College  and  Hospital.  Dr.  Goldszer  re- 
cently completed  a three  year  resi- 
dency in  internal  medicine;  Dr.  Graub 
finished  his  first  year  of  a pediatric 
residency. 

Heads  of  staff  were  elected  recently  in 
hospitals  throughout  the  state.  The 
new  presidents  include:  Melchisedec 
C.  Ibanez,  MD,  Kane  Community 
Hospital;  John  Steele,  MD,  Gnaden 
Huetten  Hospital;  William  W. 
Lander,  MD,  Bryn  Mawr  Hospital; 
Herbert  McDonald,  MD,  Scranton 
State  General  Hospital;  Robert 
Wagner,  MD,  Charles  Cole  Memorial 
Hospital;  Arthur  G.  Baker,  Jr.,  MD, 
Taylor  Hospital;  Joseph  H.  Cooper, 
MD,  Lankenau  Hospital;  Daniel  Col- 
ombi,  MD,  Methodist  Hospital; 
George  R.  Moffitt,  Jr.,  MD,  Harris- 
burg Hospital;  and  Carl  H.  Eisen- 
beis,  Jr.,  MD,  St.  Margaret  Memorial 
Hospital. 

John  D.  Bealer,  MD,  Bethlehem,  re- 
cently was  promoted  to  corporate  med- 
ical director  of  Bethlehem  Steel  Cor- 
poration. He  suceeds  Paul  J. 
Whitaker,  MD,  Bethlehem,  who  had 
served  the  company  for  15  years  and 
had  distinguished  himself  as  a leader 
in  the  field  of  occupational  medicine  in 
the  steel  industry.  Lawrence  T. 
Smyth,  MD,  is  the  new  assistant  cor- 
porate medical  director. 

Alfred  Perfett,  MD,  Sharon,  has 
been  elected  to  the  board  of  trustees  of 
St.  Francis  College  where  he  earned 
his  undergraduate  degree.  Dr.  Perfett 
is  chief  of  the  department  of  obstetrics 
and  gynecology  at  Sharon  General 
Hospital. 
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The  Southwestern  Pennsylvania 
Chapter  of  the  American  Heart  Asso- 
ciation recently  elected  officers  for 
1979-80.  Heading  the  chapter  are: 
Cataldo  F.  Carrado,  MD,  president; 
and  J.E.  Victor  Carlson,  MD, 
chairman  of  the  board. 

Honored  for  50  years  of  medical  prac- 
tice and  service  were  Merl  Newell, 
MD,  Venango  County,  and  Charles 
R.  Leone,  MD  and  Joseph  M.  Walsh, 
MD,  Erie. 

Newly  elected  officers  of  the 
Pittsburgh  Obstetrical  & Gynecologi- 
cal Society  are:  John  Walker,  MD, 
president;  Robert  Warner,  MD,  vice 
president;  Robert  Gannon,  MD,  sec- 
retary; and  Donald  Mrvos,  MD, 
treasurer. 

The  University  of  Pennsylvania  Hos- 
pital recently  elected  a new  slate  of 
medical  board  officers:  Edward  C. 
Raffensperger,  MD,  Philadelphia, 
chairman;  Stanley  Baum,  MD, 
Chestnut  Hill,  vice  chairman;  and  C. 
William  Hanson,  MD,  Haverford, 
secretary.  Dr.  Raffensperger  joined 
the  hospital  in  1962  as  a gastrointes- 
tinal specialist  and  is  now  professor  of 
medicine  at  University  of  Pennsylva- 
nia School  of  Medicine. 


DR.  RAFFENSPERGER  DR.  SWEENEY 


Francis  J.  Sweeney,  Jr.,  MD, 

Wynnewood,  has  been  named  to  the 
Board  of  Trustees  at  Magee  Memorial 
Hospital  and  Rehabilitation  Center. 
Dr.  Sweeney  is  vice  president  for 
health  services  and  hospital  director 
at  Thomas  Jefferson  University. 

Richard  J.  Stadtmiller,  MD,  Johns- 
town, has  been  named  medical  di- 
rector of  Mercy  Hospital’s  Primary 
Care  Clinic,  Bolivar.  Dr.  Stadtmiller 
recently  completed  a three-year  resi- 
dency in  family  practice  at  Memorial 
Hospital. 


Indru  T.  Khubchandani,  MD, 

lentown,  has  been  elected  a truste 
the  research  and  scientific  advai 
ment  council  of  the  American  Soci 
of  Colon  and  Rectal  Surgeons. 
Khubchandani  is  a former  presider 
the  medical  staff  at  the  Allentown 
Sacred  Heart  Hospital  Center. 

J.  Stanley  Smith,  Jr.,  MD,  has  b 
named  medical  director  of  the  En 
gency  Health  Services  Federatioi 
South  Central  Pennsylvania. 
Smith  is  a traumatologist  and  surg 
at  Polyclinic  Medical  Center,  Hai 
burg. 

Leo  M.  Henikoff,  MD,  has  b 
named  dean  of  Temple  Univer 
School  of  Medicine  and  university 
president  for  medical  affairs.  , 
Henikoff  had  been  vice  presiden 
Rush-Presbyterian-St.  Luke’s  Med 
Center  in  Chicago. 

Robert  L.  Goodman,  MD,  G 

wyne,  has  been  named  head  of 
radiation  therapy  department  at 
Fox  Chase  Cancer  Center,  Phils 
phia.  Dr.  Goodman  is  chairman  ot 
radiation  therapy  department  an  fl 
associate  professor  at  the  Univeilj 
of  Pennsylvania  School  of  Mediii 
The  university  and  the  center  lj| 
put  their  two  departments  undl 
single  chief  to  create  uniform  si 
dards  of  radiation  treatment. 

Arthur  M.  Feldman,  MD,  ArdnJ| 

has  been  named  medical  directtij 
Presbyterian-University  of  Pen  K 
vania  Medical  Center’s  new  hos'n 
program.  Dr.  Feldman  has  prac 
privately  in  hematology  and  onc( 
and  is  a fellow  at  Hahnemann  Me 
College  and  Hospital. 

I 

Charles  E.  Myers,  Jr.,  MD,  rec< 
the  public  health  service’s  Com  * 
dation  Medal  for  contributior 
cancer  research.  Dr.  Meyers’  wor 
vealed  the  mechanism  of  action  o 
riamycin,  an  anti  cancer  drug  v ; 
may  cause  heart  damages.  Dr.  M 
work  led  to  antidotes  that  limit  oi 
vent  this  toxic  effect. 

1 1: 
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beneficiaries  of 


ORAL 

HYDERGINE 

Each  1 mg  Hydergine  tablet  containsdihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,anddihydroergocryptine(dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
:ause,  they  had  each  begun  to  experience  mild 
jpisodes  of  symptoms  such  as  confusion, 

Ttood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
eopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Tydergine  therapy. 


e still-functioning  geriatric  can  benefit 
l«in  Hydergine  treatment 

i s quite  common  for  cognitive  and  emotional  symp- 
Ins  of  deterioration  to  manifest  gradually  in  the  elderly. 
Iiring  this  early  stage,  such  symptoms  are  mild  and 
i>re  amenable  to  treatment.  It  is  at  this  stage  that 
I dergine  therapy  has  proved  most  effective.  Patients 
6ud  to  respond  better,  and  with  symptoms  effectively 
Bieved— or  at  least  their  progression  retarded— the 
lility  to  function  can  be  maintained, 
ial  Hydergine  tablets  promote 
tier  patient  compliance 

mpared  with  the  sublingual  form,  dosage  administra- 
tin  is  easier,  with  less  need  for  supervision. 

! 79  Sandoz,  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  ot  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  ol  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg:  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg: 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 


17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone  is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1 Eunuchoidism  and 
eumchism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric, 


mental,  and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  oiher  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  1 0 to  40  mg. : Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg., 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  R.  B 
Greenbtatt,  M.D  , R Witherington,  M.D  ; I.  B Sipahioglu. 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept  1976 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250.  Rx  only 


When  - 

impotence 

is  due  tolandrogenic  deficiency. 

JVndiDkf^7l(I/25; 

Methyltestosterone  U.S.R  Tablets 

A well  absorbed  oral  androgen. 

Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric/eunuchoidism, eunuchism /post-puberal  cryptorchidism. 


classifieds 


PHYSICIANS  WANTED 

Family  practice  southeast  — Private  practice  opportunity  group 
or  solo  in  medium  size  city  with  new  150  bed  hospital.  Present 
medical  staff  of  24  with  three  FPs  age  64.  Attractive  office  space 
and  complete  financial  assistance  package.  Family  oriented  sta- 
ble community.  Send  curriculum  vitae  in  confidence  to  Mr. 
William  Anderson,  Search  Director,  4470  Chamblee  Dunwoody 
Road,  Suite  350,  Atlanta,  Georgia  30338. 

Physician  — for  weekend  medical  officer  of  the  day  to  cover 
services  in  large  general  type  medical  center.  Will  provide  24- 
hour  coverage  8 A.M.  Saturday  to  8 A.M.  Sunday  and/or  8 A.M. 
Sunday  to  8 A.M.  Monday.  $240  fee  for  24-hour  coverage.  Contact 
Personnel  Officer,  VA  Medical  Center,  Lebanon,  PA  17042;  (717) 
272-6621,  ext.  230.  Nondiscriminatory  Employer. 

Fulltime  faculty  position  — instructor  in  radiology.  Position 
available  January  1 , 1 980.  Salary  to  be  discussed.  Interested  per- 
sons may  forward  resume  to  Dr.  Jack  Edeiken,  Chairman,  De- 
partment of  Radiology,  Thomas  Jefferson  University  Hospital, 
11th  & Walnut  Sts.,  Philadelphia,  PA  19107.  Equal  Opportunity 
Employer. 

Diagnostic  radiologist  — Board  certified.  Nuclear  medicine,  ul- 
trasonography, and  angiography  experience  needed.  Commu- 
nity hospital  in  Philadelphia.  Immediate  opening.  Locum  Tenens 
acceptable  until  permanent  associate  is  obtained.  Write  Depart- 
ment 830,  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Audiologist  — Part-time,  immediate  position  available  on  day 
shift,  approximately  three  hours  per  week.  Salary  competitive. 
Call:  Personnel  — 787-2008.  James  C.  Guiffre  Medical  Center,  8th 
& Girard  Avenue,  Philadelphia,  PA  19101.  Equal  Opportunity 
Employer. 

General  Internist  — at  the  Aspinwall  VAH,  Aspinwall,  PA.  This 
intermediate  and  chronic  care  facility  is  located  in  a beautiful 
suburban  setting  15  minutes  from  downtown  Pittsburgh.  Defined 
hours  with  duties  limited  to  the  care  of  inhouse  patients.  Salary 
dependent  in  part  upon  qualifications.  Must  be  board-eligible  or 
certified  in  Internal  Medicine.  Write  to  Frederick  R.  DeRubertis, 
MD,  Chief  Medical  Service,  Oakland  VAH,  Pittsburgh,  PA  15240  or 
phone  (412)  683-3000,  X523. 

Psychiatrists  and  Physicians — Board-certified  or  board  eligible. 
Pennsylvania  licensure  required.  Immediate  openings.  Excellent 
opportunity  to  work  in  developing  new  programs  in  a state  hos- 
pital. Salary  competitive.  Limited  housing  available.  Excellent 
fringe  benefits.  Forty  miles  east  of  Pittsburgh,  PA.  Call  (412) 
459-8000  or  write  to  Ray  Bullard,  MD,  Superintendent,  Torrance 
State  Hospital,  Torrance,  PA  15779.  An  Equal  Opportunity 
Employer,  M/F. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 
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Pennsylvania  emergency  physician  system  — Needs  several 
fulltime  emergency  physicians,  for  Western  Pennsylvania  area 
emergency  departments.  Independent  contractor  arrangements. 
Eligible  for  corporate  membership  within  two  years.  The  system 
is  on  a 'fee-for-service"  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

House  staff  physician — Progressive  430  bed  suburban  Philadel- 
phia teaching  hospital  seeks  full  time  house  physician.  Pennsyl- 
vania state  licensure  with  good  knowledge  of  general  medicine 
required.  This  challenging  opportunity  offers  a salary  commen- 
surate with  experience,  liberal  fringe  benefits,  and  pleasant 
working  conditions.  Please  submit  resume  in  confidence  or 
contact:  Crozer-Chester  Medical  Center,  15th  and  Upland  Ave- 
nue, Chester,  PA  19013,  (215)  TR4-9611,  ext.  204.  An  Equal  Op- 
portunity Employer. 

Otorhinolaryngologist  — Position  available,  and  demand  for 
board  certified  or  eligible,  89  bed  hospital  in  Western  Pennsylva- 
nia. Excellent  growth  potential  for  practice  in  community  and 
surrounding  area.  Send  curriculum  vitae  or  call  Punxsutawney 
Area  Hospital,  Punxsutawney,  PA  15767;  (814)  938-4500,  Joseph 
O.  Yesh,  President. 

Family  Physician  — to  join  staff  of  progressive,  rural,  JCAH  hos- 
pital. Guaranteed  yearly  income  plus  attractive  benefit  package 
which  includes  rent  free  office  space.  PA  licensure  required. 
Send  resume  to  E.F.  Hunter,  Executive  Director,  Barnes-Kasson 
Hospital,  400  Turnpike  St.,  Susquehanna,  PA  18847. 

Emergency  Physicians  — Grove  City,  Pennsylvania.  Immediate 
opportunity  in  this  western  Pennsylvania  community.  Moderate 
volume;  flexible  schedule;  guaranteed  remuneration  $42,000  to 
$53,000  depending  on  hours  worked.  Paid  malpractice  insurance 
plus  other  considerations.  Send  CV  to  Tom  Cooper,  MD,  970 
Executive  Parkway,  St.  Louis,  Missouri  63141,  or  call  toll  free 
1-800-325-3982,  ext.  225. 

Ophthalmologist  — Board  certified/eligible  to  associate  with 
Ophthalmologist  in  large  Anterior  Segment  surgical  practice. 
Can  do  Anterior  Segment  surgery  as  well  as  general  ophthal- 
mologic practice.  Please  forward  Curriculum  Vitae  to  Depart- 
ment 829,  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Family  Medicine-Internal  Medicine  — Hospital  located  in  recre- 
ational heart-lands  of  Northwestern  Pennsylvania  has  immediate 
need  for  physicians  in  order  to  continue  and  expand  its  health 
care  delivery  to  the  people  in  its  service  area.  It  is  our  concern  to 
attract  someone  who  is  concerned  both  with  the  quality  of  medi- 
cal practice  and  with  the  quality  of  life  both  his  self  and  family 
would  want  to  lead.  Contact  Administrator,  B.J.  Carotenuto,  Port 
Allegany  Community  Hospital,  Port  Allegany,  PA  collect  1-814- 
642-2541. 

Anesthesiologist  — Position  available  for  board  certified  or 
board  eligible,  184  bed  hospital  in  western  Pennsylvania.  Send 
curriculum  vitae  or  call  St.  Francis  Hospital  of  New  Castle,  S. 
Mercer  at  Phillips  St.,  New  Castle,  PA  16101, 412-658-3511,  J.S. 
Noviello,  President. 

Family  Practitioner — for  St.  Barnabas  Medical  Center,  a north 
suburban  Pittsburgh  outpatient  facility.  Ideal  location  to  live,  with 
excellent  schools,  recreation,  and  professional  development  op- 
portunities near-by.  Send  curriculum  vitae  to  Joseph  Hlinka,  St. 
Barnabas  Medical  Center,  Gibsonia,  PA  15044. 
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Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 

Psychiatrist — board-certified  or  board  eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  George  E.  Gittens,  MD,  Acting  Super- 
intendent, Clarks  Summit  State  Hospital,  Clarks  Summit,  PA 
18411,  (717)  586-2011. 

House  Staff  Physician  — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $40,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511 

Ob/Gyn  — excellent  opportunity.  Immediate  opening,  well- 
established  multi-specialty  group  in  central  Pennsylvania.  Full 
benefits  and  guaranteed  base  salary.  Enjoy  the  benefits  of  a rural 
setting,  one-half  hour  from  university  town.  Send  CV  to  Recruit- 
ing Physician,  P.O.  Box  687,  Philipsburg,  PA  16866.  Telephone 
(814)  342-5402. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121M  University  Place,  Pittsburgh,  PA  15213,  (412)  621- 
9975. 

Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
•no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

New  Jersey  — Ancora.  Immediate  openings  for  staff  psychiatrists 
and  staff  physicians  in  1000-bed  JCAH  and  AMA  accredited 
psychiatric  hospital  with  4 years  approved  residency  training. 
Affiliated  with  Temple  University  Hospital,  department  of 
psychiatry.  Located  30  miles  from  Atlantic  City  and  Philadelphia. 
Salary:  $31 ,457  to  $44,888.  Private  practice  after  duty  hours  per- 
mitted. Liberal  fringe  benefits  include  professional  liability,  Blue 
Cross,  Blue  Shield,  and  life  insurance.  Write  Max  C.  Pepernik, 
MD,  Medical  Director,  Ancora  Psychiatric  Hospital,  Box-A,  Ham- 
monton,  New  Jersey  08037,  or  call  (609)  561-1700. 

POSITIONS  WANTED 

Board-certified  internist  — 31  years  old,  university  trained,  exten- 
sive clinical  experience,  holding  medical  school  appointment, 
seeks  practice  opportunity.  Write  Department  823,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 


CONTINUING  EDUCATION 

Diagnosis  and  treatment  of  colon-rectal  disease  — October  20, 
1979,  Allentown  and  Sacred  Heart  Hospital  Center,  4 hours  cate- 
gory 1 credit,  $10.00  fee.  For  additional  information  contact: 
Educational  Development,  Allentown  and  Sacred  Heart  Hospital 
Center,  Allentown,  PA  18105  (215)  821-2026. 

FOR  SALE 

Coatesville  area  — $95,500.00  — Split-level,  4 bedrooms,  IV2 
baths,  dining  room,  eat-in  kitchen,  family  room  with  fireplace,  2 
car  garage,  plus  much  more.  1 acre-l-  with  13  fruit  trees.  Owner 
will  help  finance.  Call  (215)  857-3953. 

Extra  fine  professional  building  in  excellent  condition  and  medi- 
cal office  for  sale.  Rooms  available  for  additional  development  or 
apartments.  Four  bedrooms,  three  bathrooms.  Three  car  garage. 
Situated  Danville,  PA.  Call  (717)  326-4557  or  (717)  322-9892. 

Office  space  — Fully  equipped  1130  sq.  ft.  modern  multi-office 
building.  Family  physician  for  27  years.  Nice  rural  affluent  com- 
munity. Moving  out  of  state  for  industrial  medicine.  Contact  C M. 
Lawrence,  MD,  (717)  299-5661. 

FOR  RENT 

Orthopedic  surgeon’s  practice  — available  in  Lower  Bucks 
County  Pennsylvania  area.  Privileges  at  Lower  Bucks  County 
Hospital.  Office  equipment  and  x-ray  equipment.  Rental  office. 
Call  (215)  WA2-5056  or  (215)  L04-1887. 

To  Rent  — three  new  beach  cottages.  Long  fall  and  winter  and 
spring  weekends  (or  weeks).  Oceanfront,  magnificent  view  sea  to 
sound.  Open  beach  for  miles.  Isolated.  Superb  surf  fishing.  Heat 
and  air  conditioning.  Four  to  five  bedrooms,  sleeping  10  to  12. 
Superbly  furnished,  except  linens.  Located  Avon,  North  Carolina, 
3V2  miles  north  of  Cape  Hatteras  Light.  Contact  V.  Cofer,  MD, 
5326  Edgewater  Dr.,  Norfolk,  VA  23508. 

MISCELLANEOUS 

Physicians  and  hospital  administrators  — signature  loans  by 
mail.  $5,000  to  $50,000.  Immediate  service.  No  collateral  or  co- 
signers required.  Privacy  respected.  No  interviews.  Flexible 
terms.  Reasonable  rates.  No  early  pre-payment  penalty.  For  in- 
formation write:  Northeastern  Financial  Consultants,  P.O.  Box 
7724,  Philadelphia,  PA  19101. 


Literary  services — patient  information  handbooks  and  practice 
policy  brochures  produced  for  your  particular  requirements 
Copywriting,  editing,  revising  for  manuscripts  and  reports.  Illus- 
trating available.  Write  or  call  for  information:  mediaGraphics, 
P.O.  Box  3053,  Harrisburg,  PA  17105,  (717)  234-8908,  737-8847. 


CLASSIFIED  ADVERTISING  INFORMATION 
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rules. 
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52 


Pennsylvania  Medicine,  October  1979 


Librium 

chlordiazepoxide  HCI/Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
L to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
I'  ities  required  for  tasks  such  as  driving  or  operating  ma- 
I chinery  may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren. and  that  concomitant  use  with  alcohol  or  CNS  depres- 
. sants  may  have  an  additive  effect  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
I tu rates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
! creasing  gradually  as  needed  and  tolerated.  Not  recom- 
' mended  in  children  under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psycho- 
, tropics  seems  indicated,  carefully  consider  individual  phar- 
i macologic  effects,  particularly  in  use  of  potentiating  drugs 
I such  as  MAO  inhibitors  and  phenothiazines.  Obsen/e  usual 
: precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e^g_,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions. ) 

Supplied:  Librium  ® (chlordiazepoxide  HCI)  Capsules,  5 
mg,  1 0 mg  and  25  mg— bottles  of  1 00  and  500;  Tel-E-Dose  ® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 
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Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Please  see  following  page. 
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Hie  primary 
beneficiaries  of 

ORAL 

HYDERGINE 


Each  1 mg  Hydergine  tablet  containsdihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristme  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They're  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  still-functioning  geriatric  can  benefit 

from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded  — the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 

© 1979  Sandoz,  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  shot 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets 
Adverse  Reactions:  Serious  side  effects  have  not  been  found  Some  sublingual  irritation,  I 
transient  nausea,  and  gastric  disturbances  have  been  reported  Hydergine  tablets  and  sublin  j 
gual  tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids 
Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks 
How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  m< 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocrypti  I 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a ti  . 
ot  1 mg,  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  conta 
ing  dihydroergocornine  mesylate  0 167  mg,  dihydroergocristine  mesylate  0 167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  di  hydro-beta-ergocryp*: — 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg, 
packages  of  100  and  1000 

Before  prescribing,  see  package  insert  lor  full  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936 
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IS  ASKS  THORNBURGH  FOR 
ItING  ON  HEALTH  DEPARTMENT 


1 MACLEOD  RETURNS  TO 
I VERS I TY  OF  PITTSBURGH 


:ju)  chairman  appoints 

111  AD  HOC  COMMITTEE 


ACTS  FOR  ADOPTION 
UNIFORM  CLAIM  FORM 


].TE  HOUSE  VOTES  TO  BAN 
MG  CO-PAYMENT  UNDER  MA 


In  the  wake  of  the  forced  resignation  of  Gordon  K. 

MacLeod,  MD,  as  secretary  of  health,  the  State  Society 
on  October  11  asked  to  meet  with  Governor  Dick  Thornburgh. 
In  a letter  to  the  governor,  PMS  called  for  establishing 
"a  dialogue  with  your  administration  regarding  health 
matters  and  the  future  course  of  the  health  department." 

The  letter  reiterated  the  Society's  long  standing 
policy  calling  for  a strong  health  department  consolidating 
all  health  matters  of  the  Commonwealth,  including 
mental  health/mental  retardation  and  medicaid. 

Gordon  K.  MacLeod,  MD,  will  return  to  his  work  at  the 
University  of  Pittsburgh  November  2.  His  resignation 
as  secretary  of  health  is  effective  November  1.  In  the 
October  18,  1979  issue  of  University  Times,  the  University 
of  Pittsburgh's  weekly  newspaper,  Dr.  MacLeod  said  he 
will  submit  a 35-page  report  to  Governor  Thornburgh 
recommending  public  health  reforms  for  the  Commonwealth. 

A tenured  professor  at  Pitt's  Graduate  School  of  Public 
Health,  Dr.  MacLeod  had  been  on  a two-year  academic 
leave.  The  university  was  contributing  a $13,000  per 
year  stipend  to  supplement  his  $41,250  salary  as  secre- 
tary of  health.  The  Times  interview  with  the  former 
secretary  revealed  his  disagreements  with  several 
fellow  cabinet  members  over  his  efforts  to  bring  all 
health  related  programs  into  the  Department  of  Health. 

David  J.  Keck,  MD,  chairman  of  the  PMS  Board  of  Trustees, 
has  appointed  a new  ad  hoc  committee  to  coordinate  the 
Society's  efforts  to  amend  the  Health  Care  Services 
Malpractice  Act.  Henry  H.  Fetterman,  MD,  PMS  Second 
District  trustee,  chairman,  scheduled  the  first  meeting 
for  October  24.  Other  committee  members  are:  Drs . 

John  J.  Danyo,  York;  Donald  E.  Harrop,  Phoenixville ; 

John  Helwig,  Jr.,  Philadelphia;  David  S.  Masland, 

Carlisle;  James  A.  Raub , Sewickley;  Irving  Williams, 

III,  Lewisburg;  and  Charles  K.  Zug,  III,  Bethlehem. 

The  adoption  of  a uniform  claim  form  for  medical  ser- 
vices in  Pennsylvania  came  closer  to  reality  in  October 
as  PMS  representatives  met  twice  with  Department  of 
Public  Welfare  and  Blue  Shield  representatives.  The 
PMS  Council  on  Medical  Economics  has  as  its  goal  the 
use  of  one  claim  form  for  all  medicare,  medicaid,  and 
PBS  regular  business.  Under  consideration  is  the  AMA 
Uniform  Claim  Form  with  minor  modifications. 

The  state  House  of  Representatives  voted  October  22  to 
ban  the  welfare  department's  proposal  to  make  medicaid 
recipients  pay  50  cents  toward  each  prescription  they 
have  filled.  The  DPW  order,  which  was  to  have  been 
effective  October  16,  was  postponed  earlier  by  a 
federal  court  ruling.  The  Department  of  Public  W'elfare 
hoped  to  save  $3  million  annually  from  the  50-cent 
prescription  payments  by  Pennsylvania's  1.1  million 
medicaid  recipients. 
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BIPARTISAN  BILL  ASKS  FOR 
SUFFER  FRAUD  PENALTIES 

Two  senators,  W.  Louis  Coppersmith,  Democrat,  and 
Richard  A.  Snyder,  Republican,  have  introduced  legis- 
lation to  stiffen  penalties  for  medical  assistance 
theft  and  make  it  a separate  crime.  Fines  as  high  as 
three  times  as  much  as  a provider  illegally  receives 
through  fraudulent  billing  and  other  activities  are 
included.  Penalties  would  be  determined  by  the  Depart- 
ment of  Public  Welfare,  subject  to  administrative  and 
court  appeals.  Medical  assistance  fraud  currently  is 
prosecuted  under  general  fraud  and  larceny  laws,  which 
Coppersmith,  chairman  of  the  Senate  Health  and  Welfare 
Committee,  calls  inadequate  to  deal  with  the  problems. 

GOVERNOR  SPONSORS 
UMO  CONFERENCE 

Governor  Dick  Thornburgh  will  deliver  the  keynote 
address  at  his  HMO  Conference  December  10-11,  1979  at 
Hershey  Motor  Lodge.  The  address  will  follow  a recepti 
and  dinner  to  open  the  conference  on  December  10. 
Workshops  and  presentations  by  state  and  national 
business,  labor,  and  provider  representatives  are 
scheduled  December  11.  For  details  telephone  (717) 
787-5193. 

SHCC  ADOPTS  FIRST 
STATEWIDE  HEALTH  PLAN 

The  Statewide  Health  Coordinating  Council  (SHCC)  in 
September  adopted  Pennsylvania's  first  state  health 
plan  under  the  federal  health  planning  and  resources 
development  law.  The  plan's  objectives  mainly  came 
from  the  areawide  plans  developed  by  Pennsylvania's 
Health  Systems  Agencies. 

DANVILLE  STATE  HOSPITAL 
HAS  NON-MEDICAL  CHIEF 

The  first  non-medical  superintendent  in  Pennsylvania's 
state  mental  hospital  system,  is  Gary  L.  Ellis,  of 
Lancaster.  On  November  19  he  becomes  superintendent  at 
Danville  State  Hospital,  which  has  been  without  a full 
time  superintendent  since  January  1977.  His  annual 
salary  will  be  $37,770.  A 12-year  veteran  of  state 
government,  Ellis  most  recently  served  as  executive 
director -of  the  Lancaster  Cleft  Palate  Clinic,  affili- 
ated with  Hershey  Medical  Center.  He  worked  in  the 
Department  of  Public  Welfare  in  various  positions, 
including  eight  years  as  executive  director  of  the 
Commonwealth  Mental  Health  Research  Foundation,  execut: 
assistant  to  the  commissioner  for  mental  health,  and 
assistant  commissioner  for  mental  health  administra tioi 

49  PENNSYLVANIA  COUNTIES 
SHORT  ON  MEDICAL  CARE 

The  U.  S.  Department  of  Health,  Education,  and  Welfare 
has  identified  49  counties  in  Pennsylvania  as  having  a 
shortage  of  primary  medical  care.  Public  and  nonprofi 
groups  in  these  areas  can  request  assignment  of  Nation. 
Health  Service  Corps  personnel.  Areas  of  critical 
shortage  may  be  eligible  for  federal  reimbursement  and 
several  grant  programs.  The  report,  published  in  the 
August  16,  1979  Federal  Register,  names  portions  of  th 
following  counties  as  having  critical  shortages:  Alleg 
Armstrong,  Bedford,  Butler,  Cameron,  Carbon,  Clarion, 
Crawford,  Dauphin,  Erie,  Fayette,  Forest,  Franklin, 
Fulton,  Greene,  Indiana,  Juniata,  Lancaster,  Lebanon, 
Luzerne,  Lycoming,  McKean,  Monroe,  Perry,  Philadelphia 
Potter,  Somerset,  Tioga,  and  Wyoming. 
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editorial 


Separation  of  powers 


Joseph  Califano,  the  former  secretary  of  HEW,  at  the 
annual  meeting  of  the  American  Bar  Association,  criticized 
the  involvement  of  the  federal  courts  in  the  operation  of 
HEW.  He  charged  that  the  courts  represent  a powerful  and 
unaccountable  bureaucracy;  that  HEW  function  is  inhib- 
ited by  continuing  court  orders;  that  the  courts  are  not 
concerned  with  cost  containment  or  other  efficiencies  in 
management.  He  feels  that  the  country  would  benefit  from 
a "penetrating  examination”  of  the  courts,  especially  re- 
garding the  "fair  and  efficient  administration”  of  social 
programs.  This  statement  implies  an  intent  to  alter,  in 
some  fashion,  the  federal  judiciary  system. 

Califano  cited  a number  of  examples  which  he  felt 
showed  judges  interfering  in  the  operation  of  the  depart- 
ment and,  in  general,  meddling  in  matters  clearly  claimed 
by  the  executive  arm  of  government.  His  reasoning  is  that 
the  Constitution  provides  for  separation  of  powers  of  the 
three  branches  of  government.  One  branch  should  not  as- 
sume the  duties  and  responsibilities  of  another.  On  the 
other  hand,  while  the  Constitution  carefully  delineates  the 
powers  of  each  branch,  each  has  grown  with  interpretation 
and  has  developed  through  tradition.  The  courts,  fortu- 
nately for  us,  are  included  in  this  respect. 

Alexander  Hamilton  introduced  what  has  come  to  be 
called  the  doctrine  of  "implied  powers”  based  upon  the 
Constitutional  clause  which  states  that  Congress  may  pass 
laws  that  are  "necessary  and  proper”  to  carry  out  its  "enu- 
merated powers.”  The  Constitution  provides  that  judicial 
power  belongs  to  the  federal  courts  and  that  this  power 
"shall  extend  to  all  cases,  in  law  and  equity,  arising  under 
this  Constitution,  the  laws  of  the  United  States  . . .”  John 
Marshall,  the  first  and  probably  most  famous  chief  justice, 
borrowed  the  Hamiltonian  concept  in  his  famous  decision 
in  the  case  of  Marbury  vs.  Madison  (1801),  which  estab- 
lished judicial  review  as  a function  of  the  court.  Although 
this  concept  is  not  specifically  provided  in  the  Constitution, 
it  is  implied.  Congress  can  not  legislate  that  which  conflicts 
with  the  Constitution. 


During  the  mid-1950s  to  the  mid-1960s  the  Warren  court 
handed  down  a number  of  unpopular  social  decisions.  Rul- 
ings against  required  prayer  in  public  school,  for  desegre^ 
gation  of  schools,  and  for  reapportionment,  increased  feel 
ings  against  the  judiciary.  It  is  apparent  now,  even  if  it  was 
not  then,  that  this  court  was  protecting  the  rights  of  the 
individual. 

Some  of  the  continuing  court  orders  which  Mr.  Califano 
protests  are  in  this  tradition.  HEW,  for  example,  was  pro- 
hibited from  publishing  names  of  medicare  physicians  and 
the  dollar  income  they  receive  from  the  program.  The 
greater  good  as  perceived  by  those  in  power  cannot  be 
bought  by  the  sacrifice  of  rights  of  individuals. 

Fisher  Ames,  a Harvard  educated  lawyer  who  realized 
the  necessity  of  protection  of  the  rights  of  individuals, 
wrote  in  1805,  "There  may  be  a tyranny  of  the  many  as  well 
as  the  few.” 

"The  people,  as  a body,  cannot  deliberate.  Nevertheless, 
they  will  feel  an  irresistible  impulse  to  act  and  their  resolu- 
tions will  be  dictated  to  them  by  demagogues  ...  To  make  a 
nation  free,  the  crafty  must  be  kept  in  awe,  and  the  violent 
in  restraint.  The  weak  and  the  simple  find  their  liberty 
arises  not  from  their  own  individual  sovereignty,  but  from 
the  power  of  law  and  justice  over  all.  It  is  only  by  the  due 
restraint  of  others,  that  I am  free  . . .” 

Even  presidents  who  have  dared  to  entertain  ideas  of 
altering  or  intervening  in  the  judiciary  system  have  recog- 
nized the  value  and  tradition  of  the  courts.  The  judicial 
system  does  not  need  a "penetrating  examination,”  but 
perhaps  a department  subjected  to  more  than  225  continu- 
ing court  orders  and  involved  in  more  that  1,600  lawsuits 
would  benefit  from  just  such  an  examination. 

The  judicial  system  is  not  responsible  for  the  woes  of 
HEW.  The  laws  are  there;  the  courts  interpret. 


David  A.  Smith,  M.D. 
Medical  Editor 
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Arbitration  director  seeks  physician  panelists 


Arthur  S.  Frankston,  Esq,,  adminis- 
trator of  Arbitration  Panels  for  Health 
(Care  under  Pennsylvania’s  malprac- 
tice reform  law,  Act  111  of  1975,  be- 
lieves the  system  is  working  better 

I than  its  critics  indicate.  But  knowing 
it  can  be  improved,  he  is  directing  his 
efforts  toward  that  goal. 

Developing  a list  of  physicians  and 
lawyers  whose  schedules  will  permit 
them  to  serve  as  arbitration  panelists 
for  complicated,  lengthy  cases  is  one  of 
the  steps  he  is  taking  to  expedite  the 
hearing  process. 

"We  hope  to  have  a list  of  physi- 
cians, about  25  in  each  of  the  medical 
specialties,  from  the  various  geo- 
graphic areas  of  Pennsylvania,  who 
are  free  to  serve  on  those  cases  we 
know  will  take  one  to  three  weeks  to 
hear,”  he  said.  "These  would  be  physi- 
cians we  would  use  more  than  once 
since  they  have  schedules  permitting 
their  service  in  such  a way.  But  since 
most  cases  require  only  a one  or  two- 
day  hearing  these  panelists  would  not 
be  used  exclusively. 

"We  need  panel  members  who  have 


no  ties  to  the  case  which  the  panel  is  to 
hear  and  who  currently  are  not  in- 
volved in  any  medical  malpractice 
litigation. 

"We  are  looking  for  competence  and 
impartiality  and  in  return  we  offer 
physicians  an  opportunity  to  be  of  pub- 
lic service  by  using  the  knowledge  and 
experience  of  their  years  in  medical 
practice.” 

Lois  K.  McCarraher,  arbitration 
panel  officer,  is  the  contact  person  for 
those  who  wish  to  volunteer  as  panel- 
ists. Those  interested  in  serving  may 
write  to  her  at  No.  3 Riverside  Office 
Center,  2101  N.  Front  St.,  Harrisburg, 
17110,  or  telephone  (717)  787-6100. 
Frankston  is  appealing  to  lawyers  in 
much  the  same  fashion  in  attempting 
to  develop  a group  whose  schedules 
permit  service  on  longer  cases. 

The  Dickinson  Law  School  profes- 
sor, himself  a "shirtsleeves”  adminis- 
trator, has  only  praise  for  his  staff, 
which  he  describes  as  "hardworking 
and  dedicated.”  The  staff  has  grown  in 
the  15  months  he  has  been  adminis- 
trator, to  handle  the  increased  filings 
and  to  expedite  cases. 

Frankston  also  is  urging  the  legis- 
lature to  complete  work  on  S.  B.  846, 
which  would  reduce  the  size  of  each 
panel  from  seven  to  three  members, 
and  allow  the  administrator  to  select 
the  panelists,  subject  to  challenge  for 
cause  and  to  one  peremptory  challenge 
from  each  party. 


The  bill  was  passed  unanimously  in 
the  Senate  July  10  and  sent  to  the 
House  of  Representatives.  There  it  has 
cleared  the  Insurance  Committee  and 
awaits  action  by  the  full  House.  The 
State  Society  also  supports  the  bill. 
Reducing  the  size  of  arbitration  panels 
has  been  foremost  among  a number  of 
recommendations  on  Act  111  which 
PMS  supports. 

Frankston  also  has  recommended  to 
the  Executive  Board,  which  is  empow- 
ered to  set  salaries  and  fees  under  the 
Act,  that  arbitrators’  per  diem  fees  be 
increased  to  $175  for  the  chairperson 
(now  $85)  and  $150  for  panelists  (now 
$60).  He  points  out  that  an  increase 
would  not  be  paid  from  tax  revenues, 
because  the  office  is  funded  primarily 
by  the  annual  fees  paid  by  health  care 
providers  covered  by  Act  111. 

He  questions  the  use  of  the  word 
"backlogged”  as  an  adjective  to  de- 
scribe the  arbitration  system. 

"This  may  be  the  perception  of  some, 
but  it  does  not  reflect  the  facts,” 
Frankston  said.  "Critics  of  the  system 
cite  the  fact  that  only  ten  hearings 
have  been  held  through  September  30, 
1979.  Here  are  the  statistics.  Through 
September  30,  2,566  claims  have  been 
filed.  Of  these,  551  cases  have  been 
settled  or  discontinued,  and  596  con- 
ciliation conferences  (pre-arbitration) 
have  been  held.  Of  the  cases  filed, 
1,813  have  been  filed  since  March  1, 
1978,  and  are  at  the  most  18  months 
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old.  This  is  not  an  inordinate  number 
of  old  cases.” 

He  emphasized  that  the  office 
currently  has  relatively  few  cases  in 
which  the  parties  said  they  are  ready 
to  go  to  panels.  As  of  September  30,  out 
of  2,566  pending  cases,  only  80  had 
filed  certificates  of  readiness.  This 
means  that  the  vast  majority  of  parties 
to  the  pending  cases  are  not  prepared 
for  hearings. 

The  certificate  of  readiness  and  a re- 
quest for  a conciliation  conference  are 
means  at  the  disposal  of  attorneys  who 
wish  to  accelerate  the  disposition  of  a 
claim. 

Frankston  said  his  office  does  not 
consider  a case  unduly  delayed  until 
the  office  is  unable  to  respond  to  a 
litigant’s  certificate  of  readiness, 
which  indicates  that  negotiations 
have  been  fruitless,  that  discovery  has 
been  completed,  and  that  the  claim  is 
ready  to  proceed  to  a panel  hearing. 

Through  September  30,  1979,  930 
claims  were  filed  in  1979,  compared 
with  1,166  for  1978.  On  a monthly 
basis,  claims  were  just  under  100  a 
month  for  1978,  and  just  over  100  for 
1979.  Of  the  1979  filings,  57.1  percent 
were  from  the  five-county  Philadel- 
phia area,  14  percent  were  from  Al- 
legheny County,  and  28.9  percent 
came  from  the  remaining  61  counties. 

Although  the  constitutionality  of 
Act  111  was  upheld  by  the  Pennsylva- 
nia Supreme  Court  in  1978,  new  chal- 
lenges have  been  filed  in  1979.  Mattos 
v.  Thompson  and  Frankston,  filed  in 
Commonwealth  Court,  asked  for  a de- 
claratory judgment  that  Act  111  is  un- 
constitutional. On  a petition  from  the 
plaintiff,  the  Pennsylvania  Supreme 
Court  has  assumed  plenary  jurisdic- 
tion in  the  Mattos  case.  Similar  chal- 


PMS  president  honored 

John  B.  Lovette,  MD,  president  of 
PMS,  recently  received  the  Distin- 
guished Alumnus  Award  from  St. 
Francis  College. 

Dr.  Lovette  is  a 1943  alumnus  of  St. 
Francis.  He  is  vice  chairman  of  the 
board  of  trustees  on  which  he  has 
served  since  1972. 

Dr.  Lovette  is  chief  of  surgery  at 
Mercy  Hospital,  Johnstown  and  also 
serves  on  the  board  of  directors  of  the 
Greater  Johnstown  Chamber  of  Com- 
merce. 


Crucial  to  effective  administration  of  the  Arbitration  Panels 
for  Health  Care  established  by  Act  111  is  the  maintenance  of 
a list  of  physicians,  lawyers,  and  public  members  to  serve  as 
arbitrators.  The  passage  ofS.B.  846,  which  has  the  support  of 
Arthur  S.  Frankston,  arbitration  administrator,  and  the 
Pennsylvania  Medical  Society,  will  reduce  the  size  of  panels 
from  seven  to  three,  and  will  permit  panelists  to  serve  more 
than  once.  In  addition,  panelists  whose  schedules 
would  permit  them  to  hear  longer,  more  complicated 
cases  must  be  found.  Society  president  John  B.  Lovette, 
MD,  cosigned  with  Frankston  a letter  of  appeal  for  more 
candidates.  It  was  mailed  to  physicians  in  July.  The  same 
kind  of  appeal  is  being  made  for  lawyers  through  the  Penn- 
sylvania Bar  Association.  If  your  schedule  permits  you  to 
serve  a period  of  one  to  three  weeks  for  a hearing, 
contact  Lois  K.  McCarraher,  Arbitration  Panel  Of- 
ficer, by  telephone  or  letter.  The  address  is  Arbitration 
Panels  for  Health  Care,  No.  3 Riverside  Office  Center, 
2101 N.  Front  St.,  Harrisburg,  PA  17110.  The  telephone 
number  is  (717)  787-6100. 


lenges  also  have  been  filed  in  other 
jurisdictions. 

Meanwhile  the  work  of  the  Office  of 
Arbitration  Panels  for  Health  Care 
continues.  The  administrator  said, 
"Flexibility  can  make  this  system 
work.  We  want  feedback  from  the  pro- 
fessional associations  involved  on  how 
the  system  is  working,  and  especially 
in  generating  and  updating  lists  of 
panel  members,  who  are  the  essential 
ingredient  to  success.” 


PMS  names  field  staff 


The  following  revised  assignments 
of  field  contact  districts  for  PMS  exec- 
utive staff  were  announced  by  John 
Rineman,  executive  vice  president: 


District 

First 

Second 

Third 

Fourth 

Fifth 

Sixth 

Seventh 

Eighth 

Ninth 

Tenth 

Eleventh 

Twelfth 


Staff 

L.  Riegel  Haas 
L.  Riegel  Haas 
Stephen  R.  Keys 
Donna  F.  Wenger 
Charles  G.  Appleby 
David  C.  Blunk 
G.  Harlow  Flory 
Barbara  M.  Geisel 
Christina  L.  Reese 
Donald  N.  McCoy 
J.  Scott  Goodman 
Arnold  W.  Cushner 


HMO  status  explored 

The  Center  City  Branch  of  the 
Philadelphia  County  Medical  Society 
recently  presented  a program  on  the 
current  status  of  health  maintenance 
organizations.  The  Center  City 
Branch  is  chaired  by  Milton  J. 
Freiwald,  MD.  The  program  was  co- 
sponsored by  the  University  of  Penn- 
sylvania School  of  Medicine. 

Allergists  meet  in  January 

The  American  College  of  Allergists 
will  hold  its  36th  Annual  Congress 
January  19-23, 1980  at  the  Americana 
Hotel,  Bal  Harbour,  Miami  Beach, 
Florida. 

For  practicing  physicians,  the  Col- 
lege offers  a complete  program  report- 
ing developments  in  diagnosis  and 
treatment  in  clinical  allergy  and  im- 
munology. 

Category  I credit,  CME,  for  the 
AMA’s  Physician’s  Recognition 
Award  will  be  granted  on  an  hour- 
for-hour  basis. 

For  further  information,  write 
Frances  P.  White,  Executive  Secre- 
tary & Treasurer,  American  College  of 
Allergists,  2141  Fourteenth  St.,  Boul- 
der, CO  80302;  or  call  (303)  447-8111. 
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Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500738 


Legal  counsel  reports 


Court  OKs  separate  hospital,  physician  ER  medicaid  fees 

Fred  Speaker,  Esq. 


The  Commonwealth  Court  has 
ruled  that  both  a hospital  emergency 
room  and  physicians  providing 
emergency  room  services  may  receive 
separate  fees  from  the  Medical  Assis- 
tance program. 

In  a case  decided  in  late  June  1979,1 
the  Court  reviewed  a denial  by  the  De- 
partment of  Public  Welfare  of 
payments  to  an  association  of  physi- 
cians who  had  agreed  to  provide 
emergency  room  services  for  two  hos- 
pitals operated  by  Forbes  Health  Sys- 
tem. The  DPW  denial  was  a reversal  of 
its  previous  opinion;  and  both  the  hos- 
pital and  the  association  appealed  the 
DPW  position  to  the  Commonwealth 
Court. 

In  1974,  DPW  revised  its  regula- 
tions to  increase  from  $6.00  to  $9.00 
the  reimbursement  fee  payable  to  hos- 
pitals. The  revised  regulation  pro- 
vided: 

Independent,  private  physicians 
are  permitted  to  bill  for  certain 
selected  services  performed  in  the 
emergency  room  of  a hospital  on  an 
outpatient  basis.  When  these  ser- 
vices are  provided,  the  hospital  will 
be  reimbursed  $9.00  for  the  use  of 
the  emergency  room.  **  (Refer  to 
M.A.  Memorandum  No.  40).2 
The  cited  M.A.  Memorandum  No.  40 
states,  "a  separate  $6.00  fee  is  allowed 
as  reimbursement  to  the  hospital  for 
use  of  the  Emergency  Room  by  the  At- 
tending Physician,”  distinguishing 
the  hospital  fee  from  that  paid  to 
physicians. 

After  this  amendment,  the  hospital 
and  the  association  of  physicians  ne- 
gotiated an  agreement,  effective  May 
1, 1979,  by  which  the  physicians  would 
provide  emergency  room  services. 
From  that  time  until  1977,  the  physi- 
cians and  the  hospital  billed  DPW  for 
separate  fees,  and  they  were  paid. 

In  1977,  DPW  wrote  the  hospital 
and  withdrew  their  prior  authority  be- 
cause separate  payments  to  hospitals 
and  emergency  room  physicians  were 
justifiable  only  when  the  physicians 
were  private  and  independent  and: 
if  a physician  or  physician  group  has 
entered  into  an  agreement  with  a 


hospital,  whereby  the  physicians 
agree  to  provide  emergency  room 
staffing  for  the  hospital,  the  physi- 
cians cannot  be  considered  to  be  pri- 
vate and  independent  and  they  can- 
not bill  the  Medical  Assistance  Pro- 
gram for  their  emergency  room  ser- 
vices.3 

The  Commonwealth  Court  dis- 
agreed with  this  conclusion  as  a mat- 
ter of  law,  saying: 

Now,  in  order  to  justify  the  with- 
drawal of  its  previous  authorization 
to  [the  physician  group]  Hosta, 
DPW  argues  that  its  first  interpre- 
tation of  its  own  regulations  was 
simply  erroneous  and  that  it  never 
intended  to  authorize  duplicate 
payments  for  emergency  room  ser- 
vices. We  see  no  duplication.  There 
is  nothing  in  any  of  the  regulations 
or  memoranda  in  the  record  of  this 
case  which  prohibits  Hosta  from 
making  a separate  charge  for  physi- 
cians’ services  furnished  at  Forbes’ 
emergency  room.  On  the  contrary, 
our  reading  of  the  regulations  and 
memoranda  would  indicate  that 

Records  redux 

How  important  is  it  to  keep  medical 
records? 

The  answer  to  that  question  is,  once 
again,  that  it  can  been  very  important 
indeed. 

In  the  case  of Earlin  v.  Cravetz,  MD, 1 
the  patient  suffered  a pneumothorax 
after  the  injection  of  pain-relieving 
drugs  in  her  shoulder  and  sued  for 
malpractice,  charging  the  injection 
caused  her  collapsed  lung.  The  pa- 
tient’s expert  witness  testified  that  he 
did  not  believe  the  physician  used  a 25 
gauge  syringe  but  rather  used  one 
which  could  have  caused  the  pneu- 
mothorax. The  physician  complained 
that  the  expert’s  conclusion  was  in- 
valid because  it  usurped  the  function 
of  the  jury. 

The  Pennsylvania  Superior  Court 
disagreed,  stating  that: 

The  problem  for  [the  physician) 
was  the  fact  that  he  did  not  record 
the  size  of  the  needle  he  used  to  in- 


such  charges  are  specifically  autho- 
rized. DPW  contends,  and  the  exam- 
iner agrees,  that  because  of  the 
agreement  between  Forbes  and 
Hosta,  Hosta  is  no  longer  "private 
and  independent”  but,  rather,  as- 
sumes the  position  of  a staff  physi- 
cian. The  problem  with  this  reason- 
ing is  that  the  agreement  between 
Hosta  and  Forbes  specifically  pro- 
vides (paragraph  16)  that  emer- 
gency room  physicians  shall  not 
have  admitting  privileges  to  the 
hospital.  Therefore,  Hosta  could 
hardly  be  considered  "staff.”4 
The  significance  of  this  decision  is 
not  only  that  two  fees  may  be  charged 
but  also  that  the  Court  recognizes  that 
there  may  be  significant  differences 
between  members  of  a hospital  medi- 
cal staff  and  other  physicians  having  a 
relationship  with  the  hospital. 


17  Forbes  Health  System  v.  Commonwealth  of  Pennsylva- 
nia, et  al.,  403  A. 2d  625  (Pa.  Comraw.  Ct.  1979). 

27  DPW,  Medical  Assistance  Manual  §9412.76. 

37  Forbes  Health  System  v.  Commonwealth  of  Pennsylva- 
nia, et  al.,  supra  at  627. 

47  Id.  at  628. 


ject  the  medication  into  appellee.  In 
addition,  he  was  uncertain  as  to  the 
number  of  injections  he  adminis- 
tered. His  recall  was  more  a recita- 
tion of  what  he  "thought”  he 
probably  would  have  done  if  pre- 
sented with  the  same  patient,  suf- 
fering from  the  same  condition.  . . . 

We  are  of  the  opinion  that  the 
above  factors,  particularly  [the 
physician’s]  inability  to  remember 
with  certainty  what  size  needle  he 
used  or  to  produce  any  documenta- 
tion as  to  what  was  used,  made  the 
issue  of  causation,  i.e.  did  the  needle 
penetrate  appellee’s  pleural  cavity, 
one  to  be  decided  by  medical  opinion 
testimony.2 

The  physician’s  failure  to  make  and 
keep  adequate  records  cost  him  a 
$25,000  verdict.  Similar  failures  could 
cost  other  physicians  even  more. 

1./  399  A. 2d  783  (Pa.  Super.  1959). 

2.1  Id.  at  785-6. 
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Res  ipsa  loquitur  applied  in  malpractice  case 


Fred  Speaker,  Esq. 

For  the  first  time  in  Pennsylvania 
history  an  appellate  court  has  ruled 
that  the  doctrine  of  res  ipsa  loquitur  — 
"the  thing  speaks  for  itself’  — may  be 
applied  in  medical  malpractice  cases.1 

Some  five  years  ago  in  a case  involv- 
ing injuries  on  an  escalator,  the  Penn- 
sylvania Supreme  Court  expressly 
adopted  Section  328D  of  the  Restate- 
ment (Second)  of  Torts,  saying  that 
"res  ipsa  loquitur  is  neither  a rule 
of  procedure  nor  one  of  substantive 
tort  law.”  "It  is,”  the  Supreme  Court 
continued,  "only  a shorthand  expres- 
sion for  circumstantial  proof  of  negli- 
gence — a rule  of  evidence.”2  The 
Restatement  provides  that  it  may  be 
inferred  that  the  harm  was  caused  by 
the  defendant  when: 

(a)  the  event  is  of  a kind  which  ordi- 
narily does  not  occur  in  the  absence 
of  negligence;  (b)  other  responsible 
causes,  including  the  conduct  of  the 
plaintiff  and  third  persons,  are  suf- 
ficiently eliminated  by  the  evidence; 
and  (c)  the  indicated  negligence  is 
within  the  scope  of  the  defendant’s 
duty  to  the  plaintiff.3 
In  the  recent  Jones  case  a woman 
underwent  surgery  — a dilation  and 
curettage,  a laparoscopy,  and  a 
laparotomy.  One  of  the  defendants,  a 
nurse  anesthetist,  gave  the  patient  a 
general  anesthetic  and  initially  po- 
! sitioned  her.  The  defendant  doctor  was 
present  during  all  three  procedures, 
although  the  laparoscopy  was  per- 
formed by  another  physician  who  was 
not  sued.  To  facilitate  the  use  of  an 
intravenus  apparatus,  the  patient’s 
left  arm  was  placed  on  an  armboard. 
Following  completion  of  the  surgery 
the  patient  experienced  severe  pain 
which  was  diagnosed  as  caused  by  a 
suprascapular  nerve  palsy.  The  pa- 
tient sued,  claiming  her  malposition- 
ing  caused  the  injury. 

Prior  to  the  Supreme  Court  decision 
in  Gilbert  v.  Korvette’s,  Inc.,4  it  was 
clear  that  res  ipsa  loquitur  was  not 
' appropriate  in  medical  malpractice 
I cases  except  where  the  issue  was  sim- 
ple or  the  lack  of  care  obvious  to  non- 
professionals. Thus  the  Supreme 
i!  Court  wrote  in  Robinson  v.  Wirts: 


It  is  thus  abundantly  clear  that 
since,  in  all  such  malpractice  cases 
involving  an  appraisal  of  the  propri- 
ety and  skill  of  a doctor  or  surgeon  in 
his  professional  treatment  of  a pa- 
tient, a lay  jury  would  presumably 
lack  the  necessary  knowledge  and 
experience  to  render  a just  and 
proper  decision,  they  must  be  guided 
by  the  testimony  of  witnesses  hav- 
ing special  or  expert  qualifications. 
The  only  exception  to  this  otherwise 
invariable  rule  is  in  cases  where  the 
matter  under  investigation  is  so 
simple,  and  the  lack  of  skill  or  want 
of  care  so  obvious,  as  to  be  within  the 
range  of  the  ordinary  experience 
and  comprehension  of  even  non- 
professional persons.  . . .5 
This  had  been  presumed  to  be  the  law 
of  Pennsylvania  even  after  the  Gilbert 
decision  was  announced  in  1974. 

But  the  Pennsylvania  Superior 
Court  has  now  stated  "that  the  doc- 
trine of  res  ipsa  loquitur  does  apply  to 
medical  malpractice  cases.”6  The 
Court  does,  however,  remand  the  case 
for  a new  trial  because  the  patient 
failed  to  prove  that  other  responsible 
causes  were  eliminated  by  the  evi- 


Action  taken  by  the  Board  of  Trust- 
ees in  August  has  precipitated  a cor- 
rection to  John  Guinther’s  The  Mal- 
practitioners.  In  the  book,  Mr. 
Guinther  indicated  that  the  Pennsyl- 
vania Medical  Society  received  a one 
percent  kick-back  from  the  Argonaut 
Insurance  Company. 

The  matter  was  brought  to  the  at- 
tention of  Mr.  Guinther’s  attorney. 
The  following  is  reproduced  from  the 
correspondence  between  the  Society’s 
legal  counsel  and  Mr.  Guinther’s  at- 
torney. 

. . . "Our  attention  has  been  called  to 
a reference  to  an  alleged  financial  ar- 
rangement between  the  Pennsylvania 
Medical  Society  and  its  contract  in- 
surer on  page  192  of  the  book,  The 
Malpractitioners,  of  which  our  client, 
John  Guinther,  is  the  author. 


dence.  Noting  that  another  doctor, 
who  was  not  a defendant,  performed 
the  laparoscopy  and  was  responsible 
for  positioning  the  patient  during  that 
procedure,  the  Court  said  that: 

. . . the  malpositioning  which  caused 
[the  patient’s]  injury  may  have  oc- 
curred in  preparation  for  the 
laparoscopy  procedure,  and  thus, 
according  to  [the  non-defendant  doc- 
tor] would  have  been  his  direct  re- 
sponsibility. Indeed,  he  might  have 
been  the  cause  of  the  malposition- 
ing.7 

However,  little  comfort  can  be 
drawn  from  this  remand,  since,  unless 
the  case  is  reversed  by  the  Pennsylva- 
nia Supreme  Court,  or  the  legislature 
changes  the  law,  physicians  are  now 
subject  to  the  additional  assault  of  the 
doctrine  of  res  ipsa  loquitur. 


1. 1 Jones  et  ux.  v.  Harrisburg  Polyclinic  Hospital  et  al., 
Pa.  Super.  (1979). 

2. 1 Gilbert  v.  Korvette’s,  Inc.,  457  Pa.  602,  611  (1974). 

3. /  Restatement  (Second)  of  Torts,  §328D  (1965). 

4. /  457  Pa.  602  (1974). 

5. /  387  Pa.  291,297  (1956). 

6.1  Jones  et  ux.  v.  Harrisburg  Polyclinic  Hospital  et  al., 

supra  at 

7.1  Jones  et  ux.  v.  Harrisburg  Polyclinic  Hospital  et  al., 

supra  at 


"The  comment  was  based  on  sources 
which  Mr.  Guinther  informs  us  he  had 
reason  to  believe  were  reliable.  You 
have  indicated  that  the  information  he 
received  was  incorrect,  and  was  based 
on  a misunderstanding  of  the  opera- 
tion of  the  1%  premium  set  aside, 
which  was  to  finance  a loss  prevention 
program  by  the  insurer,  and  was  not 
paid  to  the  Pennsylvania  Medical  So- 
ciety. In  order  to  dispose  of  the  matter, 
Mr.  Guinther  is  willing  to  accept  your 
assertion  and  regrets  any  misun- 
derstanding which  may  have  been 
caused  by  his  reference. 

"We  have  discussed  this  with  the 
publisher,  Doubleday  & Co.,  Inc.,  and 
have  been  assured  by  it  that  the 
statement  complained  of  will  be  com- 
pletely omitted  from  subsequent  edi- 
tions of  the  book.” 


Author  corrects  book,  apologizes  to  PMS 
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Hershey  physician 


Robert  F.  Zelis,  MD,  Hershey,  was 
elected  president  and  Thomas  W. 
Walker,  Harrisburg,  was  named 
chairman-elect  of  the  Board  of  Di- 
rectors of  the  American  Heart  Associ- 
ation, Pennsylvania  Affiliate,  at  its 
recent  annual  Assembly. 

Others  named  to  top  posts  were: 
Judith  K.  Daugherty,  RN,  chairman  of 

Hearing  aid  fitters 
ask  referrals  return 

According  to  the  Department  of 
Health,  some  physicians  may  be  pos- 
ing problems  for  hearing  aid  fitters. 
Section  402  of  Act  262,  the  Hearing 
Aid  Registration  Law,  regulates  the 
sales  and  fittings  of  hearing  aids.  This 
section  lists  eight  conditions  under 
which  registrants  (hearing  aid  fitters) 
must  recommend  in  writing  that  a 
prospective  client  see  a physician. 
When  any  of  the  conditions  exist,  the 
registrant  needs  a written  recommen- 
dation from  a licensed  physician  that  a 
hearing  aid  may  be  beneficial  to  the 
individual. 

Hearing  aid  fitters  are  concerned 
that  they  will  lose  their  clients  when 
they  refer  them  to  physicians  for  med- 
ical clearance. 

The  intent  of  the  law  was  to  insure 
the  best  possible  hearing  health  care, 
not  to  divert  clients  from  one  fitter  to 
another.  Jack  B.  Ogun,  director  of  the 
division  of  drugs,  devices,  and  cosmet- 
ics for  the  state,  urges  physicians  to 
refer  their  patients  back  to  the  hear- 
ing aid  fitter  for  his  services. 


heads  heart  association 


the  Board,  and  Joseph  M.  Young,  MD, 
president-elect. 

The  Affiliate’s  three  vice  presidents 
are:  A.  James  Liedtke,  MD;  William  S. 
Frankl,  MD;  and  Earl  S.  Shive,  MD. 
The  new  Executive  Committee  mem- 
bers are:  Lawrence  N.  Adler,  MD;  Jay 
B.  Claster;  Raymond  L.  Hovis,  Esq.; 
Will  L.  Ketner;  Stephen  B.  Langfeld, 
MD;  Norman  Makous,  MD;  and  Rev. 
Robert  R.  Byrnes. 


Dr.  Langfeld  received  the  Distin- 
guished Service  Award  for  exemplary 
leadership  as  1978-79  president  of  the 
Affiliate. 

Three  volunteers  also  received  top 
honors  for  service  at  the  ceremonies. 
Raymond  R.  Curanzy,  MD,  received 
the  Distinguished  Achievement 
Award,  the  Affiliate’s  top  volunteer 
award,  for  22  years  of  dedicated  ser- 
vice. 


My  Prescription  for  a Long  Safe  Life 


Many  parents  don’t  realize  the  import- 
ance of  using  child  restraints.  They  need  to 
be  told  about  restraints  from  someone  they 
respect  - you. 

Please  help  save  the  lives  of  some  of 
your  young  patients.  Tell  parents  about 
child  restraints.  To  assist  you,  the  Governor’s 
Traffic  Safety  Council  will  supply  pamphlets, 
posters  or  any  information  you  need.  We 
will  also  provide  prescription  pads  like  the 
one  shown  on  the  left. 

To  obtain  these  materials,  write  to  - 

Governor’s  Traffic  Safety  Council 
109  Transportation  and  Safety  Bldg. 
Harrisburg,  PA  17120 

Gove HNoii's Tr a f f ic  SMt  ry  Couivcil 

Commonwealth  of  Pennsylvania 


FAMILY  DOCTOR 
ASSOCIATES 

Hometown  Pennsylvania 

r 
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DO  NOT  SUBSTITUTE  WITH  UNSAFE  INFANT 
CARRIERS  OR  TRAVEL  BEDS' 
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comes  to  professional  lia- 
bility insurance,  doctors  have 
special  needs.  That's  why  there 
is  a special  company  like  us. 

Quite  frankly,  we're  not  in 
business  to  make  money.  We're 
committed  to  zero-profit. 

You  see,  PMSLIC  is  a com- 
pany that  is  wholly  owned  by 
the  Pennsylvania  Medical  So- 
ciety. In  fact,  all  but  two  of  our 
sixteen  member  governing 
board  and  all  members  of 
our  Underwriting  and  Claims 
Committees  are  physicians. 

This  means  we  understand 


in- 


what  you  want  in  liability 
surance.  It  means  we  provide  both 
claims-made  and  occurrence  policies, 
offer  an  appeal  mechanism  for  premium  and  set- 
tlement disputes  and  accept  quarterly  premiums  on  an- 
nual policies. 

Find  out  how  we  can  fill  your  professional  liability  needs.  Send 
in  the  coupon  today  or  call  (717)  774-4370. 
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PMSUC 

■■  Pennsylvania  Medical  Society 
Liability  Insurance  Company 

PO.  Box  303  • Lemoyne,  Pa.  17043 
Please  send  me  more  information  on  PMSLIC 


Name 
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Derebro-Nicin 


:apsules 

i gentle  cerebral  stimulant 
nd  vasodilator  for  the 


eriatric  patient 


ach  CEREBRO-NICIN'  capsule 


intains: 

sntyjenetetrazole  100  mg. 

icotinic  Acid  100  mg. 

scorbic  Acid 100  mg 

liamine  HCL 25  mg. 

jIutamicAcid  50  mg. 

iacinamide 5 mg. 

iboflavin 2 mg. 

yridoxine  HCL 3 mg 


VAILABLE:  Bottles  100, 500, 1000 

IDE  EFFECTS:  Most  persons  ex- 
arience  a flushing  and  tingling 
ansation  after  taking  a higher 
otency  nicotinic  acid  As  a sec- 
idary  reaction  some  will  corn- 
lain  of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


Vrite  for  literature  and  samples 

BRtAlWfc  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

1500  West  Sixth  Street,  Los  Angeles,  California  90057  iPDRi 


obituaries 


• Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death 

• Loyal  P.  Atwell,  North  Readington  Beach,  Florida;  Jefferson 
Medical  College,  1925;  age  80,  died  August  19,  1979.  Dr.  Atwell 
practiced  in  Beaver  County  and  was  a past  president  of  the  county 
medical  society. 

• H.  Leon  Aussprung,  Brandt  Beach,  New  Jersey;  Hahnemann 
Medical  College,  1932;  age  70,  died  September  13,  1979.  Aus- 
sprung was  a founder  of  the  Olney  Hospital  of  Philadelphia. 

• Xavier  J.  Chiampi,  West  Pittston;  St.  Louis  University  School 
of  Medicine,  1941;  age  64,  died  August  27, 1979.  Dr.  Chiampi  was  a 
member  of  the  Luzerne  County  Medical  Society  and  a past  state 
governor  of  Kiwanis. 

• Joseph  C.  Eichman,  Bala  Cynwyd;  Jefferson  Medical  College, 
1945;  age  60,  died  September  17, 1979.  A pediatrician  and  general 
practitioner,  Dr.  Eichman  practiced  privately  in  Bala  Cynwyd  for 
more  than  32  years. 

• Paul  E.  Lavelle,  Latrobe;  Jefferson  Medical  College,  1922;  age 
81,  died  September  5, 1979.  Dr.  Lavelle  served  as  consultant  at  the 
Torrance  State  Hospital  and  was  associated  with  the  Lebanon  VA 
Medical  Center. 

• George  E.  Martz,  Harrisburg;  University  of  Pennsylvania 
School  of  Medicine,  1932;  age  74,  died  September  6,  1979.  Dr. 
Martz  practiced  in  Harrisburg  for  30  years  and  was  former  chief  of 
ophthalmology  and  past  staff  president  at  Polyclinic  Medical 
Center. 

• Bernard  A.  McAleer,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1928;  age  84,  died  August  31,  1979.  Dr. 
McAleer  served  on  the  staff  of  Mercy  Hospital  for  34  years  and  also 
was  medical  director  of  the  Mine  Safety  Appliances  Co.  from  1945 
to  1947. 

• William  A.  Rutter,  Wynnewood;  Thomas  Jefferson  Medical  Col- 
lege, 1957;  age  48,  died  August  28, 1979.  Dr.  Rutter  was  an  associ- 
ate professor  of  psychiatry  and  human  development  at  Thomas 
Jefferson  Medical  College  and  Hospital. 

• Fred  R.  Shechter,  Bala  Cynwyd;  Temple  University  School  of 
Medicine,  1931;  age  70,  died  July  28, 1979.  Dr.  Shechter  practiced 
privately  specializing  in  internal  medicine  and  heart  disease  and 
also  conducted  research  on  children’s  diseases  and  other  areas. 

• Francis  X.  Straessley,  Allison  Park;  University  of  Pittsburgh 
School  of  Medicine,  1920;  age  85,  died  September  4,  1979.  Dr. 
Straessley  had  been  a member  of  the  Allegheny  County  Medical 
Society  for  64  years. 

• Alfred  P.  Trescott,  Wellsboro;  Case  Western  Reserve  School  of 
Medicine,  1955;  age  49,  died  July  17,  1979.  Dr.  Trescott  was  a 
radiologist  at  the  North  Penn  Comprehensive  Health  Center, 
Bloomsburg. 

• William  J.  Walker,  Devon;  Hahnemann  Medical  College,  1920; 
age  89,  died  May,  1979.  Dr.  Walker  had  been  a general  practitioner 
and  a member  of  the  Philadelphia  County  Medical  Society. 


• David  A.  Woodward,  Philadelphia;  Albany  Medical  College, 
1964;  age  41,  died  July  15,  1979.  Dr.  Woodward  was  on  the  admin- 
istrative staff  and  faculty  at  the  Institute  of  Pennsylvania  Hospi- 
tal. 

Max  P.  Adlestein,  Harrisburg;  age  57,  died  August  3,  1979. 

Abraham  Cantarow,  Philadelphia;  Jefferson  Medical  College, 
1924;  age  78,  died  September  8,  1979.  Dr.  Cantarow  was  an 
emeritus  professor  of  biochemistry  at  Jefferson.  Since  1966  he  had 
been  chief  of  program  planning  in  the  extramural  activities  branch 
and  chief  of  the  program  analysis  and  formulation  branch  at  the 
National  Cancer  Institute  in  Bethesda. 

Patricia  M.  Kundu,  Mechanicsburg;  College  of  Surgeons,  Dublin, 
Ireland;  age  38,  died  August  11,  1979. 

William  McCarty,  Moscow;  University  of  Pennsylvania  School  of 
Medicine;  died  August  13, 1979.  Dr.  McCarty  was  former  manager 
of  the  Veterans  Administration  Hospital  of  Wilkes-Barre. 

Grayson  P.  McCouch,  Kennett  Square;  University  of  Pennsyl- 
vania School  of  Medicine,  1915;  age  92,  died  August  2,  1979.  Dr. 
McCouch  was  a neurophysiologist  noted  for  his  research  into  spi- 
nal cord  injuries. 

Fenton  J.  Russell,  Zieglerville;  University  of  Pittsburgh  School 
of  Medicine,  1933;  age  81,  died  August  5,  1979.  Dr.  Russell  had 
been  a member  of  the  Dupont  Company  medical  team  until  his 
retirement  in  1965. 

Arnold  H.  Zwally,  Ephrata;  University  of  Pennsylvania  School  of 
Medicine,  1932;  age  73,  died  August  24, 1979.  Dr.  Zwally  practiced 
in  his  hometown  for  45  years,  and  served  on  the  staff  of  Ephrata 
Community  Hospital. 
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A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

LIPO-NICINJ/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  . . .10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPONICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 1 50  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains:  ^<l|P 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN'8  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

(broMJItHE  BROWN  PHARMACEUTICAL  CO.,  INC.pj 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  if® 
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CARE  FOR  AGED 


Medicare  and  medicaid  deserve 
their  mixed  reviews  from  health 
professionals  and  the  public.  Few 
among  the  elderly  or  their  middle- 
aged  offspring,  few  physicians,  hospi- 
tal administrators,  or  other  providers 
are  satisfied  with  present  perform- 
ance. But  even  fewer  would  return  to 
the  days  before  these  programs 
existed.  Our  challenge  is  not  to  destroy 
but  to  improve.  Even  where  improve- 
ment demands  rebuilding  rather  than 
patching  up,  before  demolishing,  we 
must  be  sure  that  the  suggested  ar- 
rangement is  likely  to  prove  better. 

I believe  six  points  constitute  the 
essential  elements  of  a revitalized  na- 
tional health  policy  for  the  elderly. 
This  policy  does  not  repudiate  existing 
programs  but  views  them  as  useful 
stepping  stones  toward  a broader  pol- 
icy that  is  more  tailored  to  the  health 
needs  of  the  elderly  in  the  last  decades 
of  the  Twentieth  Century. 

Income  maintenance 

Listing  "income  maintenance”  first 
may  surprise  you.  In  terms  of  impor- 
tance, however,  there  is  no  choice.  We 

Mrs.  Somers  is  a professor  in  the  de- 
partments of  community  medicine  and 
family  medicine  at  the  College  of  Medi- 
cine and  Dentistry  of  New  Jersey- 
Rutgers  Medical  School.  She 
presented  this  policy  at  the  Officers’ 
Conference  in  April  when  she  delivered 
the  Donaldson  Memorial  Lecture.  Mrs. 
Somers  wishes  to  acknowledge  special 
indebtedness  to  Robert  M.  Ball,  former 
commissioner  of  social  security, 
whose  ideas  and  writings  have  been 
incorporated  in  her  paper. 


National  health  policy  for  the  elderly 


Anne  R.  Somers 


now  recognize  that  what  doctors,  hos- 
pitals, nursing  homes,  and  drugs  can 
do  is  not  the  most  important  determi- 
nant of  health  for  the  elderly  or  any 
other  segment  of  the  population.  So- 
cial security  is  our  primary  health 
program  for  the  elderly.  It  does  not 
make  sense  for  a society  to  provide 
doctors  and  hospitals  for  those  in  need 
unless  it  simultaneously  ensures  that 
people  have  enough  to  eat  and  a roof 
over  their  heads. 

Fortunately,  today,  most  people 
over  65  are  in  good  health.  Despite 
frequent  chronic  ailments,  only  5 per- 
cent are  in  institutions,1  and  only 
about  17  percent  of  the 
noninstitutionalized  elderly  are  un- 
able to  carry  on  their  major  activity.2 
The  first  goal  of  a sensible  national 
health  policy  must  be  to  keep  them  as 
self-sufficient  and  healthy  as  possible, 
physically  and  mentally,  for  as  long  as 
possible.  The  foundation  for  such  a 
goal  must  be  a reasonably  adequate 
income. 

Already  we  are  doing  fairly  well.  We 
have  a four-level  policy:  a nearly  uni- 
versal, contributory,  almost  infla- 
tion-proof social  insurance  system; 
employment-related  private  supple- 
mentary pensions;  individual  vol- 
untary savings  which  have  resulted  in 
a high  proportion  of  home  ownership 
among  elderly  couples;  and  a means- 
tested  system  of  Supplemental  Secu- 
rity Income  (SSI)  paying  benefits  to 
8-9  percent  of  the  elderly  whose  total 
incomes  fall  below  the  national  estab- 
lished assistance  standards.  When 
counting  food  stamps,  only  about  14 
percent  of  elderly  families  are  below 


the  poverty  level,  not  much  more  than 
the  average  1 1 percent  for  all  families. 

What  new  policies  do  we  need  in  this 
area?  First,  we  must  preserve  our  so- 
cial security  system.  It  has  grown  so 
big  and  so  expensive  that  it  is  a tempt- 
ing target  for  budget  cutters.  We  must 
guard  against  any  such  efforts,  and  we 
must  guard  it  against  abuse  by  the 
elderly.  All  of  us  who  expect  to  benefit 
from  social  security,  owe  it  to  the  sys- 
tem and  to  ourselves  to  remain  at  work 
as  long  as  we  can.  Now  that  the  battle 
for  postponement  of  compulsory  re- 
tirement has  been  won,  we  must  dem- 
onstrate our  intentions  to  take  advan- 
tage of  the  new  opportunity  to  con- 
tinue to  work.  One  beauty  of  the  medi- 
cal profession  is  that  doctors  can  con- 
tinue to  work  almost  indefinitely! 

Medicare  reforms 
Although  medicare  needs  substan- 
tial amendment,  no  significant 
changes  have  been  made.  In  the  first 
years  after  enactment,  the  short- 
comings did  not  justify  exposing  the 
entire  program  to  the  traumatic  pro- 
cess of  Congressional  amendment. 
Later,  most  reformers  were  concen- 
trating on  the  anticipated  National 
Health  Insurance  (NHI)  rather  than 
improving  the  existing  programs.  This 
was  a serious  error.  We  not  only  failed 
to  correct  the  obvious  mistakes  in 
medicare  but  we  have  no  NHL 

At  this  point,  we  should  be  working 
to  improve  medicare,  and  working  to- 
ward a realistic  NHL  Indeed,  a 
strengthened  medicare  should  be 
phase  one  of  NHL 
The  needed  improvements  involve 
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eligibility,  benefits,  provider  pay- 
ments, and  administration.  The  pro- 
gram should  be  extended  to  all  so- 
cial security  beneficiaries,  including 
eligible  women  62  and  over  and  the 
disabled,  without  a two-year  wait. 

Several  areas  of  benefits  need  spe- 
cial attention: 

• revising  long-term  care  programs 
for  the  chronically  or  terminally  ill; 

• eliminating  the  current  discrimi- 
nation against  preventive  care; 

• reducing  the  overuse  of  inpatient 
services. 

New  long-term  care  programs 

Medicare’s  deficits  in  long-term  care 
and  the  chronically  ill  are  not  just  the 
result  of  sloppy  legislation  or  poor  ad- 
ministration. The  program  was  not 
designed  with  chronic  illness  in  mind. 
Now  we  know  that  this  is  the  major 
unmet  health  need  of  older  people,  but 
we  are  less  sure  how  to  correct  the 
situation. 

One  possibility  would  be  to  add 
long-term  benefits  such  as  nursing 
home,  home  care,  and  drugs  for  long- 
term therapy  to  medicare’s  short-term 
benefits  in  these  categories.  Another 
would  be  to  establish  a separate  long- 
term care  program,  specifically  de- 
signed for  the  chronically  ill  or  func- 
tionally disabled. 

In  1977,  the  Institute  of  Medicine  of 
the  National  Academy  of  Sciences  ap- 
proved the  report,  "The  Elderly  and 
Functional  Dependency,”  which  advo- 
cated the  latter  approach.3  The  IOM 
recommended  that  a federally- 
financed  benefit  for  long-term  care  be 
made  available,  on  a non-means-test 


basis,  in  any  community  that  estab- 
lished three  essential  elements:  (a)  an 
assessment  program  designed  to  de- 
termine the  functional  capacity  of  the 
older  person  and  the  most  appropriate 
services  and  levels  of  care  needed;  (b) 
the  availability  of  a minimum  number 
of  home-based  services  such  as  home 
health  care,  homemaker  and  chore 
services,  social  and  nutritional  ser- 
vices, and  day-care  centers;  and  (c)  a 
variety  of  nursing  home  and  other  in- 
stitutional care  services  of  different 
levels  of  intensity. 

The  IOM  study  did  not  address  the 
problem  of  drug  benefits  for  the  chron- 
ically  ill  or  others  on  long-term 
therapies.  This  is  clearly  a major 
problem.  Although  we  should  not  en- 
courage overusing  drugs  (a  serious 
problem  in  nursing  homes  where 
many  patients  are  unnecessarily,  and 
often  dangerously,  sedated)  neither 
should  anyone  be  forced  into  an  in- 
stitution because  that  is  their  only 
source  of  life-sustaining  medications. 

Persuasive  arguments  can  be  made 
pro  and  con  a separate  program  for 
long-term  benefits  versus  incorpora- 
tion into  medicare.  Incorporation  into 
medicare,  if  this  were  a practical  pos- 
sibility, would  assure  that  the  long- 
term program  would  not  involve  a 
means  test  and  would  not  be  isolated 
from  the  quality  controls  of  the  acute- 
care  programs.  I suspect,  however,  it 
may  be  easier  to  get  a separate  pro- 
gram. In  any  case,  consolidating  the 
separate  programs  should  be  a main 
objective  of  NHI. 

Another  closely-related  need  is  cash 
assistance  to  families  or  foster- 


families, taking  care  of  the  chronically 
ill  or  disabled  at  home.  Britain  has  had 
such  a program  for  many  years  and  it 
is  credited  with  helping  to  hold  down 
the  proportion  of  institutionalized  eld- 
erly in  that  country,  and  their  strik- 
ingly lower  overall  health  care  costs 
compared  with  ours. 

Preventive  care 

It  makes  no  sense  to  deny  a woman 
of  65  access  to  periodic  screening  and 
counseling  to  help  guard  against 
cancer  and  then  be  prepared  to  pay  if 
she  does  contract  it.  On  the  contrary, 
the  program  should  cover  an  approved 
schedule  of  periodic  health  visits,  such 
as  the  Lifetime  Health  Monitoring 
Program,4  as  well  as  routine  dental, 
ophthamalogic,  and  podiatry  ser- 
vices. 

Inpatient  services 

Medicare  benefits  are  most  ade- 
quate with  respect  to  inpatient  hospi- 
tal care.  Many  authorities  now  feel 
that  its  major  fault  involves  overuse  of 
services,  not  underuse.  Two  minor 
changes  would  satisfy  concern  over  oc- 
casional cases  of  "catastrophic”  ex- 
penses: 

1.  Patients  who  must  remain  in  an 
acute  hospital  for  more  than  60 
days  should  not  accumulate 
additional  cost  sharing. 

2.  There  should  be  a general  upper 
limit  on  the  total  amount  that  any 
individual  would  have  to  pay  in 
deductibles  or  coinsurance  during 
the  year. 

One  difficult  and  controversial  med- 
icare problem  involves  the  overlap  be- 
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tween  definition  of  patient  benefits 
with  respect  to  physician  services,  and 
payment  of  physicians.  Many  benefi- 
ciaries believe  that,  aside  from  the  $60 
deductible  and  20  percent  coinsur- 
ance, other  covered  services  will  be 
paid  fully  or  reimbursed  by  the  pro- 
gram. This  is  not  the  case,  primarily 
for  two  reasons:  the  elusive  definition 
of  physician  participation;  and  the 
method  of  calculating  physician 
payments.  Changes  are  inevitable 
with  or  without  physician  approval; 
how  much  better  if  such  changes  could 
be  made  on  a negotiated  basis  with  full 
participation  of  the  major  professional 
organizations! 

a.  Physician  participation.  Except 
for  a handful  of  doctors  who  have  been 
barred  from  medicare  for  reasons  of 
fraud,  there  is  no  meaningful  distinc- 
tion between  the  participating  and 
non-participating.  Every  physician 
can  choose  to  accept  "assignment,”  di- 
rect billing  to,  and  payment  by,  the 
medicare  carrier,  or  to  bill  the  patient, 
who  then  bills  the  carrier.  In  the  latter 
case,  the  doctor  can  charge  whatever 
he  wishes,  but  the  patient  will  be  re- 
imbursed only  80  percent  of  the  "rea- 
sonable charge”  as  defined  by  medi- 
care. 

The  original  theory  supposed  most 
doctors  would  prefer  assignment  since 
it  guarantees  payment.  In  practice, 
only  about  half  of  all  Part  B claims  are 
handled  on  an  assignment  basis,5  and 
the  doctor  is  free  to  choose  among  his 
patients  the  payment  method  he  pre- 
fers in  each  case.  Some  physicians, 


especially  in  affluent  communities, 
never  accept  assignment.  This  is 
probably  the  major  single  cause  for 
medicare’s  reimbursing  its  beneficia- 
ries for  only  about  56  percent  of  their 
expenditures  for  physician  services,6 
rather  than  the  expected  80  percent. 

An  effective  way  to  correct  this  situ- 
ation would  be  to  make  medicare  phy- 
sician participation  an  "all  or  noth- 
ing” matter.  Participants  should  be 
paid  directly  by  the  carrier  for  all  their 
medicare  patients,  billing  the  latter 
only  for  the  20  percent  coinsurance. 
Non-participants  should  not  be  paid 
for  any  medicare  patients  except  in 
emergency  situations.  Patients  should 
have  access  to  information  as  to  the 
participating  physicians  and  the 
non-participating  ones,  so  that  they 
know  what  type  of  billing  to  expect. 

b.  Prospective  rates.  "Prospective” 
means  that  rates  or  fees  are  deter- 
mined before  purchase  or  sale.  In  most 
industries  and  professions,  prospec- 
tive pricing  (contracts  or  rate  sched- 
ules) is  the  accepted  business  proce- 
dure. Retroactive  or  "after-the-fact” 
reimbursement  became  embedded  in 
the  health  care  industry  for  historical 
reasons.  It  was  written  into  legislative 
concrete  through  the  "reasonable 
costs”  and  "reasonable  charges”  provi- 
sions of  the  medicare  law.  Physicians, 
health  care  providers,  the  govern- 
ment, or  other  third-party  payers,  are 
not  to  blame.  Yet  clearly,  retroactive 
price-setting  in  the  health  care  field  is 
obsolete.  It  is  inherently  inflationary, 
and  also  conducive  to  constant  irrita- 


tion and  conflict  between  providers 
and  purchasers  and,  ultimately,  uni- 
lateral ceilings  imposed  by  the  large 
purchasers. 

Amending  the  medicare  and  medi- 
caid laws  to  replace  the  present 
methods  of  reimbursement  with  some 
form  of  prospective  hospital  rate  and 
physician  fee  schedules  is  essential. 
Such  a cost  containment  measure 
would  stabilize  and  improve  working 
relations  between  the  major  providers 
and  purchasers. 

The  schedules  should  be  the  product 
of  collective  negotiations  between  the 
major  interest  groups.  They  should  be 
effective  for  a specified  time  and 
should  be  publicly  available. 

This  could  be  the  salvation  of  the 
fee-for-service  method  of  payment. 
Despite  its  recent  criticism  as  the  pri- 
mary villain  in  health  care  inflation, 
fee-for-service  remains  an  appropri- 
ate method  of  payment.  To  save  it, 
however,  we  must  make  it  clear  that 
fee-for-service  payments  do  not  have 
to  be  open-ended.  Negotiated  fee 
schedules  could  put  an  end  to  this  mis- 
understanding.7 

Also,  we  should  eliminate  the  re- 
quirement that  people  exhaust  their 
resources  to  qualify  for  nursing  home 
care  under  medicare. 

Reforming  medicaid 

Even  if  all  the  above  reforms  could 
be  put  into  effect,  an  unrealistic  pros- 
pect in  this  period  of  governmental  re- 
trenchment, certainly  there  would  be 
a need  for  an  improved  means-tested 
program. 

For  nearly  a decade,  some  au- 
thorities have  been  calling  for  the  fed- 
eralization of  medicaid.  They  assume 
that  this  would  lead  to  more  consistent 
benefits,  more  efficient  administra- 
tion, and  better  control  of  costs.8  As 
early  as  1973,  the  Long-Ribicoff  Bill 
proposed  such  a step  and  Senator 
Ribicoff  (but  not  Senator  Long)  is  still 
pressing  for  federalization. 

Since  this  appears  even  less  likely 
today,  Robert  Ball,  former  commis- 
sioner of  social  security,  is  now 
suggesting  an  interim  compromise  — 
making  medicare  benefits  immedi- 
ately available,  without  cost-sharing, 
to  all  those  receiving  Supplemental 
Security  Income  (SSI)  cash  benefits. 
Although  this  would  improve  their  ac- 
cess to  quality  acute-care  benefits,  it 
would  do  nothing  for  their  long-term 


We  should  be  working  to  improve  medicare,  and  working 
toward  a realistic  NHI. 
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care.  Some  residual  medicaid  would 
still  be  necessary  until  we  determine  a 
viable  solution  to  the  problem  of  long- 
term benefits.  Any  satisfactory  solu- 
tion will  have  to  be  based  on  a negoti- 
ated, rather  than  a unilateral,  gov- 
ernment approach. 

NHI  incorporation 

Ours  is  the  only  country  that  started 
its  NHI  system  with  people  65  and 
over.  Logically,  NHI  should  start  at 
the  other  end.  The  health  of  the  elderly 
depends  on  what  society  does  for  them 
and  what  they  do  for  themselves  when 
they  are  younger. 

This  is  true  whether  we  think  about 
the  health  consequences  of  the  work 
environment,  the  development  of 
healthful  lifestyles,  or  learning  to 
cope  with  long-term  chronic  illness. 
Chronic  disease  care  must  be  started 
as  soon  as  the  condition  is  discovered, 
regardless  of  age,  or  with  preventive 
measures  taken  before  symptoms  ap- 
pear. 

Clearly,  a sound  health  policy  for 
the  elderly  should  be  part  of  a sound 
health  policy  for  the  entire  population. 
NHI  should  be  viewed  not  as  an  alter- 
native to  medicare,  competing  for 
scarce  resources,  but  as  the  essential 
consummation  of  a process  which 
started  with  medicare  and  medicaid 
and  now  needs  to  be  rounded  out  by 
adding  preventive  and  long-term  care 
benefits,  by  extending  it  to  the  entire 
population,  and  by  including  some  es- 
sential cost  controls. 

The  transition  from  medicare  to 
NHI,  however,  should  not  be  viewed  as 
extending  the  present  program,  with 
all  its  shortcomings,  to  the  entire  pop- 
ulation. The  delay  in  enacting  NHI 
provides  an  opportunity  to  reexamine 
the  purpose  of  NHI  at  this  point  in  our 
social  and  medical  history.9 

Briefly,  the  traditional  NHI  ap- 
proach, generalizing  to  the  entire  pop- 
ulation the  most  liberal  acute-care 
benefits  in  private  health  insurance, 
may  be  obsolete.  This  approach  was 
geared  to  a society  where  morbidity 
and  mortality  were  dominated  by 
acute  illness,  much  of  it  infectious; 
where  patients  either  got  well  in  a few 
weeks  or  died;  where  the  average  life 
expectancy  was  relatively  short; 
where  medical  science  and  technology 
were  under  developed;  and  where  pub- 
lic expectations  were  modest. 

Such  an  approach  is  inappropriate 


Clearly,  a sound  health  policy  for  the  elderly  should  be  part 
of  a sound  health  policy  for  the  entire  population.  , 


in  a society  where  access  to  acute-care 
no  longer  poses  a major  problem; 
where  morbidity  is  dominated  by 
chronic  illness,  long-term  disability, 
and  dependent  old  age;  where  1 1 per- 
cent of  the  population  is  already  over 
65;  where  the  average  woman  of  65 
has  a life  expectancy  of  18  years; 
where  there  are  virtually  no  limits  to 
the  potential  of  medical  science  and 
technology;  and  where  public  expecta- 
tions have  increased  accordingly. 

The  Rube  Goldberg  designs  of  the 
young  economists,  lawyers,  and 
bureaucrats — the  principal  authors  of 
the  various  Administration  "options” 
of  the  past  few  years — represent  well- 
intentioned,  ingenious,  but  unac- 
ceptably negative  efforts  to  force  the 
demands  of  this  new  inflationary 
American  potential  onto  the  Procrus- 
tean bed  of  the  traditional  acute-care 
NHI  model.  This  is  complicated  by  the 
growing  realization  of  finite  resources 
and  a public  revolt  against  govern- 
ment. It  is  called  "filling  the  gaps”  but 
the  major  "gaps”  have  not  been  iden- 
tified. 

According  to  my  view  the  first  step 
in  designing  a relevant  and  viable 
NHI  program  must  be  defining  na- 
tional health  priorities.  Not  every 
benefit  currently  provided  by  private 
health  insurance  plans,  or  even  by 
medicare,  should  be  included.  At  the 
top  of  our  priorities  should  be  services 
that  are  essential  to  our  survival  as  a 
society,  i.e.,  preventive  care  and  other 
services  designed  to  keep  the  popula- 
tion as  self-sufficient  and  productive 


as  possible  for  as  long  as  possible. 
Other  services  may  be  desirable  but 
they  need  not  be  included  in  a 
publicly-subsidized  NHI  scheme;  pri- 
vate insurance  or  other  supplemen- 
tary programs  could  continue  their  ef- 
forts in  this  area.  We  could  aim  for  66 
percent  coverage  of  the  typical  family 
health  bill  under  NHI  compared  to  the 
current  41  percent  under  medicare. 
For  low-income  persons,  the  coverage 
would  have  to  be  higher. 

Volunteer  services 

Historically,  volunteer  services 
have  played  an  important  role  in 
health  care  for  the  elderly.  Hundreds 
of  sisters  still  work  in  religious  hospi- 
tals throughout  the  country;  thou- 
sands of  auxilians  of  all  creeds  and 
colors  donate  their  services;  mil- 
lions of  family  members  and  neighbors 
help  care  for  the  chronically  ill  and 
disabled,  making  it  possible  for  them 
to  remain  at  home.  Undoubtedly,  the 
unpaid  health  worker  is  an  indispens- 
able part  of  the  health  care  team.  Un- 
fortunately, we  have  overlooked  the 
value  of  this  service  while  we  concen- 
trated on  the  technology  of  care  and  its 
accompanying  professional  creden- 
tials. 

Today  we  are  rediscovering  the  im- 
portance of  volunteer  services.  The 
hospice,  one  of  the  most  important  new 
developments  in  health  care  for  the 
elderly,  could  not  operate  without  vol- 
unteers. In  some  regions  where  profes- 
sionals have  failed  to  initiate  pro- 
grams, volunteers  working  out  of 
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churches  or  local  units  of  the  Ameri- 
can Cancer  Society,  are  quietly  devel- 
oping their  own  hospices  without  pro- 
fessional leadership.  Other  prpgrams 
operate  out  of  senior  citizen  centers 
and  local  health  departments.  In 
many  cases,  the  "young-old,”  65-75, 
are  serving  the  "old-old”,  those  75  and 
over,  a development  which  should  be 
encouraged. 

One  argument  for  keeping  the  pro- 
posed long-term  care  program  sepa- 
rate from  medicare  is  that  it  may  be 
easier  to  develop  volunteer  services  in 
a non-medical  context.  To  be  effective, 
volunteer  programs  require  good  or- 
ganization and  some  minimal  fund- 
ing, at  least  to  provide  basic  training 
and  coordination.  These  programs 
should  be  promoted  and  supported  as 
important  elements  of  life  during  the 
retirement  years. 

One  specific  suggestion  from  an 
older  person  warrants  consideration: 
universal  recruitment  of  the  nation’s 
youth  for  a year  of  voluntary  service, 
including  care  of  the  elderly,  between 
high  school  and  college.  The  latest 
proposal  along  this  line  comes  from 
the  Committee  for  the  Study  of  Na- 
tional Service,10  and  reintroduces  con- 


cepts in  a proposal  I had  written  seven 
years  ago.11  The  potential  for  enrich- 
ment is  suggested  by  a brief  comment 
from  my  correspondent  who  said, 
"Young  people  are  good  for  the  elderly 
and  the  young  people  easily  accept 
older  people.  My  neighbor’s  child  of 
three  loves  helping  me  make  a meal 
and  feed  my  invalid  husband.”  This 
will  not  be  an  easy  program  to  estab- 
lish but  surely  it  is  worth  the  effort  for 
many  reasons. 

Conclusion 

Many  other  important  points  could 
be  added  to  this  list.  For  example,  con- 
tinued research  on  aging  is  essential, 
not  as  an  effort  to  achieve  immortality 
or  even  lengthen  the  existing  lifespan, 
but  to  contribute  to  healthier  and 
more  productive  use  of  the  years  al- 
ready available  to  us.  More  and  better 
teaching  of  geriatrics  in  medical 
schools  is  a critical  requirement  in  the 
education  of  all  physicians. 

We  have  about  30  years  to  prepare 
ourselves  for  the  full  impact  of  the 
demographic  revolution  when  the 
post- World  War  II  babies  reach  old  age 
and  approximately  one-sixth  to  one- 
fifth  of  the  U.S.  population  will  be  over 


65.  Unless  we  develop  more  effective 
and  efficient  ways  of  providing  health 
care,  the  impact  on  the  economy  could 
be  greater  than  the  current  energy 
crunch.  In  the  difficult  search  for  via- 
ble solutions,  the  leadership  of  the 
medical  profession  must  play  a major 
role.  □ 
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Glaucoma:  Up-to-date 

Annual  Conference 

of  the 

Glaucoma  Service  of  the 
Wills  Eye  Hospital 
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June  6-7,  1980 
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Peter  G.  Watson,  M.D.  George  L.  Spaeth,  M.D. 
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Hospital 

Dr.  Robert  N.  Shaffer  will  present  the  Edmund  B.  Spaeth 
Lecture 

Reserve  this  date  now. 

For  further  information  please  contact: 

Kenneth  Benjamin,  M.D. 
c/o  Glaucoma  Service 
Wills  Eye  Hospital 
1601  Spring  Garden  Street 
Philadelphia,  Pa.  19130 
(215)  972-6380 

Cosponsored  by  Jefferson  Medical  College  and  the  Pennsylva- 
nia Academy  of  Ophthalmology  and  Otolaryngology 
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4 p.m. 
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Current  management  of  hemorrhaging  cirrhotic  patient 


Frederick  A.  Reichle,  MD 

Hepatic  cirrhosis  due  to  alcohol 
consumption  is  the  most  common 
cause  of  massive  upper  gastrointesti- 
nal hemorrhage  due  to  portal  hyper- 
tension in  the  United  States.  Laen- 
nec’s  (alcoholic)  hepatic  cirrhosis  is  an 
increasingly  common  cause  of  death 
particularly  in  middle  age  or  younger 
males.  It  is  currently  the  fourth  lead- 
ing cause  of  death  in  males  ages  54-65 
years.  Although  parasites  (shisto- 
somaisis)  cause  hepatic  cirrhosis  with 
portal  hypertension  in  more  than  90 
percent  of  cases  world-wide,  quite  the 
reverse  is  true  in  America  where  al- 
cohol consumption  causes  90  percent 
of  portal  hypertension  and  hepatic  cir- 
rhosis. 

The  patient  who  has  hemorrhaged 
secondary  to  esophageal  or  gastric 
varices  due  to  portal  hypertension  and 
hepatic  cirrhosis  presents  particularly 
difficult  clinical  problems.  Usually 
hemorrhage  is  massive,  and  fre- 
quently liver  function  is  impaired,  re- 
sulting in  hypoalbuminemia  which  in 
turn  effects  the  function  of  most  organ 
systems.  Often  the  coagulation  capa- 
bilities of  patients  with  alcoholic 
hepatic  cirrhosis  are  impaired  and 
coagulopathy  is  present.  Prothrombin 
time  may  be  prolonged  and  platelet 
counts  subnormal  because  of  associ- 
ated hypersplenism. 

Despite  these  major  problems,  these 
patients  require  operative  portal  de- 
compression, a major  surgical  proce- 
dure, which  may  be  difficult  and  has 
been  associated  with  a high  mortality. 
Recent  advancements  in  the  surgical 
management  of  patients  who  are  hem- 
orrhaging from  esophageal  varices 
and  portal  hypertension  have  pro- 
vided an  improved  armamentarium  of 
techniques  and  operations  which  ef- 
fectively control  bleeding  and  result  in 
less  post-operative  liver  failure. 

Changes  in  surgical  management 
Many  controlled  studies  reported 
the  long-term  results  of  portacaval 

Dr.  Reichle  is  professor  of  surgery  and 
chief  of  peripheral  vascular  surgery  at 
Temple  University  Health  Sciences 
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shunt  for  operative  decompression  of 
portal  hypertension  in  patients  who 
have  hemorrhaged,  but  these  results 
are  now  primarily  of  historical  inter- 
est. As  these  reports  became  available, 
newer  improved  techniques  for  opera- 
tive decompression  of  portal  hyperten- 
sion also  developed.  These  newer  pro- 
cedures have  rendered  the  end-to-side 
portacaval  shunt  obsolete  as  the 
operative  therapy  for  patients  hemor- 
rhaging from  esophagogastric  varices. 


Selection  of  patients 

Patients  who  have  hemorrhaged, 
and  in  whom  stigmata  of  portal  hyper- 
tension with  hepatic  cirrhosis  are 
present,  require  careful  assessment  of 
the  source  of  bleeding.  Documenting  a 
gastrointestinal  hemorrhage  originat- 
ing in  the  upper  gastrointestinal  tract 
usually  should  include  aspiration  of 
the  stomach  per  nasogastric  tube, 
demonstration  of  the  source  of  hemor- 
rhage by  endoscopy  and  upper  gastro- 
intestinal roentgenographic  studies. 

Depending  on  the  rate  of  hemor- 
rhage, mesenteric  arterial  catheriza- 
tion  and  arteriography  may  be  specific 
in  demonstrating  the  site  of  a non- 
variceal  hemorrhage.  When  hemor- 
rhage stops,  an  unequivocal  demonstra- 
tion of  esophageal  or  gastric  varices 
without  any  other  associated  gastric 
or  duodenal  pathology  on  endoscopy 
indicates  hypertensive  submucosal 
gastroesophageal  varices  as  the 
sources  of  the  previous  hemorrhage. 

Patients  known  to  have  bled  from 
gastroesophageal  varices  should  un- 
dergo operative  portal  venous  decom- 
pression to  prevent  further  hemor- 
rhage. The  rationale  for  portasystemic 
shunt  is  the  recurrence  of  hemorrhage 
within  one  - two  years  in  most  patients 
(65  percent)  who  have  hemorrhaged 
from  gastroesophageal  varices.  High 
mortality  is  associated  with  the  char- 
acteristically sudden  and  massive 
blood  loss  of  portal  hypertension.  Of 
those  patients  who  do  rehemorrhage 
65-75  percent  die  from  the  second 
hemorrhage. 

Elective  portal  decompression  car- 
ries only  one-tenth  of  the  mortality  of 


emergency  operation.  Therefore  when 
a hemorrhage  has  been  documented 
from  gastroesophageal  varices,  efforts 
must  be  directed  at  initial  control  of 
the  hemorrhage  and  plans  for  a sub- 
sequent elective  portasystemic  shunt. 

In  patients  actively  hemorrhaging 
from  gastroesophageal  varices,  tem- 
porary modalities  are  available  to  con- 
trol initial  hemorrhaging.  The  most 
effective  measure  to  prevent  hemor- 
rhage is  balloon  tamponade  of  the  gas- 
troesophageal mucosal  venous  plexus. 
Pituitary  extract  (vasopressin)  admin- 
istration has  been  less  effective  but 
may  be  a helpful  adjunct. 

Once  hemorrhage  has  been  con- 
trolled initially,  plans  for  subsequent 
elective  portal  reconstruction  should 
be  outlined  to  the  patient.  All  con- 
cerned must  understand  the  great  po- 
tential for  rehemorrhage,  particularly 
since  the  patient  may  be  entirely 
asymptomatic  as  soon  as  hemorrhage 
is  controlled.  Without  pain,  the  pa- 
tient naturally  is  inclined  to  resist  fur- 
ther therapy. 

Improved  surgical  decompression 

Two  improved  techniques  for  portal 
venous  decompression  have  recently 
become  available:  the  distal  spleno- 
renal (Warren)  shunt,  D.  W.  War- 
ren, Emory  University,  and  the 
mesocaval,  H-Graft  (Drapanas)  shunt, 
T.  Drapanas,  formerly  of  Tulane  Uni- 
versity School  of  Medicine.  Both  indi- 
cate improved  long-term  survival  and 
decreased  incidence  of  liver  failure  as 
compared  to  standard  end-to-side  por- 
tacaval shunts. 

Indications  for  reconstruction 

Portasystemic  shunts  may  be  done 
under  elective  or  urgent  conditions. 
An  elective,  therapeutic,  portasys- 
temic shunt  is  operative  for  decom- 
pressing esophagogastric  varices  in 
patients  who  have  hemorrhaged  and 
who  have  stopped  hemorrhaging. 

Emergency  portasystemic  shunt  is 
performed  on  a patient  who  is  bleeding 
actively  from  esophagogastric  varices. 
Prophylactic  portasystemic  shunts  are 
portasystemic  shunts  performed  on 
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Figure  1.  Selective  distal  splenorenal  shunt  (Warren  shunt). 

In  this  operation,  the  gastroesophageal  plexus  is  decompressed 
effectively  via  short  gastric  veins,  through  the  bed  of  the  spleen, 
the  splenic  vein  and  the  end-to-side  anastomosis  of  the  splenic 
vein  into  the  renal  vein.  Interruption  of  the  gastroepiploic  circu- 
lation around  the  lesser  and  greater  curvature  of  the  stomach 
and  then  ligation  of  the  coronary  vein  effectively  segregates  the 
decompressed  segment  of  the  portal  circulation  (left  side)  from 
the  non-decompressed  portal  circulation  (right  side),  maintain- 
ing portal  venous  inflow  to  the  liver.  ( Hospital  Practice  9 77-86,  September, 
1973,  used  with  permission). 


Figure  2.  Mesocaval  H-Graft  shunt  (Drapanas  shunt). 

A large  bore  (20-24mm)  Dacron  Graft  is  interposted  end-to-side 
into  the  superior  mesenteric  vein  (right  and  above)  and  the  infe- 
rior vena  cava  (left  and  below).  Prompt  decompression  of  the 
portal  venous  system  is  obtained,  but  the  more  distal  location  in 
decompressing  the  mesenteric  venous  system  seems  to  ac- 
count for  the  high  post-shunt  survival.  ( Hospital  Practice  9 88-89.  Sep- 
tember, 1974,  used  with  permission). 


patients  known  to  have  hepatic  cir- 
rhosis and  portal  hypertension  but 
who  are  not  actively  hemorrhaging 
and  who  never  have  hemorrhaged 
from  the  esophagogastric  varices  and 
portal  hypertension.  The  current  sur- 
gical management  of  portal  hyperten- 
sion is  directed  at  patients  requiring 
portasystemic  shunt  and  therapeutic 
portasystemic  shunt.  Prophylactic 
portasystemic  shunts  are  no  longer 
recommended. 

Prediction  of  survival 

The  best  chance  for  prolonged  sur- 
vival lies  in  initial  control  of  hemor- 
rhage and  subsequent  attention  to 
elective  portal  decompression  by  dis- 
tal splenorenal  or  mesocaval  portal  re- 
construction. Although  many  factors 
enter  into  survival,  perhaps  of  greatest 
importance  are  the  standard,  classic 
parameters  which  determine  cirrhotic 
classification  (Child’s).  These  include 
the  presence  or  absence  of  muscle 
wasting,  presence  or  absence  of  en- 
cephalopathy and  ascites,  and  the 
preoperative  serum  bilirubin  and 
serum  albumin  level. 


Each  patient  must  be  evaluated  in- 
dividually prior  to  operation.  The 
majority  of  patients  will  enjoy  pro- 
longed survival  with  portasystemic 
decompression  if  the  hemorrhage  has 
been  documented  to  originate  from  the 
gastroesophageal  varices. 

Historical  literature 

The  best  studies  of  portacaval 
shunts  generally  agree  regarding  cer- 
tain principles.  Portasystemic  shunts 
effectively  prevent  hemorrhage  from 
portal  hypertension.  Although  hemor- 
rhage is  controlled,  some  patients  de- 
velop post-shunt  hepatic  failure  or 
post-shunt  encephalopathy  after  end- 
to-side  or  side-to-side  portacaval 
shunt. 

Several  randomized  studies  of  por- 
tacaval shunt  indicate  that  prolonged 
patient  survival  is  achieved  with  some 
hemorrhaging  patients  in  whom  hem- 
orrhage has  stopped  and  therapuetic 
end-to-side  portacaval  shunt  is  per- 
formed.1,2 

For  example,  the  controlled  trial  of 
patients  undergoing  end-to-side  por- 
tacaval shunt  in  cirrhotics  with  bet- 


ter than  average  liver  functions 
(Child’s  Class  A)  resulted  in  a signifi- 
cantly higher  survival  at  five  years 
after  portasystemic  shunt.  All  studies 
indicate  higher  incidence  of  en- 
cephalopathy in  patients  following 
end-to-side  portacaval  shunt  than  in 
non-operated  cirrhotic  patients  who 
have  not  had  major  portal  venous  di- 
version from  the  liver.3 

Warren  shunt 

Within  the  past  decade  W.D.  War- 
ren developed  and  studied  a selective 
shunt  to  prevent  recurrent  hemor- 
rhage in  patients  with  portal  hyper- 
tension and  hepatic  cirrhosis.  Dr. 
Warren’s  shunt  embodies  the  theoret- 
ical advantage  of  selectively  decreas- 
ing portal  pressure  in  the  gas- 
troesophageal submucosal  plexus  and 
concomitantly  maintaining  portal 
pressure  and  portal  flow  in  the  portion 
of  the  portal  venous  tree  going  to  the 
liver  (Figure  l).4 

From  the  ten  years  of  accumulated 
experience,  all  theoretical  advantages 
of  selective  distal  splenorenal  shunt 
have  been  realized  in  both  hemody- 
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namic  and  metabolic  follow-up.  Pa- 
tency rate,  proven  by  angiography,  is 
95  percent.4 

Hemodynamically,  selective  shunt- 
ing has  been  realized.  The  selective 
distal  splenorenal  shunt  provides  ef- 
fective decompression  of  the  gas- 
troesophageal area  by  diverting  the 
splenic  vein  into  the  renal  bed.  This 
decompresses  the  gastroesophageal 
mucosal  plexus  via  short  gastric  veins. 
Concomitantly  the  entire  mesenteric 
venous  drainage  is  segregated  away 
from  the  area  of  decompression.  The 
liver  still  enjoys  perfusion  of  the  total 
mesenteric  venous  efflux  and  regional 
portal  hypertension  and  hepatopedal 
liver  blood  flow  is  maintained. 

The  metabolic  advantage  of  distal 
splenorenal  shunt  may  reside  in  this 
selective  diversion  of  gastroesoph- 
ageal area  while  maintaining  portal 
venous  inflow  to  the  liver.  Theoreti- 
cally the  liver  still  functions  with  most 
of  the  pre-operative  venous  blood  sup- 
ply, thereby  maximally  preserving  the 
pre-operative  hemodynamic  relation- 
ships. 

The  great  advantage  of  selective 
distal  splenorenal  shunt  in  patients 
who  have  hemorrhaged  from  portal 
hypertension  lies  in  preserving  the 
liver  function.  Careful  follow-ups  of 
increasing  numbers  of  patients  indi- 
cate a definite  decreased  incidence  of 
liver  failure.  Post-shunt  enceph- 
alopathy is  much  less  than  after  stan- 
dard end-to-side  portacaval  or  side- 
to-side  portacaval  shunts.5 

This  is  particularly  important  in- 
asmuch as  the  leading  cause  of  death 
and  morbidity  following  portasys- 
temic  shunt  previously  has  been  liver 
failure.  The  capability  of  avoiding 
post-shunt  hepatic  encephalopathy 
and  post-shunt  hepatic  failure  is  the 
basis  for  the  increased  survival  follow- 
ing distal  splenorenal  shunt. 

The  clinically  observed  lack  of  liver 
failure  has  been  studied  biochemi- 
cally.5 Maximum  rate  of  the  urea  syn- 
thesis (capability  of  the  liver  to  con- 
vert ammonia  to  urea)  is  preserved  in 
patients  who  have  had  distal  spleno- 
renal shunt  as  compared  to  surgical 
decompressive  procedures  which  are 
less  selective.6  In  our  laboratory  we 
have  documented  improved  function 
of  the  enzyme  activities  in  the  urea 
cycle  after  distal  splenorenal  shunt 
compared  to  portacaval  shunt.7 


Drapanas  shunt 

In  1975  Dr.  Drapanas  reported  a 
five-year  follow-up  of  patients  with  al- 
coholic cirrhosis  who  had  hemor- 
rhaged. His  data  showed  that  insert- 
ing a large  bore  Dacron  graft  between 
the  superior  mesenteric  vein  and  the 
inferior  vena  cava  effectively  con- 
trolled bleeding.  (Figure  2).  Operative 
mortality  decreased  dramatically;  and 
in  patients  with  advanced  cirrhosis, 
overall  five-year  survival  was  approx- 
imately 75  percent.8 

Currently  the  mesocaval  shunt  has 
not  been  studied  as  carefully  hemody- 
namically or  metabolically  as  its  dis- 
tal splenorenal  shunt  but  the  definite 
clinical  success  indicates  that  it  is  an 
important  contribution  to  the  surgical 
armamentarium  for  patients  who 
have  hemorrhaged  from  portal  hyper- 
tension. Exposure  to  the  operative 
field  is  far  superior  to  portacaval 
shunting.  Blood  loss  is  usually  only  a 
fraction  of  that  encountered  through 
direct  portal  venous  reconstruction. 

The  Drapanas  mesocaval  shunt 
probably  will  become  the  procedure  of 
choice  in  patients  who  require  emer- 
gency portal  decompression.  Because 
it  decompresses  the  hepatic  as  well  as 
the  mesenteric  side  of  the  portal  vein  it 
also  effectively  alleviates  ascites. 
Thus  the  Drapanas  mesocaval  shunt 
appears  to  be  the  procedure  of  choice  in 
patients  who  have  hemorrhaged  and 
in  whom  massive  and  uncontrollable 
ascites  is  present.  □ 
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Tlic'Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary > is  that  there  are 
no  diffeT'ences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-t}rpe  suppliers. 


FACT;  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
w hich  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “< expensive ” brand 
names  and  denigrates  all 
generics. 

FACT;  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe 
tence  of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


'Matters, 


AYTH:  Generic  options  al- 
nost  always  exist. 

’ACT:  About  55  percent 
if  prescription  drug  ex- 
lenditure  is  for  single- 
ource  drugs.  This 
neans,  of  course,  that  for 
»nlv  45  percent  of  such 
•xpenditure,  is  a generic 
irescribing  option  avail- 
ible. 


AYTH:  Generic 
prescriptions  are  filled  with 
^expensive generics,  thus 
aving  consumers  large 
urns  of  money. 

ACT:  Market  data  show 
hat  you  invariably 
irescribe — and  pharma- 
cists dispense — both 
irand  and  generically 
abeled  products  from 
mown  and  trusted 
ources,  in  the  best  inter- 
st  of  patients.  In  most 
ases  the  patient  receives 
i proven  brand  product, 
►avings  from  voluntary 
ir  mandated  generic 
irescribing  are  grossly 
‘xaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  moneys 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  wall  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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Don’t 
just 
tell  them 
to  quit.. 


Studies  confirm  that  9 out  of  10  smokers  know 
that  smoking  is  a bad  habit.  And  they’d  like  to 
quit.  But  they  don’t  know  how. 

The  large  majority  of  smokers  indicate  they 
would  quit  if  their  doctors  told  them  to. 

And  studies  confirm  that  a large  proportion 
of  patients  have  quit  upon  advice  from  their 
doctors. 

However,  about  two-thirds  of  smokers  report 
that  they’ve  never  received  advice  on  quitting 
from  their  doctors.  It  could  be  their  doctors  don’t 
want  to  push  them.  Or  maybe  quitting  is  given  a 
lower  priority  than  other  health  problems. 

But  we  believe  a lot  of  doctors  don’t  tell  their 
patients  to  quit  smoking  for  one  simple  reason: 
they  don’t  know  how  to  answer  the  inevitable 
“how.” 


The  National  Cancer  Institute  has  developed 
free  “Helping  Smokers  Quit”  kit  to  help  you 
answer  the  “how”  and  to  help  your  patients  quit 
the  smoking  habit.  Materials  for  this  kit  were 
pretested  with  the  cooperation  of  the  Harris 
County  (Texas)  Medical  Society  and  M.D. 
Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Texas. 

The  National  Cancer  Institute  will  provide  th< 
“Helping  Smokers  Quit”  kit  free  of  charge  to  all 
physicians  who  want  to  participate  in  this  impor 
tant  effort.  Included  in  the  kit  are  guidelines  for 
physicians,  a self-test  to  help  smoking  patients 
determine  why  they  smoke,  pamphlets  with  tips 
on  quitting,  and  waiting  room  posters  to  intro- 
duce the  subject.  Each  kit  contains  enough  mate 
rials  to  help  50  of  your  smoking  patients  who 
want  to  quit. 


Show  them  how  to  quit. 

Don’t  delay!  To  receive  the  National  Cancer  Institute’s  free  “Helping 
Smokers  Quit”  kit,  fill  out  this  order  form  and  return  it  today. 


I don’t  want  to  just  tell  them  to  quit. 

I want  to  show  them  how  to  quit. 

Please  send  me  my  free  “Helping  Smokers  Quit"  kit 
today. 


Name 

Address 

City State Zip 


Mail  to  “Helping  Smokers  Quit"  Kit 
Box  71 

National  Cancer  Institute 
Bethesda,  MD  20014 


in  my  opinion 


Pragmatic  path  to  perfection 

"Prima  donnas”  - The  words  stung!  I overheard  two  re- 
tired college  professors  quietly  use  them  to  describe  physi- 
cians as  a group  at  a recent  health  care  cost  containment 
meeting.  Having  known  these  people  for  years,  I sensed 
they  related  more  favorably  to  their  personal  physician. 

How  in  today’s  dynamic  political  environment  do  we 
support  a more  positive  outlook  toward  physicians  as  a 
group? 

I am  reminded  of  a comment  of  a fine,  eminent  physician. 
His  philosophy  on  his  Chinese-Hawaiian  ancestry  is  that  it 
provides  him  with  a responsibility  and  an  opportunity  to 
relate  to  others  in  a positive  manner.  Through  his  daily  life, 
he  exemplifies  a quiet,  positive  testimony  for  his  Oriental 
ancestry  and  his  profession. 

Shouldn’t  we  relate  inobtrusively  to  our  patients,  indi- 
vidually and  collectively,  our  continuing  concern  for  the 
appropriateness  and  cost  effectiveness  of  the  modalities 
used  in  rendering  their  care? 

Should  we  review  more  frequently  our  hospital  and  office 
procedures  or  business  practices  from  the  patient’s  view- 
point? Perhaps  we  might  seek  their  suggestions  for  improv- 
ing office  efficiency,  decreasing  waiting  time,  etc. 

We  could  support  pleasantly  and  facilitate  our  patients’ 
seeking  second  opinions  or  consultations  not  only  for  elec- 
tive surgery  but  also  whenever  the  process  of  illness  con- 
tainment does  not  satisfy  the  patient  or  the  physician.  This 
philosophy  should  be  stated  clearly  in  the  office’s  patient 
guide. 

The  truth  stated  by  Dr.  Abraham  Twerski  at  the  last 
Pennsylvania  Medical  Society  Officers’  Conference  Prayer 
Breakfast  is  that  physicians  have  so  much  to  offer  their 
patients.  We  should  relate  sensitively  and  openly  to  our 
patients  and  not  allow  the  mystiques  of  health  care  and 
unrealistic  hopes  to  prostitute  the  physician/patient  rap- 
port. 

By  emphasizing  the  positive  aspects  of  our  profession  and 
its  capabilities,  we  can  rebuild  the  doctor/patient  relation- 
ship and  reassume  the  initiative  of  leadership — an  impera- 
tive for  excellence  in  health  care  delivery. 

J.  Mostyn  Davis,  MD 
Shamokin 


Peer  review?  No! 

My  conclusions  from  reading  the  article  entitled,  "Peer 
Review  and  Protective  Laws  in  Pennsylvania”,  by  Alice  G. 
Gosfield,  J.D.  and  Gregory  G.  Gosfield  undoubtedly  exactly 
opposed  those  that  the  authors  had  intended.  I am  an  indi- 
vidual sole  practicing  physician.  The  ten  examples  in  the 
text  of  their  article  are  sufficient  to  make  me  want  to  avoid 
all  participation  in  this  type  of  activity. 


No  physician  will  indulge  consciously  in  activities  that 
may  require  litigation  except  under  the  greatest  duress. 
Unlike  the  legal  profession,  the  medical  profession  does  not 
earn  its  living  in  the  litigation  process. 

Peer  Review,  thus,  becomes  another  activity  in  which  the 
medical  profession  is  breaking  its  back  to  perform  tasks 
imposed  by  outside  forces  and  absorbing  all  the  expense 
and  emotional  anxiety  incumbent  upon  the  performance  of 
such  tasks.  One  wonders  whether  all  of  us  should  not  say, 
"No!”  and  let  the  public  and  the  legal  profession  coerce  us  to 
the  best  of  their  ability.  It  would  certainly  be  no  more 
troublesome  and  probably  less  expensive  than  the  present 
modus  operandi. 

When  medical  professionals  step  into  the  legal  arena,  we 
only  get  hurt. 

Martin  L.  Beller,  MD 
Philadelphia,  PA 


Realistic  study  of  medicine 

At  a time  when  experts  of  many  disciplines  are  proposing 
radical  reorganizations  of  the  health  industry  in  America, 
a knowledgeable  physician  has  produced  a constructive 
book  on  the  problems  of  American  medicine.  The  quality 
and  quantity  of  health  care  in  the  U.S.A.  is  better  than  or 
equivalent  to  that  in  any  other  part  of  the  world.  Social, 
cultural  and  economic  problems  are  responsible  for  some 
unfavorable  health  statistics. 

David  E.  Rogers,  MD,  displays  his  unusually  broad  expe- 
rience in  medicine  in  his  book,  American  Medicine:  Chal- 
lenges for  the  1980’s  (Ballinger,  Cambridge,  MA,  1978,  pp 
151,  $10).  In  his  youth,  I knew  Dr.  Rogers  as  an  effective 
clinical  investigator.  In  his  maturity,  he  has  been  chair- 
man and  professor  of  internal  medicine  in  a well-developed 
medical  school,  and  dean  of  a leading  medical  school. 
Presently  Dr.  Rogers  is  president  of  the  Robert  Wood 
Johnson  Foundation,  the  largest  philanthropic  foundation 
devoted  to  health.  Like  the  Rockefeller  Foundation,  the 
Robert  Wood  Johnson  Foundation  is  contributing  to  the 
study  of  our  health  problems. 

For  any  reader  who  has  taught  clinical  medicine  in  our 
university  hospitals,  now  located  mostly  in  the  ghettos  of 
our  large  cities,  Dr.  Rogers’  observations  will  be  interesting 
and  instructive.  The  research-trained  professor  is  ill- 
prepared  and  little-interested  in  the  cultural  problems  of 
the  city — malnutrition,  drug  culture,  poorly  educated  and 
ill-treated  humanity.  Many  experts  seeking  votes  blame 
these  cultural  problems  on  the  medical  profession.  No!  The 
medical  profession  didn’t  cause  them  and  does  not  have  the 
resources  to  cure  them  under  either  private  or  government 
auspices.  Dr.  Rogers  has  held  responsible  positions  in  uni- 
versity hospitals  in  the  ghettos  of  three  large  cities.  You 
will  enjoy  his  presentation  in  Part  II:  "The  academic  medi- 
cal center:  A stressed  American  institution.” 
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Part  I:  "Medical  care  in  America:  Where  do  we  stand 
today?”  presents  a realistic  picture.  Dr.  Rogers  delineates 
five  major  deficient  areas  in  health  care  in  America:  1) 
unacceptable  costs,  2)  urban  poor  children,  3)  rural  elderly 
persons,  4)  the  chronically  ill,  and  5)  the  handicapped.  He 
suggests  improvements  within  the  capability  of  our  nation 
to  better  the  health  care  of  these  groups.  These  problems 
are  more  social  than  medical,  but  the  medical  profession  is 
the  only  group  knowledgeable  enough  to  provide  lead- 
ership in  solving  these  deficiencies. 

The  Robert  Wood  Johnson  Foundation  is  devoting  its 
resources  to  aid  the  health  professions.  Any  national  health 
system  which  does  not  attend  to  these  deficiencies  will  only 
impair  the  outstanding  excellence  of  our  present  health 
industry  without  correcting  the  major  defects. 

Anyone  active  in  the  health  industry  will  enjoy  this  book. 

George  E.  Farrar,  Jr.,  MD 
New  Hope 


Dr.  Twerski,  take  a bow! 

Thank  you  for  publishing  the  beautiful  and  most  wise 
article  by  Dr.  Twerski.  We  all  must  listen  and  apply  what 
we  hear  from  him. 

Kenneth  Gordon,  Jr.,  MD 
Radnor 


Comments  on  MA  cost  survey 

In  the  June  issue  of  Pennsylvania  Medicine,  Manage- 
ment Consulting  for  Professionals  reported  on  the  "average 
cost”  to  the  physician  of  an  office  visit  for  a Medicaid  pa- 
tient. Reported  was  "a  surprising  trend,  that  the  average 
cost  per  visit  tended  to  increase  as  the  percentage  of  a 
practice’s  patient  load  enrolled  in  the  Medical  Assistance 
program  increased.” 

Another  explanation  seems  reasonable.  In  my  experi- 
ence, there  is  more  overhead  and  paper  work  involved  in 
serving  medicaid  patients.  This  additional  work  certainly 
would  reflect  in  the  total  cost  per  visit  over  the  entire 
practice.  Several  factors  are  involved. 

1 .Prescriptions.  Prescriptions  for  Public  Assistance  pa- 
tients are  not  refillable  more  than  two  times.  Certainly  for 
the  long  term  patients  who  need  medications  from  year  to 
year,  and  for  other  patients  having  their  prescriptions  re- 
fillable for  Ms  year,  longer  periods  are  sensible.  Indeed 
UMWA  allows  prescriptions  to  be  refillable  for  V2  year  for 
chronic  illnesses.  The  need  to  rewrite  prescriptions  more 
frequently  for  Public  Assistance  patients,  adds  to  the  "busy 
work”  in  a practice. 

Some  pharmacists  have  been  burdened  with  excessive 
paper  work  and  some  have  refused  to  refill  prescriptions, 
even  though  this  has  been  indicated  by  the  physician.  In 
such  cases,  prescriptions  must  be  rewritten  as  often  as  six 
weeks. 


2.  Bookkeeping.  The  billing  forms  for  Public  Assistance 
must  be  processed  at  the  time  of  the  patient  visit  but  they  do 
not  fit  into  any  other  existing  bookkeeping  system.  To 
maintain  service  and  billing  records,  at  the  time  of  each 
medicaid  visit  the  physician  or  his  staff  needs  to  follow  his 
own  bookkeeping  procedures,  and  complete  the  Medical 
Assistance  claim  form.  This  again  entails  extra  "busy 
work”,  time  consuming  and  adding  to  costs. 

3.  Payment  mechanism.  Contrary  to  all  other  "third  par- 
ties” the  Department  of  Welfare  does  not  itemize  which 
services  are  covered  by  a specific  payment.  Practitioners 
provide  them  with  a list,  upon  which  they  sometimes  will 
and  sometimes  will  not  make  some  notations.  Preparing 
this  list  at  the  time  of  billing  is  more  paper  work  which 
pertains  only  to  medicaid  patients.  These  additional  paper 
work  requirements  add  a burden  to  the  entire  practice. 

A practice  with  a small  percentage  of  medicaid  patients 
will  add  only  a small  load  over  a large  number  of  patients 
reflecting  a smaller  added  load  per  patient  visit.  A larger 
amount  of  medicaid  patients  increases  the  amount  of  paper 
work  proportionally,  and  this  additional  cost  must  be  ab- 
sorbed by  a proportionally  smaller  number  of  non-medicaid 
patients. 

Jan  R.J.  deVries,  MD 
Boswell 
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Start  saving  today 
with  easy  payroll 
deductions. 


Your  savings  are  protected  at 

the  PMS  Credit  Union. 
Deposits  are  insured  up  to 
$40,000  per  account  by  the 
National  Credit  Union  Adminis- 
tration. 


PMS  Credit  Union  membership 
is  open  to  all  PMS  members, 
their  families,  employes,  and 
employes’  families. 


PMS  Credit  Union 

20  Erford  Rd.,  Lemoyne,  PA  1 7043 
e Phone  (717)  763-7151 
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Make  your  Williamsburg 
meeting  the  best  in  history. 

We  can  revolutionize  your  meeting  plans  for  up  to  500  with  everything  from  personalized  service 
to  video  tape  equipment,  lighted  tennis,  saunas,  live  entertainment,  and  nearby  golf— all  just  two  min- 
utes from  Colonial  Williamsburg  and  The  Old  Country /Busch  Gardens.  For  free  planning  booklet, 
write  lohn  I.  Corbin,  Box  KE,  Williamsburg,  Va.  23185.  Or  call  collect:  804-220-2250. 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com 
plex  and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you’re  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer. 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements.  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment. 

We  would  like  to  provide  more  information 
about  Air  Force  medicine.  Contact  the  nearest  Air 
Force  medical  recruiter  or  call  (412)  644-2704  in  Pitts- 
burgh and  we’ll  answer  your  questions  promptly  and 
without  obligation. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


A great  way  of  life. 


IT'S  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 
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1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically,  so 
the  risk  of  sensitization  is  minimal 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  Vz  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN  Ointment 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 


WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usuallya  low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 


Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 


PRECAUTIONS:  As  with  other  antibacterial  preparations. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Thymus  accumulation  of  radioactive  iodine 


George  L.  Jackson,  MD 
William  P.  Graham,  III,  MD 


Figure  1.  Radioautograph  case  1.  Photo- 
micrograph (44x)  showing  normal  thymus 
architecture.  Note  the  degrees  of  black- 
ness caused  by  varying  exposure  of  the 
photographic  emulsion  (Kodak  - NTB-2). 
These  indicate  substantial  RAI  accumula- 
tion. 

The  increased  interest  in  thyroid 
cancer  may  arise  in  part  from  the 
observation  that  childhood  irradiation 
for  non-malignant  disease  predisposes 
to  its  development.  The  literature  also 
indicates  that  the  incidence  of  thyroid 
cancer  is  increasing.1 

Over  the  past  20  years  at  the  Har- 
risburg Hospital,  44  patients  with 
thyroid  cancer  have  been  treated  with 
radioactive  iodine  (RAI)  as  an  adjunct 
to  their  surgical  therapy.  Two  of  these 
patients  have  been  demonstrated  to 
concentrate  RAI  in  the  thymus  gland. 
On  a conventional  scan,  this  feature 
could  be  interpreted  as  indicating  the 
presence  of  a focus  of  functioning 
thyroid  cells.  The  observed  RAI  ac- 
cumulation in  the  thymus  is  impor- 
tant since  the  therapeutic  goal  of  13II 
therapy  is  to  ablate  all  such  cells. 

Case  1 

This  24-year-old  patient  was  first 
seen  in  1965.  She  had  a history  of  pre- 
vious irradiation  to  the  thymus  gland 
at  birth.  A thyroid  scan  performed  in 
August  1965  revealed  a hypofunc- 
tional  nodule.  A subtotal  right  thyroid 
lobectomy  was  performed,  and  a papil- 
lary adenocarcinoma  was  identified. 
She  was  placed  on  triiodothyronine 
replacement  therapy.  In  January  1968 
she  noted  a lump  in  her  neck.  Twenty- 
four  hours  preoperatively,  100  uCi  131I 
was  administered.  The  next  day,  we 
removed  the  right  thyroid  nodule,  a 
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Fred  W.  Flickinger,  MD 
Thomas  J.  Kennedy,  MD 


Figure  2.  Neck  scans  on  case  1. 

Upper  left  (8-11-65)  “Cold”  nodule  in  the  right  lobe. 

Upper  right  (9-2-65)  Thyroid  remanent  postoperatively. 

Lower  left  (2-2-68)  After  second  thyroid  surgery. 

Lower  right  (6-7-68)  No  significant  evidence  of  functioning  thyroid  tissue. 


right  jugular  node,  left  thyroid  lobe 
and  adjacent  tissue.  These  revealed 
metastatic  papillary  adenocarcinoma 
in  the  node  and  atypia  in  the  remain- 
ing thyroid  tissue.  Thymus  tissue  also 
was  observed  microscopically. 

Radioautographs  were  prepared 
from  the  tissue  samples  obtained  at 
surgery.  The  tissue  was  handled  and 
treated  according  to  standard  proce- 
dure. Sections  for  radioautographs 
were  cut  5 u thick.  The  slides  were 
dipped  into  Kodak  NTB-2  emulsion 
and  developed  at  varying  intervals. 

Radioautography  on  the  resected 
tissue  revealed  131I  accumulation  in 
the  metastatic  thyroid  cancer  and 
thymus  gland  (Figure  1).  The  patient 
received  50  mCi  131I  to  ablate  the  re- 


Dr. Jackson  is  medical  director  of  the 
department  of  nuclear  medicine  at  Har- 
risburg Hospital.  Dr.  Flickinger  is  an 
assistant  physician  in  the  department. 
Dr.  Graham  is  professor  of  surgery  and 
chief  of  the  division  of  plastic  surgery 
at  The  Milton  S.  Hershey  Medical 
Center.  Dr.  Kennedy  is  the  chief  resi- 
dent in  that  division. 


maining  thyroid  tissue.  After  dis- 
charge she  was  placed  on  triiodothy- 
ronine replacement  therapy. 

In  May  1968  an  additional  50  mCi 
13II  was  administered.  As  of  July  1978 
she  was  free  of  any  evidence  of  re- 
sidual thyroid  disease.  Figure  2 shows 
four  representative  scans  of  the  neck 
during  her  therapy. 

Case  2 

This  43-year-old  white  male  first 
noted  the  appearance  of  a lump  in  the 
left  side  of  his  neck  in  January  1972.  A 
thyroid  uptake  and  scan  performed  in 
March  1972  revealed  a normal  iodine 
uptake  and  a nonfunctioning  nodule 
in  the  left  lobe  of  the  thyroid  (Figure 
3). 

A left  thyroid  lobectomy  was  per- 
formed. A papillary  carcinoma  of  the 
thyroid  was  identified  with  metastasis 
to  a satellite  node.  In  April  1972,  the 
patient  received  94  mCi  131I  as  sodium 
iodide  to  ablate  the  remaining  thyroid 
tissue.  This  was  followed  by  triiodo- 
thyronine replacement  therapy. 

In  August  1972,  a repeat  thyroid 
scan  revealed  evidence  of  residual  ac- 
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cumulation  of  radioactivity  to  the  left 
of  the  midline  above  the  site  of  the 
previous  papillary  tumor.  He  received 
an  additional  104  mCi  131I.  Upon  re- 
evaluation  in  November  1973,  thyroid 
scanning  revealed  an  area  of  increased 
concentration  to  the  right  of  the  mid- 
line below  the  sternal  notch  and 
thyroid  scar.  He  was  treated  again 
with  150  mCi  13II  sodium  iodide.  Re- 
evaluation  in  February  1974  revealed 
a faint  concentration  of  radio-iodine  to 
the  right  of  the  midline. 

The  unchanging  pattern  of  tracer 
retention  in  the  right  neck  prompted 
exploratory  neck  surgery  in  April 
1974.  Surgery  revealed  a tongue  of 
thymic  tissue  extending  into  the  right 
thyroid  bed.  We  found  neither  thyroid 
tissue  nor  malignant  cells.  As  of  July 
1978  he  was  free  of  residual  thyroid 
disease  while  on  thyroid  replacement 
therapy.  His  most  recent  scans  with 


RAI  showed  no  accumulation  of  tracer 
in  the  neck. 

Discussion 

These  observations  indicate  that 
radio-iodine  accumulated  in  the 
thymus  of  one  patient.  In  the  second 
patient  the  evidence  lacks  support 
from  radioautographic  documenta- 
tion. The  observations  at  the  time  of 
surgery  and  the  microscopic  sections 
reviewed  subsequently,  however,  lend 
strong  support  to  this  thesis. 

Csaba2  and  Torok3  in  Budapest, 
Hungary,  have  documented  that 
PAS-positive  cells  of  rat  thymus  take 
up  radioactive  iodine  in  tissue  cul- 
tures. Newborn  rats  have  signifi- 
cantly higher  thymus  uptake  than 
adult  rats.  In  these  observations,  and 
others  confirmed  by  Goldman,4  the 
iodine  uptake  was  not  responsive  to 
TSH  added  to  the  tissue  culture.  Our 


Figure  4.  Radioautograph.  Photomicro- 
graph (12X)  of  five  micron  thick  paraffin 
section  of  thymus.  Heavy  silver  granule 
percipitate  is  present  predominantly  in 
the  medulla. 


Figure  5.  Radioautograph.  Photomicro- 
graph (44X)  of  thymus  shown  in  Figure  4. 
Note  the  focal  distribution  of  the  silver 
granules  predominantly  in  the  medulla. 

studies  on  two  thyroidectomized  and 
one  non-thyroidectomized  rats  re- 
vealed that  all  animals  accumulated 
123I  in  their  thymus  glands  as  demon- 
strated by  radioautography.  (See  Fig- 
ures 4 & 5.)  Removal  of  the  thyroid 
gland  did  not  seem  significant. 

The  data  suggest  that  normal 
thymus  cells  can  accumulate  RAI.  In 
one  patient  the  thymic  accumulation 
produced  an  abnormality  on  the  scin- 
tigram of  the  neck.  These  findings 
may  be  of  clinical  importance  in  pa- 
tients being  treated  for  thyroid 
cancer.  □ 
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Figure  3.  Neck  scans  on  case  2. 

Upper  left  (3-30-72)  Before  initial  surgery. 

Upper  right  (5-9-72)  After  first  dose  of  RAI. 

Middle  left  (8-3-72)  Residual  tracer  concentration  above  the  scar  to  the  left  of  the 
midline.  Second  RAI  treatment  given. 

Middle  right  (1 1 -9-73)  Area  of  concentration  of  radio-iodine  to  the  right  of  the  midline. 
Third  RAI  treatment  given. 

Lower  left  (5-23-74)  Scan  using  2:1  minification  reveals  salivary  concentration  above 
and  persistence  of  the  accumulation  to  the  right  of  the  midline  described  in  the  text. 
Lower  right  (4-11-77)  No  accumulation  of  tracer.  Three  years  after  second  thyroid 
surgery. 
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Psychological  stress  in  ICU  affects  both  patients,  staff 

Michael  J.  Asken,  Ph.D. 


When  Nahum1  wrote  of  "the  new 
and  important  disease  of  medi- 
cal progress,”  he  was  referring  to  the 
psychological  stress  of  dealing  with 
sophisticated  medical  technology.  The 
presence  and  importance  of  psycholog- 
ical stress  in  patients  in  critical  care 
units  have  now  been  acknowledged.2'5 
Terms  such  as  "the  ICU  snydrome”6  or 
"ICU-itis”7  often  are  used  to  describe 
the  psychological  stress  that  impinges 
on  the  ICU  or  CCU  patient.  Less 
readily  acknowledged  is  the  fact  that 
psychological  stress  impinges  not  only 
on  the  critical  care  unit  patient,  but  on 
the  staff  of  those  units  as  well. 

"It  is  hard  to  imagine  any  other  sit- 
uation that  involves  such  intimacy 
with  the  frightening,  the  repulsive, 
and  the  forbidden,”8  some  authors 
have  written  of  the  intensive  care 
emit.  Prolonged  exposure  to  death  and 
intense  emotions  are  uniquely  taxing; 
the  situation  may  be  exacerbated  in 
the  face  of  over-involvement  and  what 
has  been  described  as  an  inability  to 
"turn-off”11  when  duty  is  finished.  The 
needs  of  medical  and  nursing  staff 
within  the  critical  care  units  often  are 
not  very  apparent.  Too  frequently  they 
are  not  acknowledged  and  result  in  a 
variety  of  defense  mechanisms.  The 
ultimate  ramifications  affect  the 
quality  of  care  for  patients  as  well  as 
the  quality  of  the  working  atmo- 
sphere. 

Dr.  Asken  is  director  of  behaviorial  sci- 
ences and  medical  psychology  for  the 
department  of  family  practice  at  Poly- 
clinic Medical  Center;  medical  psy- 
chologist, department  of  family 
practice,  Harrisburg  Hospital,  Harris- 
burg. He  also  is  adjunct  assistant  pro- 
fessor of  behavioral  science  at  The 
Milton  S.  Hershey  Medical  Center. 


Stresses  on  staff 

Information  about  stresses  on  the 
physician  in  critical  care  units  tends  to 
be  sparse,  although  there  is  consider- 
able literature  developing  on  the 
stresses  of  intensive  care  nursing. 
Nurses  are  in  a special  position,  for  it 
is  they  who  have  most  contact  with  the 
patient.  Koumans10  views  nurses  as 
the  key  figures  on  the  unit  because  of 
their  intimacy  with  patients,  families, 
and  doctors,  and  their  constant  pres- 
ence as  a group.  They,  especially  the 
head  nurse,  are  central  for  informa- 
tion, the  initiation  of  consultations, 
and  the  carrying  out  of  treatment  pro- 
grams. 

Salter11  believes  that  nurses  are 
vital  to  patient  communications. 
Nurses  play  an  outstanding  role  in  al- 
leviating psychological  stress  for  the 
patient.  The  qualities  found  most  im- 
portant for  a critical  care  unit  nurse  to 
possess  are  cheerfulness,  competence, 
efficiency,  kindness,  tenderness,  and 
the  most  outstanding  feature,  the  giv- 
ing of  immediate  attention.  Living  up 
to  this  model  is  quite  difficult. 

Difficulties  stem  from  the  double 
binds  inherent  in  such  a model,  and  in 
the  demands  on  the  nurse.  One  such 
bind,  for  example,  is  the  need  to  be 
simultaneously  kind,  feeling,  and  ob- 
jective. For  example,  nurses  cannot 
yield  to  a patient’s  request  that  inter- 
feres or  delays  treatment,  such  as  a 
patient’s  desire  for  longer  sleep.  They 
are  left  to  resolve  an  unresolvable  sit- 
uation. 

Hay  and  Oken8  feel  that  ICU  nurses 
live  continually  under  a cloud  of  latent 
anxiety  because  mistakes  in  such 
units,  surely  inevitable,  are  also  life 
endangering.  This  is  especially  true 
for  the  new  nurse,  although  the  feeling 


remains  for  the  experienced  nurse  as 
well.  A vicious  circle  of  anxiety  lead- 
ing to  mistakes,  leading  to  more  anxi- 
ety, is  easily  established  within  the 
mind  of  the  nurse,  if  not  within  the 
function  of  the  unit.  Other  authors9 
confirm  this  finding  in  characterizing 
ICU  staff  as  being  continually  on  the 
verge  of  anxiety  and  exhaustion. 

The  ICU  nurse  constantly  and  ex- 
clusively cares  for  the  seriously  ill. 
Consequently,  the  ICU  nurse  faces 
death  and  turmoil  much  more  fre- 
quently than  nurses  on  any  other  ser- 
vice.12 It  has  been  reported8  that  ICU 
nurses  are  denied  the  rewards  of  wit- 
nessing discharge.  The  same  authors  j 
see  the  nurse  in  a condition  of  repeti- 
tive loss.  The  death  of  a young  patient 
may  be  painful  because  of  the  empha- 
sis on  youth,  while  the  death  of  an 
older  patient  may  carry  its  emotional 
price  tag  because  of  identification  with 
friends,  and  parents.  The  ICU  nurse 
often  is  forced  to  serve  as  a functional 
link  between  the  patient  and  his  fam- 
ily; while  this  may  benefit  the  parties 
involved,  this  type  of  triangulation 
can  serve  as  another  source  of  frustra- 
tion and  stress  for  the  nurse. 

A variety  of  other  stresses  are  in- 
herent in  intensive  care  unit  nurs- 
ing. The  nurse  may  experience  disil- 
lusionment during  a patient’s  stay. 
Many  times,  certain  qualities  are 
projected  on  a comatose  patient,  which 
can  lead  to  surprise  and  disappoint- 
ment when  the  patient  awakes  and 
his  real  or  situational  personality 
emerges.  Certain  types  of  cases  can 
be  more  frustrating  than  others. 
Tracheostomies  are  a prime  exam- 
ple.11 These  patients  present  problems 
because  the  only  communication  pos- 
sible may  be  through  eye  movements 
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or  weak  motions  of  the  arms  and 
hands.  Another  common  nursing  bind 
is  the  requirement  of  making  detailed 
observations  on  the  patient,  but  hav- 
ing no  time  to  do  so.  Also,  because  ICU 
nurses  must  be  constantly  aware  of 
patient  condition  and  functioning, 
they  soon  become  adept  at  identifying 
the  signs  and  symptoms  of  degenera- 
tion for  a patient.  This  may  become  an 
awesome  burden  for  the  nurse,  who 
has  been  caring  for  someone  and  must 
continue  to  do  so  knowing  the  futility 
of  the  endeavor. 

Modes  of  defense 

Several  modes  of  psychological  de- 
fense typically  are  employed  by  nurses 
in  intensive  care  units  to  provide  some 
protection  from  loss,  grief,  guilt, 
anger,  anxiety  and  over-commitment. 
One  method  to  achieve  emotional  dis- 
tance is  by  relating  more  fully  to  medi- 
cal equipment  and  procedures  rather 
than  to  the  patient.  Withdrawal,  or  a 
very  businesslike  manner  often  are 
utilized.  This  becomes  difficult,  how- 
ever, when  the  nurse  is  forced  to  deal 
with  the  patient’s  family  and  the  pa- 
tient’s human  characteristics  are 
highlighted.  Joking,  laughing,  and 
whistling,  often  seen  as  inappropriate 
behavior  by  the  observer  or  patient, 
also  serve  the  important  function  of 
allowing  the  nurse  to  cope  with  her 
environment. 

Another  mode  of  defense  is  the  de- 
velopment of  close  peer  ties  and  re- 
lationships.8 This  relationship  devel- 
ops for  several  reasons.  Often  ICU 
nurses  volunteer  for  their  assign- 
ments. They  share  the  most  difficult 
job  and  have  a more  direct  role  in  sav- 
ing lives  than  other  nurses.  And  inter- 
dependence centered  on  patient  care 


exists.  Relaxation  seems  to  be  facili- 
tated by  being  with  other  nurses  who 
"understand.”  Group  bonds  are  so- 
lidified by  the  very  structure  of  the 
hospital,  which  usually  has  its  ICU  in 
an  isolated  area.  Finally,  group  loy- 
alty is  seen  as  serving  two  functions:  it 
enforces  guilt  for  absence  or  in- 
complete effort,  and  it  allows  for 
smoother  working  relations  by  prohib- 
iting the  unrestrained  expression  of 
anger.  Thus,  the  professional  atmo- 
sphere of  the  ICU  which  results  in  a 
closely  knit  group,  is  a double-edged 
sword,  at  once  allowing  some  kinds  of 
support,  but  at  the  same  time,  restrict- 
ing emotional  response. 

Intervention  measures 

Various  measures  have  been 
suggested  to  help  alleviate  unneces- 
sary stress  for  critical  care  unit  nurses 
and  the  staff  in  general.  Gardem14  has 
suggested  some  administrative  meas- 
ures to  help  counter  ICU  nursing  ten- 
sion and  fatigue.  Supervisor  sensitiv- 
ity to  the  psychological  problems  of  in- 
tensive care  unit  nursing  is  a basic 
prerequisite.  Overstaffing  with  full- 
time extra  personnel  would  allow  re- 
lief, but  often  is  economically  prohibi- 
tive. The  transfer  of  intensive  care 
unit  nurses  to  other  floors  for  short 
periods  of  time  has  some  merit.8,14,15  It 
is  suggested  that  this  "vacation”  pro- 
cedure would  provide  the  benefit  of 
disseminating  ICU  skills  to  other 
floors,  reduce  turnover  due  to  nurses 
who  would  rather  quit  than  admit  the 
need  for  rest,  and  provide  ICU  nurses 
with  the  otherwise  denied  reinforce- 
ment of  seeing  patients  return  to  a rel- 
ative state  of  health  and  leave  the  hos- 
pital. 

Other  authors8  suggest  the  creation 


of  a "unit  coordinator  position.”  This  is 
a position  through  which  ICU  nurses 
would  rotate.  The  function  of  the  posi- 
tion would  be  to:  1.  orient  new  per- 
sonnel; 2.  act  as  the  liaison  with  con- 
sulting doctors,  reducing  the  need  for 
contact  with  other  nurses;  3.  serve  as  a 
link  with  visitors,  providing  informa- 
tion, support,  and  a constraint  on  visi- 
tors activities;  4.  provide  extra  help  in 
emergency  situations. 

A nurse’s  training  prior  to  entering 
ICU  is  critical.9,14  The  ICU  staff  should 
be  selected  carefully.  Nurses  should  be 
young,  healthy,  and  well-motivated  to 
the  point  of  exuberance.  Some  authors 
suggest  that  ICU  nurses  should  dem- 
onstrate early  nursing  ability.  To  al- 
leviate introductory  job  insecurity,  a 
required  basic  course  and  on-the-job 
training,  which  is  composed  of  didac- 
tic sessions  with  physicians,  daily 
rounds,  discussions  with  patients  and 
other  physicians  are  offered.  It  is  fur- 
ther believed  that  the  use  of  tolerant 
and  repeated  explanations,  with 
graded  responsibilities,  can  help  facil- 
itate the  integration  of  new  ICU  staff. 
Further,  current  intensive  care  unit 
nursing  staff  should  be  able  to  provide 
major  input  into  the  content  of  such 
training  programs,  and  have  the 
ability  to  participate  in  the  training. 

Other  problems  have  evolved  with 
the  shift  to  a medical  team  model  of 
care.  The  major  source  of  irritation 
here  is  confusion  over  responsibility: 
who  is  responsible  for  primary 
decision-making  with  patients?  Some 
authors13  agree  that  role  delineation 
within  the  medical  team  is  basic  to 
effective  operation.  The  brunt  of  this 
role  confusion  usually  falls  on  nurses 
who  may  be  unsure  how  far  their  au- 
thority goes,  especially  in  relation  to 
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inexperienced  physicians,  such  as 
first-year  residents.12  The  importance 
of  clear  protocols  on  this  matter  has 
been  stressed.9’12,13 

It  is  crucial,  then,  that  physicians 
seriously  evaluate  their  interactions 
with  nurses  in  the  intensive  care 
unit.14  Some  authors8  have  em- 
phasized the  need  for  a full-time 
physician  to  be  present  on  the  unit, 
with  the  power  to  write  new  orders 
whenever  needed  without  first  con- 
sulting other  services  or  senior  staff. 

The  major  vehicle  for  reducing  ICU 
stresses  and  creating  the  most  thera- 
peutic working  atmosphere  is  a group 
meeting  for  nurses. 8-1012*15  These 
group  meetings  should  be  led  by  a per- 
son with  a background  in  psychology 
who  is  familiar  with  the  unit  though 
not  a member.  Also,  he  should  be  fa- 
miliar with  medical  environments.  A 
mistake  often  made  is  to  bring  in  a 
group  leader  such  as  a psychologist, 
social  worker,  or  even  psychiatrist, 
who,  while  skilled  in  group  tech- 
niques, has  a basic  ignorance  of  the 
medical  or  hospital  milieu.  The  pur- 
pose of  such  group  meetings  is  not  to 
engage  in  extensive  self-exploration, 


but  rather  to  concentrate  on  the  ICU 
situation. 

The  functions  of  the  group  as  con- 
ceptualized by  authors  are  varied.8 
The  meetings  can  allow  for:  1.  the  ex- 
pression of  hostility  and  shared  com- 
plaints and  gripes;  2.  the  recognition 
that  doubts  and  fears  are  acceptable, 
and  should  be  shared;  3.  the  working 
through  of  feelings  to  avoid  build-up 
and  inappropriate  expression;  4.  the 
sharing  of  innovative  ad  hoc  tech- 
niques found  to  be  useful  in  individual 
experiences;  5.  the  realization  that 
minor  mistakes  are  inevitable,  dispel- 
ling shame  and  guilt;  6.  the  develop- 
ment of  constructive  solutions  for 
problems. 

It  has  also  been  suggested10  that 
meetings  can  help  staff  to  handle  fre- 
quent losses,  separations,  reattach- 
ments, and  serve  to  foster  continuity 
and  a sense  of  community  in  the  face  of 
rapid  staff  turnover  or  understafifing. 

It  has  been  written  "that  the 
triumphs  of  technology  and  skill  are 
hollow  if  patients  leave  with  psychic 
damage.”9  That  sentiment  can  surely 
be  extended  to  the  nursing  and  medi- 
cal staff  as  well.  □ 
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practice  management 

Collections  without  harassment 


Leif  C.  Beck,  Ll.B.,  CPBC 
Vasilios  J.  Kalogredis,  JD,  CPBC 
Geoffrey  T.  Anders,  JD,  CPA 


Recent  restrictive  consumer  pro- 
tection laws  may  be  intimidating 
physicians  trying  to  collect  their  legit- 
imate fees.  The  problem  is  not  so  much 
the  laws  themselves  but  rather  their 
uncertainty.  Without  knowing  what  is 
permissible,  completely  legitimate 
collection  efforts  may  be  curtailed. 

The  most  pervasive  statute,  the 
Consumer  Credit  Protection  Act,  1977 
Amendments,  has  caused  the  most 
concern.  Its  avowed  aim  stated  simply 
is:  "to  eliminate  abusive  debt  collec- 
tion practices  by  debt  collectors.” 

Who  is  covered? 

For  most  medical  practices  the  key 
words  are  "by  debt  collectors”.  The  Act 
specifically  excludes  persons  collect- 
ing debts  owed  to  them.  Thus  the  prac- 
tice collecting  from  slow  paying  pa- 
tients is  not  regulated  by  this  law. 
Furthermore,  an  attorney  collecting  a 
debt  in  the  name  of  his  physician- 
client  is  excluded. 

This  does  not  mean  that  there  is  no 
room  for  concern.  The  Act  can  be 
applied  to  physicians’  practices  in  at 
least  three  instances. 

Some  practices  having  difficulties 
collecting  the  fees  owed  under  their 
own  name  may  consider  establishing 
their  own  "collection  agency.”  By 
adopting  an  assumed  name  they  may 
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make  patients  believe  that  their  ac- 
counts have  been  turned  over  to  a 
credit  agency  or  collection  bureau. 
Other  legal  problems  aside,  any  at- 
tempt to  collect  the  fee  using  an  as- 
sumed name  would  include  the  physi- 
cian in  the  Act’s  definition  of  a "debt 
collector.” 

The  second  possibility  snares  most 
practices  who  use  a regular  collection 
agency  since  the  agency  is  regarded  as 
an  agent  of  the  practice.  A physician  is 
responsible  for  his  agent’s  acts,  even 
when  he  has  given  no  outright  consent 
to  a particular  collection  method  and 
even  when  he  does  not  know  what  the 
collector  is  doing. 

The  third  application  occurs  when  a 
practice  uses  an  outside  billing  ser- 
vice. The  billing  service  is  a "debt  col- 
lector” since  it  regularly  attempts  to 
collect  debts  owed  to  someone  other 
than  itself.  Even  when  the  bills  are 
sent  in  the  practice’s  name  and  no  ref- 
erence to  the  service  bureau  is  made, 
the  service  is  still  a "debt  collector.” 
Fortunately,  the  services  provided  by 
most  billing  organizations  are  narrow 
enough  to  prevent  any  great  risk  in 
transgressing  the  Act’s  limits. 

What  is  prohibited  and  required? 

The  Act’s  debt  collection  provisions 
fall  into  five  categories:  locating  the 
debtor,  communicating  with  the 
debtor,  harassment,  false  and  decep- 
tive practices,  and  unfair  practices. 
We  generally  recommend  that  physi- 
cians carefully  explore  whether  the 
specific  means  the  collection  agency 
will  use  in  debt  collection  might  vio- 


late any  of  the  five  categories.  Fur- 
ther, the  physician  should  require  a 
monthly  report  of  the  agency’s  ac- 
tivities, regardless  of  whether  any- 
thing has  been  collected. 

The  law  is  somewhat  more  detailed 
than  outlined  here,  but  a general 
knowledge  of  the  requirements  will  be 
sufficient  for  our  readers  to  consider  if 
their  collection  agents  comply. 

Locating  patients 

One  type  of  account  which  should  be 
promptly  turned  over  to  collection 
agents  is  the  so-called  "skip” — a pa- 
tient whose  monthly  statements  have 
been  returned  undelivered.  The  collec- 
tors who  are  simply  more  experienced 
and  better  equipped  to  track  down 
these  missing  debtors,  are  regulated 
in  their  efforts  by  the  Act. 

An  agent  may  not  use  postcards  to 
contact  anyone  for  the  patient’s  new 
address,  to  assure  some  confidential- 
ity. Generally  the  same  person  may  be 
telephoned  or  otherwise  contacted 
only  once  with  a request  for  "location 
information.”  Upon  such  contact,  the 
collector  must  identify  himself  and  in- 
form the  person  that  location  informa- 
tion is  being  sought.  He  may  not  state 
his  employer’s  name  unless  specifi- 
cally asked  and  in  no  event  may  he  say 
that  money  is  owed. 

Communications 

A collector  may  not  call  a debtor- 
patient  before  8 a.m.  or  after  9 p.m.  or 
at  any  other  "inconvenient”  time  or 
place.  No  contact  at  the  debtor’s  job  is 
permitted  if  the  patient’s  employer 
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does  not  allow  such  calls  or  mail. 

Within  five  days  of  making  initial 
contact,  a collector  must  send  the  pa- 
tient a written  notice  stating  the 
amount  owed,  the  creditor-practice’s 
name  and  a statement  that  without  a 
response  within  thirty  days  the  collec- 
tor will  assume  the  debt  valid.  If  the 
patient  does  answer  the  collector 
within  that  time,  he  may  request  "ver- 
ification” of  the  debt  which  the  collec- 
tor must  then  obtain  and  send  to  the 
patient.  A copy  of  the  patient’s  ledger 
card  certified  by  the  physician  or  staff 
would  presumably  suffice.  No  addi- 
tional effort  to  collect  may  be  made 
during  this  exchange. 

Without  the  patient’s  consent,  a col- 
lector may  not  discuss  the  unpaid  fee 
with  anyone  except  the  physician  or 
his  staff,  the  patient,  a consumer  re- 
porting agency  or  any  of  those  persons’ 
attorneys.  In  fact,  if  the  patient  in- 
forms the  collector  in  writing  by  such 
message  as  "I  won’t  pay”,  or  "Stop  call- 
ing and  writing  me,”  the  collector  may 
not  communicate  further  with  the  pa- 
tient. The  agent  may  nevertheless 
then  contact  the  debtor  for  one  of  the 
following  three  messages:  that  the  col- 
lection effort  will  stop,  or  that  other 
specified  ways  to  collect  will  be  pur- 
sued, or  that  a specific  action  will  be 
taken. 

Harrassment  and  other  practices 

The  Act  lists,  at  length,  forbidden 
practices  which  might  harass,  oppress 
or  abuse  debtors.  Publishing  lists  of 
"deadbeats,”  using  obscene  or  profane 
language  and  continuously  phoning  or 
calling  without  disclosing  the  caller’s 
identity  are  a few  of  the  listed  prohi- 
bitions. One  can  be  sure  that  similar  or 
stronger  actions  are  likewise  illegal. 

"Unfair”  collection  activity  also  is 
outlawed.  The  patient  may  not  be 
called  or  sent  telegrams  collect. 
Agents  may  not  threaten  to  deposit 
post-dated  checks.  Nor  may  any  enve- 
lope used  in  communicating  with  the 
debtor  give  any  indication  that  it  is 
from  a collection  agency.  The  envelope 
may  only  show  the  agency’s  return  ad- 
dress and,  in  some  few  instances,  the 
business  name. 

Deceptive  practices  and  misrepre- 
sentations may  not  be  used.  The  agent 
may  not  claim  that  he  is  an  attorney  if 
he  is  not,  and  he  may  not  use  any  busi- 
ness name  other  than  his  own.  No 

46 


threat  to  take  an  action,  for  example  to 
file  a lawsuit,  may  be  made  if  there  is 
no  intent  to  follow  throhgh  with  the 
threat.  And,  obviously,  the  debt  collec- 
tor must  disclose  to  the  patient  that  he 
is  a debt  collector. 

The  specific  examples  enumerated 
in  the  Act  are  not  all-inclusive.  As  a 
general  proposition,  any  use  of  ha- 
rassment, deception,  misrepresenta- 
tion or  unfair  action  is  forbidden. 
Common  sense  will  provide  the  physi- 
cian and  his  collection  agent  with  as 
good  a guideline  as  can  exist. 

Other  important  laws 

The  restrictions  are  not  limited  to 
federal  law;  Pennsylvania  has  several 
statutes  bearing  on  the  matter. 

The  "Unlawful  Collection  Agency 
Practices  Act”  forbids  a collection 
agency  from  using  letters  which  re- 
semble court  orders.  Threatening 
legal  action  is  likewise  illegal,  al- 
though informing  a debtor  that  a 
claim  will  be  turned  over  to  a lawyer  is 
permitted. 

The  "Unfair  Trade  Practices  and 
Consumer  Protection  Law”  also  may 
apply.  Although  no  cases  have  been 
brought  under  the  Act  regarding  debt 
collection,  the  Act  prohibits  ".  . . en- 
gaging in  any  . . . fraudulent  conduct 
which  creates  a likelihood  of  confusion 
or  misunderstanding.”  Unlike  the  fed- 
eral law,  this  state  act  could  apply  to  a 
practice’s  own  collection  activities. 
The  essential  rule  thereunder  is  not  to 
threaten  anything  which  will  not  ac- 
tually be  done  and,  when  in  doubt,  not 
to  do  anything  which  a collection 
agency  cannot  do. 

Debtors  cannot  sue  under  these 
Pennsylvania  statutes;  only  the  attor- 
ney general  or  a district  attorney  can 
prosecute  the  violations. 

Collecting  your  account 

Regulations  notwithstanding,  a 
medical  practice  should  be  able  to  col- 
lect 90  percent  or  more  of  its  charges, 
disregarding  third  party  disallow- 
ances. This  success  rate  can  be  ob- 
tained by  the  practice’s  own  staff, 
largely  without  invoking  collection 
agencies  over  which  the  practice  has 
little  control. 

A sincere  and  determined  effort 
must  be  made  from  the  start.  When  a 
patient’s  bill  becomes  overdue,  collec- 
tion is  probable  only  when  prompt  ac- 


tion is  taken.  The  office  bookkeeper  or 
other  assigned  employee  should  have 
a specific  routine  for  contacting  delin- 
quent accounts,  the  routine  automati- 
cally going  into  effect  at  a designated 
point  of  delinquency. 

Early  attention,  preferably  by  tele- 
phone, helps  to  avoid  embarrass- 
ments. It  also  allows  the  office  to  work 
out  payment  arrangements,  where 
appropriate,  and  to  identify  patients 
truly  unable  to  pay.  A physician’s  of- 
fice will  be  far  better  served  writing  off 
an  account  or  making  a payment  ar- 
rangement than  by  sending  a series  of 
increasingly  threatening  follow-up 
letters.  And  if  the  patient  has  a legiti- 
mate complaint,  we  urge  that  it  be 
aired  and  resolved  before  bad  feelings 
are  fanned  by  collection  letters. 

A pre-programmed  system  of  letters 
and  phone  calls  should  function  with- 
out physician  discretion,  at  least  until 
"last  resorts”  are  reached.  The  office 
staff,  not  an  outside  billing  or  collec- 
tion service,  should  be  responsible  and 
the  doctor  must  continually  stress  the 
importance  of  both  courtesy  and  col- 
lection success. 

Last  resorts 

No  matter  how  effective  an  in-office 
system  may  be,  not  every  account  will 
be  collected.  The  number  of  nonpayers 
should  be  minimal  when  the  in-office 
system  is  working  properly.  We  favor 
a two-prong  approach  to  the  variety  of 
last  resort  choices. 

Outstanding  bills  of  less  than  per- 
haps $100  should  be  turned  over  to  a 
collection  agency.  As  previously 
pointed  out,  the  agency’s  activities 
should  be  monitored  for  compliance 
with  the  collection  laws. 

For  larger  bills  the  practice  might 
pursue  the  bill  in  the  local  "small 
claims”  (district  justice)  court.  The 
physician  need  not  become  involved 
with  the  proceedings,  nor  is  an  attor- 
ney necessary.  Incorporated  practices 
who  must  be  represented  by  an  attor- 
ney might  proceed  by  bringing  the  suit 
in  an  individual  physician’s  name. 
The  procedure  is  simple,  low  cost  and 
very  effective  for  accounts  up  to 
$2,000. 

The  small  claims  action,  besides 
being  effective,  also  allows  the  prac- 
tice to  retain  control  of  its  collection 
system,  and  thereby  encounter  less 
risk  of  running  afoul  of  the  law. 
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MDs  in  the  news 


Karl  H.  Beyer,  MD,  visiting  professor 
of  pharmacology  at  Hershey  Medical 
Center,  has  been  elected  to  the  Na- 
tional Academy  of  Sciences.  Dr.  Beyer, 
retired  senior  vice  president  for  re- 
search at  Merck  Sharp  and  Dohme  Re- 
search Laboratories  has  developed  a 
renal  section  in  the  pharmacology  de- 
partment at  Hershey. 


Warfield  Garson,  MD,  medical  di- 
rector of  Consolidation  Coal  Co.,  has 
begun  serving  a one-year  term  as  pres- 
ident of  the  Pennsylvania  Public 
Health  Association.  Dr.  Garson  is 
president  of  the  Tri-State  Occupa- 
tional Medical  Association  and  a re- 
gional affiliate  of  the  American  Occu- 
pational Medical  Association. 


The  National  Institutes  of  Health 
have  awarded  Walter  Rubin,  MD,  a 
$220,000  grant  to  study  amine 
metabolism  in  the  endocrine  and  mast 
cells  of  the  stomach.  Dr.  Rubin  is  pro- 
fessor of  medicine  and  anatomy  and 
chief  of  the  gastroenterology  division 
at  the  Medical  College  of  Pennsylva- 
nia. 


At  its  60th  annual  convention  in 
Pittsburgh,  the  Department  of  Penn- 
sylvania Veterans  of  Foreign  Wars 
elected  John  B.  Coates,  Jr.,  MD, 
surgeon  of  the  department.  Dr.  Coates 
had  served  the  Department  as  surgeon 
from  1975  to  1977. 

The  medical  staff  at  Albert  Einstein 
Medical  Center,  Daroff  division 
elected  the  following  slate  of  new  offi- 
cers: Timothy  J.  Michals,  MD,  presi- 
dent; Theodore  S.  Tapper,  MD,  vice 
president;  Edward  S.  Singer,  MD, 
treasurer;  and  Richard  V.  McClos- 
key,  MD,  secretary.  At  Robert  Packer 
Hospital  and  Guthrie  Clinic  Ltd.,  the 
medical  staff  elected  these  officers: 
Kenneth  K.  Meyer,  MD,  president; 
Frank  B.  Mahon,  MD,  vice  presi- 
dent; and  Thomas  R.  Downey,  MD, 
secretary. 

Edward  M.  Sewell,  MD,  has  been 
named  to  serve  on  the  Maternal  and 
Child  Health  Research  Grants  Review 
Committee  of  the  Health  Services 
Administration.  Dr.  Sewell  is  director 
of  the  respiratory  diseases  division  at 
the  Children’s  Hospital  of  Philadel- 
phia and  associate  professor  of  pe- 
diatrics at  the  University  of  Pennsyl- 
vania School  of  Medicine. 


DR.  BLACK 

Perry  Black,  MD,  has  been  named 
professor  and  chairman  of  the  depart- 
ment of  neurosurgery  at  the 
Hahnemann  Medical  College  and 
Hospital.  Dr.  Black  formerly  served  as 
a faculty  member  at  Johns  Hopkins 
University  School  of  Medicine  and 
Hospital.  While  in  Baltimore  he  also 
directed  the  Child  Head  Injury  Project 
and  the  Laboratory  of  Neurological 
Sciences. 

The  Pennsylvania  Foundation  of 
Business  and  Professional  Women’s 
Clubs  honored  Carmela  F.  deRivas, 
MD,  with  their  Woman  of  the  Year 
Award.  Dr.  deRivas  is  director  of 
the  Central  Montgomery  Mental 
Health/Mental  Retardation  Center. 


Joseph  Wolpe,  MD,  received  the  Dis- 
tinguished Scientific  Award  for  Appli- 
cation of  Psychology  at  the  American 
Psychological  Association’s  recent 
annual  meeting.  Dr.  Wolpe,  the  pio- 
neer of  behavior  therapy,  was  recog- 
nized for  his  work  in  treating  abnor- 
mal behavior. 

John  F.  Rose,  Jr.,  MD,  has  been 
named  president  of  the  Accreditation 
Association  for  Ambulatory  Health 
Care.  This  newly  established  not-for- 
profit  organization  will  continue  the 
system  of  peer-based  assessment,  con- 
sultation, education  and  accreditation 
originally  established  by  the  Accred- 
itation Council  for  Ambulatory 
Health  Care. 

Gary  M.  Glass,  MD,  has  been  ap- 
pointed director  of  the  adult  outpa- 
tient department  of  Philadelphia 
Psychiatric  Center.  Awarded  with  the 
1979  Henry  Loughlin  National  Fel- 
lowship for  outstanding  achievement 
as  a resident  in  psychiatry,  Dr.  Glass 
also  was  named  assistant  director  of 
psychiatric  residency  training  for  the 
psychiatry  department  of  the  Univer- 
sity of  Pennsylvania. 


DR.  GARSON 


John  Moyer,  MD,  has  a new  ap- 
pointment as  clinical  professor  of  med- 
icine at  the  Hershey  Medical  Center  of 
the  Pennsylvania  State  University. 
Dr.  Moyer,  director  of  professional  and 
educational  affairs  at  the  Conemaugh 
Valley  Memorial  Hospital,  is  also  pro- 
fessor of  medicine  and  director  of  re- 
gional affairs  at  Johnstown  for  Temple 
University  School  of  Medicine. 

Since  1975,  Dr.  Moyer  has  been  ac- 


tive in  developing  the  Cambria- 
Somerset  Council  for  Education  and 
Health  Professionals,  which  combines 
six  hospitals,  the  Cambria  County 
Medical  Society,  and  the  institutions 
of  higher  learning  in  the  Johnstown 
area.  Various  committees  of  the  coun- 
cil coordinate  undergraduate  and  res- 
ident training,  and  continuing  educa- 
tion programs  for  physicians,  nurses, 
and  allied  health  professionals. 
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Two  Montgomery  County  women,  Mrs.  Mabel  E.  Rockett,  left,  and  Mrs.  Angeline  Clementi,  right,  received  the  Pennsylvania  Medical 
Society  Centenarian  Awards  within  one  month.  Montgomery  County  Medical  Society  president  John  J.  Maron,  MD,  and  the  women’s 
physicians  joined  the  birthday  celebrations.  The  women’s  physicians  are  John  B.  Polansky,  MD,  left,  and  Anthony  A.  Febbraro,  MD. 


Archibald  Laird,  MD,  Wellsboro, 
completed  his  third  book  entitled,  The 
Near  Great  — Chronicle  of  the  Vice 
Presidents.  In  his  book,  Brigadier 
General  Laird  examines  the  personal 
and  political  lives  of  the  vice  presi- 
dents and  also  provides  a perspective 
on  the  order  of  succession  of  the  presi- 
dents. 

Joseph  T.  Marconis,  MD,  Pottsville, 
has  been  appointed  a member  of  the 
executive  committee  of  Hahnemann 
Medical  College  and  Hospital  Medi- 
care Center.  The  committee  is  the 
most  important  and  responsible  poli- 
cymaking group  for  Hahnemann’s 
medical  complex. 

Martin  Murcek,  MD,  has  been 
awarded  the  certificate  of  merit  by  the 
Pennsylvania  Allergy  Association. 
Dr.  Murcek,  a staff  member  in  the  pe- 
diatrics department  at  Westmoreland 
Hospital,  also  is  the  newly  elected 
president  of  the  Pennsylvania  Medical 
Society  Interspecialty  Council. 

Stephen  E.  Matsko,  MD,  McAdoo, 
has  been  named  medical  director  of 
I the  cancer  detection  clinics  in  Luzerne 
County.  Dr.  Matsko,  a Hazleton  sur- 
geon, will  supervise  the  staff,  control 
procedures,  testing  interpretation, 
and  liason  activities  with  the  physi- 
cian community. 


In  honor  of  his  retirement  as  Crawford 
County  coroner,  Wilbur  C.  Thomas, 
MD,  was  saluted  by  his  colleagues  and 
friends  at  a recent  testimonial  dinner. 
Dr.  Thomas  also  was  presented  with  a 
plaque  citing  his  outstanding  public 
service. 

J.  Martin  Myers,  MD,  psychiatrist- 
in-chief  at  the  Institute  of  Pennsylva- 
nia Hospital  has  named  Richard  F. 


Limoges,  MD,  as  assistant  director  of 
the  Strecker  Program  for  the  Treat- 
ment of  Alcoholism. 

Thomas  R.  Layton,  MD,  has  been 
appointed  director  of  the  bum  center 
and  deputy  chief  of  the  department  of 
general  surgery  at  Mercy  Hospital, 
Pittsburgh.  Dr.  Layton  will  be  the  di- 
rector of  the  traumatology  division  at 
the  hospital  when  that  division  is  es- 
tablished. 


Emergency  Medicine 
Practice  Tract  Program 

New  opportunity  to  combine  FFS  clinical  activity  and 
formalization  of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS 
clinical  activities  in  the  Philadelphia  area  with  docu- 
mented CME  credits  via  the  Practice  Tract  Program.  Also 
receive  ACLS  certification  of  procedures  leading  to  ap- 
plication for  board  examination  in  emergency  medicine. 
Competitive  minimum  guarantee  and  potential  clinical 
medical  school  faculty  appointments  available.  Continu- 
ing education  credits  awarded  through  the  Emergency 
Medicine  Residency  Program  at  Medical  College  of 
Pennsylvania. 

Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to 
Richard  J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D., 
Emergency  Medical  Specialty  Services,  Inc.,  PO  Box 
192,  Flourtown,  PA  19031. 
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DESCRIPTION:  Methyltestosterone  is  17/?-Hydroxy- 
1 7-Melhylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2 Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3.  Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  lOto  40  mg  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg. 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R B 
Green  Watt,  M.D. ; R.  Witherington,  M D :l.  B Sipahioglu. 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250  Rx  only 


When  - 

impotence 

is  due  tolandrogenic  deficiency. 

Android  5 10  25 

Methyltestosterone  U.S.R  Tablets 

A well  absorbed  oral  androgen. 

Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric  /eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 


Write  for  new  double-blind  study  reprints  and  samples. 

(BR<MMI  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


classifieds 


PHYSICIANS  WANTED 

OB/GYN  Specialist — Hospital  located  in  recreational  heart-lands 
of  Northwestern  Pennsylvania  has  immediate  need  for  physicians 
in  order  to  continue  and  expand  its  health  care  delivery  to  the 
people  in  its  service  area.  It  is  our  concern  to  attract  someone 
who  is  concerned  with  both  the  quality  of  medical  practice  and 
the  quality  of  life  both  his  self  and  family  would  want  to  lead. 
Contact  Administrator,  B.J.  Carotenuto,  Port  Allegany  Commu- 
nity Hospital,  Port  Allegany,  PA  collect  1-814-642-2541. 

Part-time  ophthalmologist  — position  for  fellow  or  retiring 
ophthalmologist  available.  Philadelphia,  PA.  Write  Department 
827,  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Camp  physician  — July/August  for  highly  reputable  Pennsylvania 
camp  in  the  Pocono  Mountains.  State  qualifications  and  family 
accommodations  needed.  Contact  David  Blumstein,  1410  E.  24th 
St.,  Brooklyn,  NY  11210;  Tel:  (212)  377-6616. 

Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

House  Staff  Physician  — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $40,000  per  year  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

New  Jersey  — Ancora.  Immed  iate  openings  for  staff  psychiatrists 
and  staff  physicians  in  1000-bed  JCAH  and  AMA  accredited 
psychiatric  hospital  with  4 years  approved  residency  training. 
Affiliated  with  Temple  University  Hospital,  department  of 
psychiatry.  Located  30  miles  from  Atlantic  City  and  Philadelphia. 
Salary:  $31 ,457  to  $44,888.  Private  practice  after  duty  hours  per- 
mitted. Liberal  fringe  benefits  include  professional  liability,  Blue 
Cross,  Blue  Shield,  and  life  insurance.  Write  Max  C.  Pepernik, 
MD,  Medical  Director,  Ancora  Psychiatric  Hospital,  Box-A,  Ham- 
monton,  New  Jersey  08037,  or  call  (609)  561-1700. 

Family  Physician  — to  join  staff  of  progressive,  rural,  JCAH  hos- 
pital. Guaranteed  yearly  income  plus  attractive  benefit  package 
which  includes  rent  free  office  space.  PA  licensure  required. 
Send  resume  to  E.F.  Hunter,  Executive  Director,  Barnes-Kasson 
Hospital,  400  Turnpike  St.,  Susquehanna,  PA  18847. 


Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P.O.  Box  192, 
Flourtown,  PA  19031. 

Psychiatrist  — board-certified  or  board  eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  George  E.  Gittens,  MD,  Acting  Super- 
intendent, Clarks  Summit  State  Hospital,  Clarks  Summit,  PA 
18411,  (717)  586-2011. 

Career  opportunities — Throughout  Pennsylvania  and  from 
coast-to-coast  for  physicians  in  all  specialties.  All  fees  assumed 
by  employers.  Send  CV  with  objectives  to  Medical  Recruitment 
Division,  Dr.  Personnel  of  Pittsburgh,  Inc.,  (31  offices  nation- 
wide), 121 M University  Place,  Pittsburgh,  PA  15213,  (412)  621- 
9975. 

Otorhinolaryngologist  — Position  available,  and  demand  for 
board  certified  or  eligible,  89  bed  hospital  in  Western  Pennsylva- 
nia. Excellent  growth  potential  for  practice  in  community  and 
surrounding  area.  Send  curriculum  vitae  or  call  Punxsutawney 
Area  Hospital,  Punxsutawney,  PA  15767;  (814)  938-4500,  Joseph 
O.  Yesh,  President. 

Pennsylvania  emergency  physician  system  — Needs  several 
fulltime  emergency  physicians,  for  Western  Pennsylvania  area 
emergency  departments.  Independent  contractor  arrangements. 
Eligible  for  corporate  membership  within  two  years.  The  system 
is  on  a “fee-for-service"  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

Family  practice  southeast  — Private  practice  opportunity  group 
or  solo  in  medium  size  city  with  new  150  bed  hospital.  Present 
medical  staff  of  24  with  three  FPs  age  64.  Attractive  office  space 
and  complete  financial  assistance  package.  Family  oriented  sta- 
ble community.  Send  curriculum  vitae  in  confidence  to  Mr. 
William  Anderson,  Search  Director,  4470  Chamblee  Dunwoody 
Road,  Suite  350,  Atlanta,  Georgia  30338. 

Psychiatrists  and  Physicians — Board-certified  or  board  eligible. 
Pennsylvania  licensure  required.  Immediate  openings.  Excellent 
opportunity  to  work  in  developing  new  programs  in  a state  hos- 
pital. Salary  competitive.  Limited  housing  available.  Excellent 
fringe  benefits.  Forty  miles  east  of  Pittsburgh,  PA.  Call  (412) 
459-8000  or  write  to  Ray  Bullard,  MD,  Superintendent,  Torrance 
State  Hospital,  Torrance,  PA  15779.  An  Equal  Opportunity 
Employer,  M/F. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Emergency  Physicians  — Grove  City,  Pennsylvania.  Immediate 
opportunity  in  this  western  Pennsylvania  community.  Moderate 
volume;  flexible  schedule;  guaranteed  remuneration  $42,000  to 
$53,000  depending  on  hours  worked.  Paid  malpractice  insurance 
plus  other  considerations.  Send  CV  to  Tom  Cooper,  MD,  970 
Executive  Parkway,  St.  Louis,  Missouri  63141,  or  call  toll  free 
1-800-325-3982,  ext.  225. 
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Ophthalmologist  — Board  certified/eligible  to  associate  with 
Ophthalmologist  in  large  Anterior  Segment  surgical  practice. 
Can  do  Anterior  Segment  surgery  as  well  as  general  ophthal- 
mologic practice.  Please  forward  Curriculum  Vitae  to  Depart- 
ment 829,  Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Family  Medicine-Internal  Medicine  — Hospital  located  in  recre- 
ational heart-lands  of  Northwestern  Pennsylvania  has  immediate 
need  for  physicians  in  order  to  continue  and  expand  its  health 
care  delivery  to  the  people  in  its  service  area.  It  is  our  concern  to 
attract  someone  who  is  concerned  both  with  the  quality  of  medi- 
cal practice  and  with  the  quality  of  life  both  his  self  and  family 
would  want  to  lead.  Contact  Administrator,  B.J.  Carotenuto,  Port 
Allegany  Community  Hospital,  Port  Allegany,  PA  collect  1-814- 
642-2541. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  one  year.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 

POSITIONS  WANTED 

Radiologist  — would  like  to  open  a radiology  office  in  Pennsylva- 
nia for  private  practice.  Information  on  any  location  needing  such 
services  would  be  appreciated.  Call  717-286-7586. 

Physician’s  assistant  — Experienced  PA-C.  Seeks  general  prac- 
tice medicine  in  solo/small  group  setting  in  rural  Pennsylvania. 
Also  has  7 years  E.R.  experience.  Write  Eugene  Wlodarczyk,  1140 
Overington  St.,  Philadelphia,  PA  19124;  or  call  (215)  743-5377. 


FOR  SALE 

Ophthalmologist  retiring  — wants  to  sell  building;  practice  also 
available.  Excellent  Real  Estate  Investment.  In  practice  31  years. 
95%  Collection  Rate.  Located  in  Jacksonville,  Florida,  Gateway 
City  to  Florida,  and,  its  largest!  Call  (904)  398-0354  after  8:30  P.M. 

Office  equipment  — for  five  room  office.  Two  walnut  exam  tables. 
One  treatment  table.  Two  instrument  cabinets  - walnut.  Waiting 
room  equipment  - maple  chairs  7 setees  - maple.  Scale.  Conti- 
nental. Herbert  C.  McClelland,  MD,  1701  South  5th  Ave.,  Lebanon, 
PA  17042. 

FOR  RENT 

To  Rent  — three  new  beach  cottages.  Long  fall  and  winter  and 
spring  weekends  (or  weeks).  Oceanfront,  magnificent  view  sea  to 
sound.  Open  beach  for  miles.  Isolated.  Superb  surf  fishing.  Heat 
and  air  conditioning.  Four  to  five  bedrooms,  sleeping  10  to  12. 
Superbly  furnished,  except  linens.  Located  Avon,  North  Carolina, 
3V2  miles  north  of  Cape  Hatteras  Light.  Contact  V.  Cofer,  MD, 
5326  Edgewater  Dr.,  Norfolk,  VA  23508. 

CONTINUING  EDUCATION 

Postgraduate  course  in  Bronchoesophagology  — Temple  Uni- 
versity Chevalier  Jackson  Clinic,  March  17th  to  22nd,  1980.  Drs. 
Charles  M.  Norris,  Gabriel  F.  Tucker,  Jr.,  John  A.  Tucker,  Bernard 
R.  Marsh  and  Myles  G.  Turtz.  For  further  information  write  to: 
Chevalier  Jackson  Clinic,  Temple  University  Hospital,  3401  N. 
Broad  St.,  Philadelphia,  PA  19140. 

MISCELLANEOUS 

Physicians  and  hospital  administrators  — signature  loans  by 
mail.  $5,000  to  $50,000.  Immediate  service.  No  collateral  or  co- 
signers required.  Privacy  respected.  No  interviews.  Flexible 
terms.  Reasonable  rates.  No  early  pre-payment  penalty.  For  in- 
formation write:  Northeastern  Financial  Consultants,  P.O.  Box 
7724,  Philadelphia,  PA  19101. 


Institute  for  Medical  Education  and  Research 

Geisinger  Medical  Center 
Continuing  Education  Programs 
1979-1980 


Advances  in  Medical  Technology/Thursday  & Friday,  No- 
vember 8 & 9,  1979/9  a.m.  to  5 p.m. 

Comprehensive  Management  of  Chronic  Obstructive  Lung 
Disease  & Coal  Miners’  Pneumoconiosis/Wednesday, 

November  14,  1979/9  a.m.  to  5 p.m./$45 
Advances  in  Pediatrics/Thursday,  November  15,  1979/9  a.m. 
to  5 p.m./$45 

Advances  in  Surgery/Friday,  December  7,  1979/9  a.m.  to  5 
p.m./$45 

Concepts  in  Clinical  Practice ‘/Saturday  & Sunday,  February  9 
& 10,  1980 

Common  Problems  in  Otolaryngology/Wednesday,  March  5, 
1980/9  a.m.  to  5 p.m./$45 

Nephrology  for  the  Practicing  Physician/Wednesday,  March 
19,  1980/9  a.m.  to  5 p.m./$45 

Occupational  Health  Nurse/Saturday,  March  29, 1980/9 a.m.  to 
5 p.m. 

Hematology  & Oncology  in  Office  Practice/Wednesday,  April 

2,  1980/1  p.m.  to  5 p.m./$30 

Topics  in  Ophthalmology*/Saturday,  April  12, 1980/9  a.m.  to  1 

p.m./$30 


Dermatologic  Diagnosis  & Therapy/Wednesday,  April  16, 
1980/9  a.m.  to  5 p.m./$45 

12th  Annual  Conference  Devoted  to  Children*/Saturday,  May 

3,  1980/9  a.m.  to  1 p.m. 

Common  Problems  in  Immunology  & Allergy/Wednesday, 

May  7,  1980/9  a.m.  to  5 p.m./$45 
Diabetes  Meeting-Pocono  Hershey/Friday,  Saturday  & Sun- 
day, May  30,  31,  & June  1,  1980/9  a.m.  to  1 p.m. 

Coronary  Artery  Disease/Wednesday,  June  4, 1980/9  a.m.  to  5 
p.m./$45 

Annual  Pocono  Course'/August  13-17,  1980/9  a.m.  to  1 p.m. 
‘Weekend  course 


As  an  organization  accredited  for  continuing  medical  educa- 
tion, the  Geisinger  Medical  Center  certifies  that  these  ac- 
tivities meet  the  criteria  for  credit  hours  in  Category  1 of  the 
Physician's  Recognition  Award  of  the  American  Medical  As- 
sociation. (Refer  to  each  program  — full  day  - 7 hours  credit 
and  V2  day  - 4 hours  credit). 


For  further  information  write  to/Millie  K.  Fleetwood,  Ph.D./ 
Geisinger  Medical  Center/Danville,  Pennsylvania  17821  /or 
telephone  717/275/6925 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age;  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-actmg  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
lieu  of  appropriate  treatment  When  using  oral  form  adiunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  Seizures 
injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i.e. . dorsum  of  hand  or  wrist ; use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I V,  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0 25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes.  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  / e , 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated) 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available.  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
laundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pam  in  throat  or  chest  have  been 
reported. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V.  fluids,  adequate  airway.  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects.  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500, 
Tel-E-Dosel-  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10.  Ampuls,  2 ml,  boxes  of  10; 
Vials,  10  ml,  boxes  of  1;  Tel-E-Jects  (disposable  syringes),  2 ml.  boxes  of 
10.  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1.5%  benzyl  alcohol  as  preservative. 
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:OSTS,  CONSUMER  CONCERNS 
DOMINATE  PMS  ANNUAL  MEET 


DPW  Agrees  to  Meet 


Professionalism 


Medical  Ethics 


Trustees'  Terms 


Unnecessary  Paperwork 
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library  of  : 
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EDICT  : 


Health  care  cost  containmen^lj^lidf c^<!  (Doping  1980  the  three 
of  the  health  care  consumer  were  theffteY  which  dominated 
the  Annual  Session  of  the  PMS  House  of  Delegates  in 
Camp  Hill  November  1-3.  Delegates  again  voted  to 
participate  in  the  "Voluntary  Effort"  to  reduce  hospital 
costs,  and  urged  all  members  voluntarily  to  keep  fee 
increases  from  exceeding  the  overall  consumer  price 
index.  They  supported  a recommendation  of  incoming 
President  Matthew  Marshall,  Jr.,  MD , that  PMS  become  a 
health  care  consumer  advocate.  The  House  voted  "that 
every  unit  of  the  Society  be  directed  to  give  careful 
consideration  to  the  recommendation." 


PMS  representatives  are  meeting  with  Secretary  of 
Welfare  Helen  O'Bannon,  on  the  new  provider  agreement, 
published  in  the  November  3,  1979  Pennsylvania  Bulletin, 
and  the  medicaid  fraud  hotline  and  the  tipster  cards 
mailed  by  DPW  to  all  MA  recipients.  A letter  to  the 
DPW  secretary  from  PMS  President  Matthew  Marshall,  Jr., 
MD,  triggered  the  meeting.  The  House  of  Delegates 
voted  to  protest  "immediately  and  vigorously"  to  state 
government  the  tactics  of  the  Medicaid  Fraud  Control 
Unit,  saying  it  "wants  this  type  of  defamatory  practice 
stopped."  The  letter  also  told  Secretary  O'Bannon  of 
delegates'  displeasure  with  the  provider  agreement 
after  a House  reference  committee  heard  "spirited 
testimony  overwhelmingly  against  the  agreement  as 
published . " 

The  House  approved  a new  standing  committee,  the  Advi- 
sory Committee  on  Professionalism.  The  committee  will 
serve  as  a clearing  house  for  disciplinary  problems  and 
consult  with  component  societies'  grievance  committees 
or  boards  of  censors  on  request.  The  seven  member 
committee  will  be  appointed  by  the  president  and  chaired 
by  the  secretary  of  the  Society. 

The  Principles  of  Medical  Ethics  as  submitted  to  PMS  by 
the  AMA  House  of  Delegates  in  a report  from  its  ad  hoc 
committee  were  endorsed. 

The  PMS  Constitution  was  changed  to  allow  a trustee  to 
serve  three  consecutive  three-year  terms.  The  House 
also  approved  continuing  the  total  revision  of  the 
Constitution  and  Bylaws. 


President  Marshall's  recommendation  that  the  new  PMS 
Committee  on  Planning  and  Evaluation  study  unnecessary 
paperwork  for  physicians  was  supported  in  the  House  of 
Delegates.  Dr.  Marshall  called  for  "an  investigation 
of  the  growing  burden  of  paperwork  created  by  various 
programs,  both  those  supported  by  PMS  and  those  created 
by  outside  sources."  He  asked  for  a report  at  the  1980 
meeting  of  the  House  of  Delegates. 
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Abortion 


Nursing  Education 


Others  in  Health  Care 
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Multiphasic  Screening 


Year  of  Child 


Hospital  Staffs 


Hospice  Concept 


State  Hospitals 


NHI  Pilot  Program 


The  State  Society  will  conduct  an  all  member  survey  to 
determine  whether  or  not  members  support  the  present 
PMS  abortion  position.  The  recommendation  of  the 
Council  on  Education  and  Science,  making  technical 
changes  to  the  PMS  position  on  abortion,  was  tabled. 

The  survey  will  ask:  "1.  Whether  or  not  the  respondent 
approves  of  the  present  position  of  PMS;  and  2.  Whether 
or  not  the  respondent  favors  abortion  on  demand  when 
concurred  with  in  the  opinion  of  the  patient's  physicia 

In  adopting  Resolution  79-9,  delegates  reaffirmed  the 
PMS  policy  that  multiple  avenues  of  training  be  open  to 
those  entering  the  nursing  profession. 

The  Council  on  Education  and  Science  was  supported  in  a 
proposed  policy  statement  clarifying  the  three  part 
relationship  which  exists  in  certain  cases  between  the 
physician,  the  non-physician  health  care  practitioner, 
and  the  patient. 

Resolution  79-3,  insisting  on  the  highest  safety  standa 
at  nuclear  power  and  waste  facilities,  was  adopted  as 
amended.  The  House  congratulated  Governor  Dick  Thornbu 
and  former  Secretary  of  Health  Gordon  K.  MacLeod,  MD, 
for  their  handling  of  the  Three  Mile  Island  incident. 

Resolution  79-14,  adopted  as  amended,  opposes  performir 
medical  procedures  unless  specific  advance  arrangements 
are  made  for  receipt  of  data  and  follow  up  by  a qualifi 
medical  practitioner. 

The  extension  of  International  Year  of  the  Child  activi 
into  1980  and  use  of  the  Child  Health  Passport  were 
endorsed  with  the  passage  of  Resolution  79-32. 

The  Council  on  Health  Planning  and  Facilities  received 
House  referrals  on  hospital  medical  staff  activities, 
including  preparation  of  model  bylaws,  physician  parti( 
ipation  on  hospital  boards  of  trustees  and  board  commit 
tees,  and  provision  of  services  to  hospital  medical  st< 
The  1980  agenda  items  for  the  Council  came  as  a result 
of  adopting  several  resolutions  and  recommendations. 

The  House  approved  Resolution  79-30,  thereby  endorsing 
the  hospice  concept.  PMS  will  seek  third  party  cover- 
age for  hospice  care. 

In  adopting  substitute  Resolution  79-19  the  House 
reiterated  PMS  policy  calling  for  the  divestment  by  th< 
state  of  Pennsylvania  of  its  general  hospitals. 

In  a close  vote,  the  House  adopted  Resolution  79-1 
calling  for  a pilot  program  to  test  any  national  healtl 
program  prior  to  its  full  implementation. 
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WITT  ELECTED 
[ AAFP  BOARD 


II LS  IN  11  COUNTIES 
I NEW  PMS  PROGRAM 


Component  medical  societies  are  urged  to  invest  part  of 
their  reserve  funds  in  the  PMS  Credit  Union  with  the 
adoption  of  Resolution  79-11.  A program  explaining  the 
advantages  of  the  credit  union  for  members,  their 
families,  and  employes  will  be  available  to  county 
societies  to  encourage  growth. 

Dr.  Marshall  received  support  when  he  urged  delegates 
to  consider  unified  membership  with  the  AMA.  Delegates 
approved.  The  Committee  on  Constitution  and  Bylaws 
will  present  the  constitutional  changes  to  the  1980 
Annual  Meeting.  Unified  membership  means  AMA  membership 
is  mandatory  with  state  and  county  society  membership. 

Raymond  C.  Grandon,  MD,  was  elected  vice  president  as 
Matthew  Marshall,  Jr.,  MD,  succeeded  to  the  presidency 
and  Leroy  A.  Gehris,  MD,  to  the  presidency  elect.  The 
House  elected  as  delegates  to  the  AMA  Drs . Henry  H. 
Fetterman,  John  B.  Lovette,  Matthew  Marshall,  Jr., 

Robert  N.  Moyers,  and  R.  Robert  Tyson.  Alternate 
delegates  are:  Drs.  Robert  J.  Carroll,  George  R.  Fisher, 
Wayne  W.  Helmick,  David  J.  Keck,  and  Donald  E.  Parlee. 

The  Board  of  Trustees  re-elected  David  J.  Keck,  MD, 
chairman,  and  elected  David  W.  Clare,  MD,  vice  chairman. 
John  F.  Rineman  continues  as  treasurer;  Kenneth  L. 

Cooper,  MD,  Finance  Committee  chairman;  and  David  A. 
Smith,  MD,  medical  editor.  Further  election  news  and 
photographs  appear  on  pages  8 and  11. 

Dr.  Cooper  reported  that  PMS  would  end  1979  with  a 
surplus.  Delegates  voted  that  dues  would  remain  the 
same  for  1980,  and  directed  an  increase  in  the  amount 
of  dues  for  the  educational  fund  from  $8.00  to  $10.00. 

The  House  also  heard  and  saw  a report  on  the  $2.7 
million  building  expansion  program  scheduled  to  begin 
in  1980  and  being  financed  through  a 25-year  loan. 

D.  Ernest  Witt,  MD,  of  Bloomsburg,  speaker  of  the  PMS 
House  of  Delegates,  was  elected  to  the  Board  of  Directors 
of  the  American  Academy  of  Family  Physicians  in  October. 

A graduate  of  the  University  of  Pennsylvania  School  of 
Medicine,  Dr.  Witt  also  served  the  State  Society  as 
vice  speaker  and  chairman  of  the  Council  on  Medical 
Service.  He  will  serve  a three  year  term  on  the  AAFP 
Board . 

Medical  needs  of  inmates  in  11  Pennsylvania  county 
jails  will  receive  attention  from  the  State  Society 
through  the  national  jail  health  program.  PMS  is 
participating  for  a second  year  in  the  AMA  project 
which  provides  technical  assistance  to  improve  prisoners 
health  care.  A federal  Law  Enforcement  Assistance 
Administration  grant  funds  the  program.  James  Houser, 

MD,  chairman  of  the  PMS  Advisory  Committee  on  Jail 
Health  Care,  said  eight  county  jails  were  assisted  in 
the  first  year  of  the  program. 
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INSURANCE  DEPARTMENT 
CONSIDERS  RATE  FILINGS 

The  Pennsylvania  Insurance  Department  has  received  thn 
medical  malpractice  insurance  rate  requests,  including 
a rate  decrease,  an  increase,  and  a surcharge.  The 
Pennsylvania  Medical  Society  Liability  Insurance  Compai 
(PMSLIC),  with  5,100  physician  policyholders,  filed  fo 
a rate  reduction  of  6.2  percent,  reducing  revenues  $1.: 
million.  Medical  Protective  Co.,  with  6,300  insureds, 
seeks  an  overall  31.9  percent  premium  increase,  a 62.8 
percent  increase  for  physicians  in  the  lower  premium 
classes  and  a 15.7  percent  increase  for  surgeons.  The 
Catastrophe  Loss  Fund  proposes  a 10  percent  surcharge 
the  insurance  premiums  of  all  health  care  providers 
covered  by  Act  111.  The  Society's  Board  of  Trustees 
voted  October  31  to  oppose  the  10  percent  CAT  Fund 
surcharge  and  support  a 4 percent  surcharge,  which 
would  restore  the  fund's  assets  to  $15  million  require 
by  law. 

DRS . MULLER,  REID  NAMED 
FOR  HEALTH  DEPARTMENT 

H.  Arnold  Muller,  MD,  chief  of  the  emergency  medicine 
division  at  Hershey  Medical  Center,  was  appointed 
secretary  of  health  November  1.  The  nomination  awaits 
confirmation  in  the  Senate.  Governor  Dick  Thornburgh 
also  announced  the  promotion  of  Donald  Reid,  MD,  of 
Middletown,  from  deputy  secretary  for  public  health 
programs  to  executive  deputy  secretary.  Dr.  Reid  will 
serve  as  acting  secretary  until  Dr.  Muller  assumes 
office.  Dr.  Reid,  an  internist  in  the  Navy  for  22 
years,  was  named  deputy  in  March. 

PMS  BOARD  SUPPORTS 
WORKERS'  COMP  STUDY 

The  Board  of  Trustees  October  31  voted  to  support  an 
ongoing  review  of  workers'  compensation,  with  particu- 
lar emphasis  on  rehabilitation  to  return  people  to 
gainful  work.  The  Society  will  seek  a seat  on  a pro- 
posed Governor's  Commission  on  Workers'  Compensation. 

CONSTITUTIONAL  TEST 
IN  PRE-HEARING 

The  case  of  Joan  A.  Mattos  v.  C.  Fred  Thompson,  MD,  an 
and  Arthur  S.  Frankston  is  scheduled  for  a pre-hearing 
conference  in  Commonwealth  Court  early  this  month.  T1 
Supreme  Court  has  assumed  jurisdiction  and  ordered 
Commonwealth  Court  to  gather  evidence  in  the  constitu- 
tional test  of  the  arbitration  provisions  of  Act  111  c 
1975,  the  health  care  services  malpractice  act.  The 
State  Society's  legal  counsel  represents  Dr.  Thompson. 

BOARD  CHAIRMAN  NAMES 
NEW  PLANNING  COMMITTEE 

David  J.  Keck,  MD,  chairman  of  the  PMS  Board,  named  tl 
following  physicians  to  the  new  Committee  on  Planning 
and  Evaluation:  Drs . Leroy  A.  Gehris  (chairman),  Kennt 
L.  Cooper,  Joseph  N.  Demko , Raymond  C.  Grandon,  John  " 
Helwig,  Jr.,  Abram  M.  Hostetter,  Paul  F.  Kase,  Williar 
A.  Shaver,  and  Charles  K.  Zug,  III. 

1 

HAY  ASSOCIATES  CHOSEN 
TO  STUDY  COOPERATIVE 

< 

The  management  consulting  firm,  Hay  Associates,  Phila-  ^ 
delphia,  is  studying  the  operation  of  the  Pennsylvani; 
Medical  Cooperative  at  the  request  of  the  PMS  Board. 

A report  of  the  findings  is  due  this  month. 
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editorial 


HMOs:  Hope  on  the  horizon? 

Professor  Bergen  Evans  has  said,  "The  civilized  man  has 
a moral  obligation  to  be  skeptical,  to  demand  credentials  of 
all  statements  that  claim  to  be  facts.”  With  these  words  in 
mind,  let  us  examine  the  following  quotations. 

"There’s  going  to  be  change.  The  only  questions  are  what 
change,  who’s  going  to  lead  it,  and  will  it  do  any  good?  The 
reason  is  simply  that  the  amount  of  money  we’re  spending 
on  health  care  is  absurd.  It  is  so  excessive  that  government 
and  business  will  force  a change” — Walter  McClure,  PhD, 
director  of  the  Health  Policy  Group  at  Interstudy. 

"To  put  it  bluntly,  if  the  medical  community  fights  every 
attempt  to  make  health  care  affordable,  then  I’d  bet  on 
health  care  becoming  a public  utility  some  day — simply 
because  people  won’t  be  able  to  afford  it  any  other  way  . . . 
Wherever  we  can  establish  a successful  HMO,  we  can  lower 
costs.  We’ll  be  doing  society  some  good,  and  that’s  our 
job” — Howard  Veit,  director  of  HMOs  at  the  Department  of 
Health,  Education,  and  Welfare. 

If  you  think  that  the  government  isn’t  serious  about 
developing  health  maintenance  organizations,  you  haven’t 
been  watching  the  literature  or  the  budget.  At  a time  when 
government  is  tightening  expenditures  in  health,  the  al- 
lowance for  HMOs  has  nearly  doubled.  Philadelphia, 
Pittsburgh,  and  Harrisburg  are  target  areas  for  HMO  de- 
velopment in  Pennsylvania  due  to  high,  or  above  average, 
per  capita  cost  of  health  care. 

HMOs  are  seen  as  the  most  viable  alternative  to  contin- 
ued government  intervention  and  regulation  in  health 
care.  Studies  suggest  that  members  of  prepaid  health  plans 
receive  better  care  at  lower  cost  than  subscribers  to  tradi- 
tional health  care  plans.  Large  businesses  express  more 
than  a passing  interest  in  such  health  care  coverage  since, 
in  the  long  term,  it  may  be  more  economical.  HMOs  also 
have  been  touted  as  convenient  vehicles  through  which 
preventive  medicine  may  become  a reality. 

Jon  B.  Christianson  and  Walter  McClure  noted  in  a re- 
cent issue  of  The  New  England  Journal  of  Medicine  that 
competition  among  the  seven  HMO  plans  in  the 
Minneapolis-St.  Paul  area  has  reduced  medical  costs.  This 
was  accomplished  through  good  management,  conserva- 
tive use  of  hospital  facilities,  and  the  development  of  com- 
petition which  appears  when  two  or  more  HMOs  are 
present. 

In  summary,  for  predetermined  and  prepaid  fees,  HMOs 
offer  a broad  range  of  medical  services,  including  office 
visits  and  hospitalization.  Using  resources  carefully  can 
lead  to  significant  savings  over  traditional  insurance 
plans. 

Despite  all  the  commendable  publicity,  the  American 
public  has  not  demanded  the  option  of  enrolling  in  an  HMO. 


Why  not?  Why  are  only  3.6  percent  of  the  people  enrolled  in 
prepaid  plans?  Why  must  government  money  start  and 
support  HMOs  if  they  are  so  meritorious?  Wouldn’t  private 
investors  speculate  on  such  a deserving  enterprise? 

Many  elements  challenge  the  success  of  HMOs  but 
perhaps  the  primary  factor  is  the  average,  middle-class, 
American  family’s  lack  of  enthusiasm.  Choosing  a physi- 
cian and  being  able  to  change  physicians  when  dissatisfied 
are  treasured  privileges.  What  is  the  advantage  in  switch- 
ing to  a system  which  may  deny  such  freedom  of  choice? 

Another  factor  is  the  difficulty  in  enticing  medical  spe- 
cialists into  HMO  practice.  Without  specialists,  the  HMO 
must  search  for  outside  expert  medical  care  in  time  of 
serious  illness. 

Physicians  also  may  not  find  HMOs  attractive.  Many 
physicians  are  capable  of  more  earnings  outside  the  HMO. 
Others  may  find  rigid  cost  controls  too  restrictive  in  terms 
of  treating  patients.  Although  one  of  the  major  criticisms  of 
the  present  system  is  overuse  of  tests,  overuse  of  hospitals, 
and  overtreatment — HMOs  pose  a potential  insufficien- 
cy— undertreatment  in  the  name  of  cost  containment. 

One  practical  consideration  is  finding  the  required  capi- 
tal to  invest  in  starting  HMOs.  A more  vital  concern  is 
locating  management  capable  of  operating  an  HMO  after  it 
is  established.  Mr.  Veit  acknowledges  this  as  one  of  the 
most  serious  problems.  The  Group  Health  Cooperative  of 
Madison,  Wisconsin,  has  gobbled  up  $3,750,000  in  public 
funds  since  1973  and  still  needs  15,000  more  subscribers  to 
make  the  plan  break  even  (Medical  Economics,  December 
25, 1978,  p.  41).  Good  managers  make  prepaid  health  plans 
work. 

Additionally,  the  recent  government  decisions  to  outlaw 
relative  value  studies  as  a form  of  price  fixing  certainly 
bring  into  question  the  fee-setting  practices  of  HMOs.  Al- 
though price  fixing  is  necessary  to  determine  premiums  in 
prepaid  plans,  price  fixing  isn’t  legal  in  an  HMO  regardless 
of  the  reason. 

For  HMOs  to  succeed,  the  incentives  of  the  present 
health  system  will  have  to  be  changed  radically.  Current 
health  insurance  coverage  is  not  cost-effective;  physicians 
and  hospitals  who  do  economize  simply  are  paid  less.  HMOs 
reward  the  conservative  practice  of  medicine  as  well  as 
reduce  costs  and  expand  services. 

We  cannot  stand  still,  nor  can  we  go  backward — even 
though  that  is  what  we  might  like  to  do.  Despite  the 
numerous  problems  facing  HMOs,  many  see  them  as  the 
brightest  hope  on  the  horizon,  and  we  cannot  ignore  them. 

David  A.  Smith,  MD 
Medical  Editor 
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m my  opinion 


Getting  off  stage  center 

I am  a physician  who  shares  in  the  concerns  re- 
garding the  attitude  that  physicians  are  "prima  donnas.” 
My  question  is  how,  in  today’s  political  environment,  do  we 
support  a more  favorable  outlook  toward  physicians? 
Among  possible  solutions  are  these. 

1.  Physicians,  both  individually  and  as  organized  groups, 
should  express  increased  concern  for  the  appropriateness  of 
the  modalities  used  in  rendering  care  and  for  the  costs 
involved. 

2.  Physicians,  both  individually  and  as  organized  groups, 
should  encourage  physician/patient  rapport,  especially  by 
answering  specific  patient  concerns  at  the  time  of  patient 
contact.  Also,  physician/public  rapport  should  be  en- 
couraged, particularly  by  supporting  public  educational 
programs.  When  physicians  or  groups  achieve  these  goals, 
we  must  ensure  that  they  receive  appropriate  identifica- 
tion and  credit. 

3.  Attending  physicians  should  cooperate  with  patients 
who  want  to  seek  second  opinions  or  consultations  in  any 
case,  whether  it  be  elective  surgery,  or  an  illness  contain- 
ment that  does  not  satisfy  the  patient  or  the  physician. 
Physicians  should  include  a written  statement  to  this  effect 
in  the  office’s  patient  information  guide. 

4.  Private  and  hospital  staff  physicians  should  con- 
stantly review  office  and  hospital  procedures  and  business 
management  from  the  patient’s  perspective.  These  reviews 
may  lead  to  such  improvements  as:  minimizing  waiting 
time  for  office  appointments;  increasing  office  efficiency; 
and  promoting  better  telephone  courtesy  by  aides. 

5.  Physicians  must  acknowledge  this  truth:  they  have 
much  to  offer  their  patients  in  looking  at  health  care  realis- 
tically. They  should  not  allow  the  mystique  of  medical  care 
and  the  unrealistic  hopes  it  arouses  in  patients  to  prostitute 
physician/patient  rapport.  Abraham  J.  Twerski,  MD, 
eloquently  expressed  this  idea  at  the  PMS  Officers’  Confer- 
ence last  spring  and  again  in  an  article  in  the  September 
issue  of  Pennsylvania  Medicine.  His  words  can  motivate 
all  of  us  to  accept  our  responsibility  to  encourage  this  phi- 
losophy through  our  medical  organizations. 

Webb  S.  Hersperger,  MD 
Carlisle 


Christmas  musing 

It  did  not  occur  to  me  until  later.  Thinking  back  on  it,  the 
event  seems  almost  humorous,  as  uncomfortable  situations 
frequently  do  in  retrospect.  There  I was,  on  Christmas  Eve, 
1978,  attending  the  funeral  service  of  a friend  of  many 
years  and  all  the  time  watching  a small,  inconspicuous  wall 
light  which  serves  as  the  telephone  signal. 

Suddenly  it  began  flashing,  signaling  that  the  phone  was 
ringing.  Sure  enough,  it  was  the  obstetrics  department 
summoning  me  for  the  delivery  I knew  was  imminent. 


Leaving  just  as  the  service  was  coming  to  a close,  I hurried 
to  the  hospital  to  deliver,  to  the  great  delight  of  the  young 
parents,  a firstborn  male  infant.  As  I think  about  it  now, 
I’m  sure  that  the  newborn’s  family  was  as  happy  as  the 
bereaved  family  was  sorrowful. 

The  funeral  was  for  a recently  retired  preacher,  a godly 
man  of  "the  old  school”  in  dress  and  manner.  He  had  pas- 
tored  that  church  for  fifty-one  years.  Loved  by  most  and 
respected  by  all,  he  was  a mostly  self-educated  biblical 
scholar  of  no  mean  accomplishment,  and  a Bible  teacher 
par  excellence. 

During  the  three  years  of  his  retirement,  he  waged  a 
determined  battle  against  his  diabetes,  arthritis,  and  coro- 
nary artery  disease  with  the  vigor  and  spirit  of  a man  much 
younger  than  his  eighty-six  years.  His  life  was  a credit  to 
society. 

I wondered  about  the  newborn  baby.  What  lies  ahead  for 
him?  The  times  appear  to  be  growing  constantly  more  dif- 
ficult, but,  of  course,  I know  Socrates,  himself,  said  the 
same  thing  2,500  years  ago.  Will  this  young  man  leave 
something  worthwhile  behind  him,  or  just  pass  through  a 
life  remarkable  for  its  unremarkability? 

Some  of  the  babes  whose  entrance  into  this  life  I have  had 
the  privilege  of  hosting  have  gone  further  in  their  contribu- 
tions to  mankind  than  I ever  will.  Some  have  not.  One  of  my 
deliverees  has  been  in  jail  more  times  than  there  are  lights 
on  a Christmas  tree,  and  as  his  top  performance,  last  fall  he 
stole  my  wife’s  car  and  finally  was  apprehended  in  New 
Mexico,  where  she  had  to  go  to  retrieve  it. 

What  has  all  this  to  do  with  Christmas,  you  ask?  It 
reminds  me  of  the  story  of  Simeon  (Luke  2:  25-33),  a priest 
who  was  preserved  to  see  the  appearing  of  the  "Consolation 
of  Israel.”  His  death  also  occurred  near  the  birth  of  a child. 
He,  too,  was  faithful,  and  devoted  in  his  service  to  God 
throughout  his  long  life. 

The  difference,  of  course,  is  in  the  children.  For,  although 
Christ  had  a very  ordinary  beginning,  His  birth  had  al- 
ready been  foretold  and  heaven  celebrated  while  on  earth 
shepherds  and  wise  nobles  came  in  adoration. 

One  cannot  help  wondering  what  is  in  the  future  for  the 
babe  delivered  on  this  Christmas  Eve.  He  is  certainly 
blessed  from  the  start,  being  bom  in  America  to  parents 
who  want  him  and  can  afford  to  care  for  him.  We  wish  him 
well  on  his  journey  through  the  years,  from  his  birth  on  this 
Christmas  Eve. 

J.  Mostyn  Davis,  MD 
Shamokin 


A commentary,  “Pragmatic  Path  to  Perfection appeared  in  this 
section  of  the  November  issue.  Inadvertantly,  the  author’s  name 
did  not  appear,  and  the  name  of  another  contributor  appeared  in 
its  place.  The  author  of  that  article  is  Webb  S.  Hersperger,  MD,  an 
otolarynogologist  in  Carlisle.  His  commentary  on  this  page  is  an 
amplification  of  the  thoughts  expressed  in  November.  The  editors 
apologize  for  this  error. 
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newsfronts 


New  officers  lead  Society  into  eighties 


The  election  to  the  vice  presidency 
by  acclamation  of  Raymond  C.  Gran- 
don,  MD,  Harrisburg  internist,  estab- 
lished a new  chain  of  command  for 
PMS  at  the  House  of  Delegates  meet- 
ing in  Camp  Hill,  November  1-3. 

Matthew  Marshall,  Jr.,  MD,  of 
Pittsburgh  was  installed  as  president, 
succeeding  John  B.  Lovette,  MD,  of 
Johnstown.  Leroy  A.  Gehris,  MD,  of 
Reading,  moved  from  vice  president  to 
president  elect. 

Dr.  Grandon,  a trustee  from  the 
Fifth  District,  was  vice  chairman  of 
the  Board  of  Trustees  at  the  time  of  his 
election. 

Elected  to  represent  the  Fifth  Dis- 
trict on  the  Board  was  J.  Joseph 
Danyo,  MD,  of  York.  Also  elected  to 
the  Board  of  Trustees  were  Joseph  M. 
Stowell,  MD,  of  Altoona,  who  begins 
his  second  term  as  Sixth  District 
trustee,  and  Robert  S.  Pressman,  MD, 
of  Philadelphia.  Dr.  Pressman  suc- 
ceeds Donald  R.  Cooper,  MD,  of  Phila- 
delphia, who  did  not  seek  re-election. 

D.  Ernest  Witt,  MD,  of  Bloomsburg, 
and  Donald  E.  Harrop,  MD,  of 
Phoenixville,  were  re-elected  speaker 


and  vice  speaker  of  the  House  of  Rep- 
resentatives respectively.  G.  Winfield 
Yarnall,  MD,  of  Harrisburg,  was  re- 
elected secretary. 

William  A.  Limburger,  MD,  of  West 
Chester,  and  Cyrus  B.  Slease,  MD,  of 


Kittaning,  were  re-elected  to  the  Judi- 
cial Council. 

A complete  listing  of  the  Society’s 
officers,  delegates,  and  council  and 
committee  members  will  appear  in  the 
January  issue. 


Dr.  Grandon,  flanked  by  David  A.  Smith,  MD,  medical  editor  of  Pennsylvania  Medicine, 
and  Paul  F.  Kase,  MD,  chairman  of  the  PMS  Council  on  Health  Planning  and  Facilities,  is 
escorted  to  the  stage  following  his  election. 


Dr.  Gehris  receives  the  badge  of  the  Dr.  Marshall  is  sworn  in  by  David  J.  Keck,  MD,  chairman  of  the  Board  of  Trustees, 
president  elect. 
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In  therapy  of  skin  and  skin  structure  infections 

due  to  susceptible  strains  of  staphylococci  and/or  streptococci... 

THE  FIRST 

ORAL  CEPHALOSPORIN 
THAT  WORKS  NIGHT  AND  DA* 
ON  A SINGLE  DOSE 


DURIGEF 


(CEFADROXIL  MONOHYDRATE) 


DURICEF 


(CEFADROXIL  MONOHYDRATE) 


References: 

).  Data  on  file.  Mead  Johnson  Pharmaceutical  Division 
2 Gatley  MS  To  be  token  as  directed  J Roy  Coll  Gen  Prod  16  39  1968 

DESCRIPTION:  DURICEF®  (cefadroxil  monohydrate)  is  a semisynthetic  ceph- 
alosporin antibiotic  intended  for  oral  administration.  It  is  a white  to  yellowish- 
white  crystalline  powder  It  is  soluble  inwaterand  it  isacid-stable  It  ischemically 
designated  as  7-[[D-2-amino-2-(4-hydroxyphenyl)acetyl]amino]-3-methyl-8- 
oxo-5-thia-l-azabicyclo  [4.2  0|oct-2-ene-2-carboxylic  acid  monohydrate  It  has 
the  following  structural  formula: 


Clinical  Pharmacology-DURICEF  (cefadroxil  monohydrate)  is  rapidly  absorbed 
after  oral  administration.  Following  single  dose?  of  500  and  1000  mg  , average 
peak  serum  concentrations  were  approximately  16  and  28  meg. /ml.,  respec- 
tively. Measurable  levels  were  present  12  hours  after  administration  Over  90 
percent  of  the  drug  is  excreted  unchanged  in  the  urine  within  eight  hours.  Peak 
urine  concentrations  are  approximately  1800  meg. /ml.  during  the  period  fol- 
lowing a single  500  mg  oral  dose.  Increases  in  dosage  generally  produce  a 
proportionate  increase  in  DURICEF  urinary  concentration.  The  urine  antibiotic 
concentration,  following  a 1 gm  dose,  was  maintained  well  above  the  MIC  of 
susceptible  urinary  pathogens  for  20  to  22  hours 

MICROBIOLOGY:  In  vitro  tests  demonstrate  that  the  cephalosporins  are  bac- 
tericidal because  of  their  inhibition  of  cell-wall  synthesis  DURICEF  is  active 
against  the  following  organisms  in  vitro: 

Beta-hemolytic  streptococci 

Staphylococci,  including  coagulase-positive.  coagulase-negative,  and 

penicillinase-producing  strains 

Streptococcus  (Diplococcus)  pneumoniae 

Escherichia  coli 

Proteus  mirabilis 

Klebsiella  species 

Note-Most  strains  of  Enterococci  (Streptococcus  faecalis  and  S faecium)  are 
j resistant  to  DURICEF  It  is  not  active  against  most  stra ins  of  enterobacter  species, 
P morgana , and  P vulgaris.  It  has  no  activity  against  Pseudomonas  or  Herella 
;i  specie s. 

j Disc  Susceptibility  Tests-Quantitative  methods  that  require  measurement  of  zone 
diameters  give  the  most  precise  estimates  of  antibiotic  susceptibility.  One  rec- 
ommended procedure  (CFR  Section  460  1)  uses  cephalosporin  class  disc  for 
testing  susceptibility;  interpretations  correlate  zone  diameters  of  the  disc  test 
with  MIC  values  for  DURICEF  With  this  procedure,  a report  from  the  laboratory 
of  “resistant"  indicates  that  the  infecting  organism  is  not  likely  to  respond  to 
therapy  A report  of  “intermediate  susceptibility”  suggests  that  the  organism  would 
be  susceptible  if  the  infection  is  confined  to  the  urinary  tract,  as  DURICEF  produces 
high  antibiotic  levels  in  the  urine 

INDICATIONS:  DURICEF  (cefadroxil  monohydrate)  is  indicated  for  the  treatment 
of  the  following  infections  when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Urinary  tract  infections  caused  by  £ coli,  P.  mirabilis,  and  Klebsiella 
species 

Skin  and  skin  structure  infections  caused  by  staphylococci  and/or 
streptococci 

Note-Culture  and  susceptibility  tests  should  be  initiated  prior  toand  during  therapy. 
Renal  function  studies  should  be  performed  when  indicated 
CONTRAINDICATION:  DURICEF  (cefadroxil  monohydrate)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin  group  of  antibiotics. 

WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALOSPORIN  ANTI- 
BIOTICS SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE  IS  CLINICAL  AND 
LABORATORY  EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE  PEN- 
ICILLINS AND  THE  CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  REACTIONS  TO  BOTH  DRUGS  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE.) 

Any  patient  who  has  demonstrated  a history  of  some  form  of  allergy,  particularly 
to  drugs,  should  receive  antibiotics  cautiously  and  then  only  when  absolutely 
necessary.  No  exception  should  be  made  with  regard  to  DURICEF  (cefadroxil 
monohydrate). 


PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any  side-effects 
or  unusual  manifestations  of  drug  idiosyncrasy  may  be  detected  If  a hypersen- 
sitivity reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents  (e  g , epinephrine  or  other  pressor  amines,  antihistamines, 
or  corticosteroids) 

DURICEF  (cefadroxil  monohydrate)  should  be  used  with  caution  in  the  presence 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of  less  than  50 
ml/min/1  73M2).  (See  Dosage  and  Administration.)  In  patients  with  known  or 
suspected  renal  impairment,  careful  clinical  observation  and  appropriate  lab- 
oratory studies  should  be  made  prior  to  and  during  therapy 
Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  of  the  patient  is  essential.  If  supt- infection  occurs 
during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during  treatment  with  the 
cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion  cross-match- 
ing procedures  when  antiglobulm  tests  are  performed  on  the  minor  side  or  in 
Coombs  testing  of  newborns  whose  mothers  have  received  cephalosporin  anti- 
biotics before  parturition,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug 

USAGE  IN  PREGNANCY:  Although  no  teratogenic  or  anti-fertility  effects  were 
seen  in  reproductive  studies  in  mice  and  rats  receiving  dosages  greater  than  the 
normal  human  dose,  the  safety  of  this  drug  for  use  in  human  pregnancy  has  not 
been  established  The  benefits  of  the  drug  in  pregnant  women  should  be  weighed 
against  a possible  risk  to  the  fetus 

ADVERSE  REACTIONS:  Gastrointestinal-The  most  frequent  side-effect  has  been 
nausea  It  was  infrequently  severe  enough  to  warrant  cessation  of  therapy  Admin- 
istration with  food  decreases  nausea  and  does  not  decrease  absorption  Diarrhea 
and  dysuria  have  also  occurred 

Hypersensitivity-Allergies  (in  the  form  of  rash,  urticaria,  and  angioedema)  have 
been  observed  These  reactions  usually  subsided  upon  discontinuation  of  the 
drug 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis,  vaginitis,  and 
moderate  transient  neutropenia 


DOSAGE  AND  ADMINISTRATION:  DURICEF  (cefadroxil  monohydrate)  is  acid 
stable  and  may  be  administered  orally  without  regard  to  meals.  Administration 
with  food  may  be  helpful  in  diminishing  potential  gastrointestinal  complaints 
occasionally  associated  with  oral  cephalosporin  therapy 
Adults-For  urinary  tract  infections  the  usual  adult  dosage  is  one  gm  (two  500 
mg  capsules)  two  times  per  day  For  skin  and  skin  structure  infections  the  usual 
dose  is  500  mg  two  times  per  day  or  1 gm.  once  a day 
In  patients  with  renal  impairment,  the  dosage  of  cefadroxil  should  be  adjusted 
according  to  creatinine  clearance  rates  to  prevent  drug  accumulation.  The  fol- 
lowing schedule  is  suggested  In  adults,  the  initial  dose  is  1 gm.  of  DURICEF 
(cefadroxil  monohydrate)  and  the  maintenance  dose  (based  on  the  creatinine 
clearance  rate  [ml/min/1.73M2])  is  500  mg  at  the  time  intervals  listed  below 


Creatinine  Clearances 

0-10  ml/min 
10-25  ml/min 
25-50  ml/min 


Dosage  Interval 

36  hours 
24  hours 
12  hours 


Patients  with  creatinine  clearance  rates  over  50  ml/min  may  be  treated  as  if  they 
were  patients  having  normal  renal  function 

Children-Dosage  and  safety  have  not  yet  been  established  in  children 


HOW  SUPPLIED:  DURICEF*  (cefadroxil  monohydrate)  capsules  500  mg  for 
oral  administration  in  an  opaque  maroon  cap  and  opaque  white  body  No.  0 hard 
gelatin  capsule  On  each  half  capsule  printed  in  black  is  “MJ"  and  “500  " Available 
in  bottles  of  24  capsules  (NDC  0087-0784-41)  and  100  capsules  (NDC  0087- 
0784-42) 


U S Patent  Re  29,164 


PHARMACEUTICAL  DIVISION 
Mead  Johnson  & Company 
Evansville,  Indiana  47721 


© 1979  Mead  Johnson  & Company-Evansville,  Indiana  47721  USA 


Contributions  to  PMS  educational  trust  assist  students 


Physicians  may  claim  a 1979  tax 
deduction  if  they  contribute  to  the  Ed- 
ucational and  Scientific  Trust  of  the 
State  Society  during  December. 

The  Educational  and  Scientific 
Trust  of  the  Pennsylvania  Medical  So- 
ciety began  to  provide  loans  to  stu- 
dents thirty  years  ago.  Despite  just 
$22,275  in  the  Educational  Fund,  four 
children  of  deceased  members  of  the 
Society  received  loans  to  continue 
their  education. 

By  December  31,  1978,  the  assets  of 
the  Trust  amounted  to  $2,377,192. 
One  hundred  sixty-one  students  re- 
ceived loans  from  the  Trust  to  con- 
tinue their  education. 

Individuals,  organizations,  and 
auxiliaries  contributed  a total  of 
$151,411.11  to  support  the  many  pro- 
grams of  the  Trust  in  1978. 

To  broaden  its  activities  and  to  con- 


Dr.  Lovette  receives  the  past  president’s 
medallion. 


tinue  to  provide  student  assistance, 
the  trustees  of  the  Trust  urge  individ- 
ual members  of  PMS  and  others  to 
share  a portion  of  their  charity  dollars 
with  the  Trust.  Inasmuch  as  the  Trust 
is  a tax-exempt  public  charity,  donors 


The  Philadelphia  Academy  of 
Surgery  celebrated  its  centennial  year 
November  3 with  a reception  and  din- 
ner. 

The  Philadelphia  Academy  of 
Surgery  was  founded  one  year  before 
the  American  Surgical  Association. 
As  occurred  for  the  twenty-fifth,  fif- 
tieth, and  seventy-fifth  anniversary 
celebrations,  honorary  fellowships 
again  were  awarded  by  the  Academy 
of  Surgery  to  a group  of  distinguished 
surgeons  who  had  made  major  con- 


Dr.  Danyo  attends  his  first  Board  meeting 
as  a voting  trustee. 


can  deduct  contributions  in  computing 
their  taxable  income. 

For  a contribution  and  inquiry  re- 
quest, contact  Alex  Stewart,  Pennsyl- 
vania Medical  Society,  20  Erford  Rd., 
Lemoyne,  PA  17043. 


tributions  during  the  respective 
periods.  The  centennial  celebration 
was  commemorated  by  awarding  nine 
Honorary  Fellowships. 

The  awards  were  made  by  Donald  R. 
Cooper,  MD,  president  of  the  Phil- 
adelphia Academy  of  Surgery,  and 
chairman  of  the  department  of  surgery 
at  the  Medical  College  of  Pennsylva- 
nia. 


Dr.  Pressman,  president  of  the  Philadel- 
phia County  Medical  Society  and  new 
PMS  trustee,  makes  a point  during  debate 
on  resolutions  during  the  session. 


Philadelphia  Academy  of  Surgery  100  years  old 


Braving  rain  and  cold  weather,  a hardy  group  of  delegates  start 
out  at  7 a.m.,  Saturday,  November  3,  in  a fun  run  “for  the  Health  of 
it.” 


Drs.  Witt,  Harrop,  and  Keck  and  Executive  Vice  President  John  F. 
Rineman  listen  to  the  debate  on  the  floor  of  the  House  of  Dele- 
gates. 
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Reportable  diseases  listed;  regulations  available 


can  be  found  in  Annex  A,  Title  28,  Communicable  and  noncommunicable 

Health  and  Safety,  Pennsylvania  De-  diseases,  Section  27.2,  Reportable  dis- 
partment  of  Health,  Chapter  27,  eases. 


TABLE  1 

Reportable  diseases 

The  Advisory  Health  Board  declares  the  following  communicable  diseases,  unusual 

outbreaks  of  illness,  noncommunicable  diseases  and  conditions  to  be  reportable: 

1 Amebiasis 

20 

Plague* 

2 Animal  bite/trauma 

21 

Poliomyelitis* 

3 Anthrax* 

22 

Psittacosis  (ornithosis)* 

4 Botulism* 

23 

Rabies* 

5 Brucellosis 

24 

Reye  s syndrome 

6 Cholera* 

25 

Rickettsial  diseases  including 

7 Diphtheria* 

Rocky  Mountain  spotted  fever 

8 Encephalitis 

26 

Rubella  (German  measles)  and 

9 Food  poisoning* 

congenital  rubella  syndrome 

10  Giardiasis 

27 

Salmonellosis 

11  Gonococcal  infections 

28 

Shigellosis 

12  Guillain-Barre  syndrome 

29 

Smallpox* 

13  Hepatitis,  viral,  including  type  A 

30 

Syphilis — all  stages 

and  type  B 

31 

Tetanus 

14  Malaria 

32 

Toxoplasmosis 

15  Measles* 

33 

Trichinosis 

16  Meningitis — all  types 

24 

Tuberculosis — all  forms 

17  Meningococcal  disease 

35 

Typhoid 

18  Mumps 

36 

Yellow  Fever* 

19  Pertussis  (whooping  cough) 

'For  these  diseases,  telephone  your  report  to  the  local  health  authority  immediately. 

New  reference  book  serves  as  consultant 


The  advisory  health  board  of  the 
state  health  department  has  adopted  a 
revised  list  of  reportable  diseases  and 
associated  regulations.  A complete 
copy  of  revised  regulations  approved 
by  the  board  is  available  in  the  office  of 
each  PMS  county  society. 

Outbreaks  or  clusters  of  any  illness 
which  may  be  of  public  concern 
whether  or  not  it  is  known  to  be  com- 
municable in  nature  must  be  reported 
to  the  local  health  officer  of  the  munic- 
ipality where  it  occurs.  In  areas  which 
have  no  local  health  officer,  reports 
shall  be  made  to  the  representative  of 
the  secretary. 

The  official  rules  and  regulations 

Disability  guide  ready 
for  physicians  in  state 

The  Pennsylvania  Disability  De- 
termination Division  has  begun  to  dis- 
tribute the  1979  edition  of  "Disability 
evaluation  under  social  security — a 
handbook  for  physicians.”  This  edition 
replaces  the  1969  publication  and  con- 
tains revisions  in  the  medical  criteria 
under  which  disability  claims  for  so- 
cial security  and  supplemental  secu- 
rity income  benefits  are  decided. 

For  copies  of  this  publication,  call  or 
write  the  medical  relations  supervi- 
sor in  the  Disability  Determination 
Branch  which  serves  your  area. 

Ruth  Wishard,  1316  N.  7th  St.,  Har- 
risburg, PA  17120/from  Phila- 
delphia: 561-2932/from  Bucks, 
Chester,  Montgomery  counties: 
1-800-932-0701 

Ray  Pultyniewicz,  225  Jones  St., 
Wilkes-Barre,  PA  18702/1-800- 
432-8062 

Don  Marshall,  PO  Box  2500, 
Greensburg,  PA  15605/from 
Pittsburgh:  242-8712/from 

Greensburg:  836-5100/from  412- 
814  areas:  1-800-442-8018. 


The  International  Rescue  Committee, 
working  in  Thailand  refugee  camps  to 
provide  health  services,  needs  health 
professionals  for  short  term,  two 
months,  or  long  term  tours.  Contact: 
International  Rescue  Committee, 
1732 1.  Street,  N.W.,  Washington,  D.C. 
20006  or  phone  (202)  333-6814. 


A new  reference  is  available  for 
physicians  who  require  current,  con- 
cise information  on  antimicrobial  pre- 
scribing. Described  as  a fingertip  con- 
sultant, Antimicrobial  Prescribing 
can  provide  practitioners  with  an  eas- 
ily retrievable  source  of  vital  informa- 
tion on  the  diagnosis  and  treatment  of 
infections  encountered  in  daily  prac- 
tice. 

In  the  book,  Harold  C.  Neu,  MD,  pro- 
fessor of  medicine  and  pharmacology 
at  Columbia-Presbyterian,  categor- 
izes infections  and  suggested  thera- 

Da  Costa  Oration 
on  January  31 

Douglas  Talbot,  MD,  will  address 
physicians  attending  the  1980  Da 
Costa  Oration  of  the  Philadelphia 
County  Medical  Society.  Dr.  Talbot 
will  discuss  his  successful  program  for 
alcoholic  physicians  in  Georgia. 

The  PCMS  Subcommittee  on  Alco- 
holism and  Other  Addictive  Drugs 
will  host  Dr.  Talbot  on  Thursday, 
January  31,  1980  at  8 p.m.  at  the  Soci- 
ety Building,  2100  Spring  Garden 
Street,  Philadelphia. 


peutic  measures  both  by  site  and  by 
responsible  pathogens. 

Antimicrobial  Prescribing  is  avail- 
able from  Antimicrobial  Prescribing 
Inc.,  P.O.  Box  3153,  Princeton,  NJ 
08540  at  $19.95. 

Counsel  lees  at  issue 

Currently,  in  Pennsylvania,  a 
physician  who  successfully  has  de- 
fended a malpractice  claim  is  finding 
it  difficult  to  succeed  in  a countersuit 
against  the  attorney  who  originally 
brought  suit. 

Decisions  like  the  verdict  of  the  New 
York  State  Court  of  Appeals  that  law- 
yers are  not  responsible  for  damage 
caused  to  a physician  by  a baseless 
malpractice  suit  suggest  the  na- 
tionwide trend  of  Supreme  Courts  not 
to  support  countersuits  by  physicians. 

The  Pennsylvania  Medical  Society 
is  encouraging  successful  malpractice 
defendants  to  move  for  the  payment  of 
counsel  fees  by  the  unsuccessful  plain- 
tiffs. 

Linda  Lichtman,  counsel  for 
PMSLIC,  is  preparing  a model  brief  on 
this  subject. 
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IT  WAN  T 

FOR  YOU  TIL 
YOU  COLLECT  IT! 


TURN  YOUR  RECEIVABLES 
INTO  DEPOSITS  FASTER. 

THE  SAFEGUARD  PRACTICE  MANAGEMENT 
SYSTEM  DOES  JUST  THAT! 


Aside  from  establishing  proper  office  controls  and  simplifying  third-party  insur- 
ance billing,  the  Safeguard  Practice  Management  System  will  increase  your  office 
collections. 


PATIENT  TRANSACTION  SLIP 

• Advises  doctor  and  patient  of  old  balance  due 

• System  routes  patient  to  front  desk  for  payment 

• Encourages  discussion  and  payments 

• Provides  bill  at  time-of-service  to  encourage  in-office  payment 

• Provides  “quick  payment  envelope"  which  encourages  pre- 
statement payment 


QUICK  CLAIM™ 

• All  of  the  features  of  the  Patient  Transaction  Slip,  plus: 

• May  be  used  in  individual  responsibility  program— (Patient  pays 
doctor  and  submits  Quick  Claim  to  insurance  company  for  re- 
imbursement.) 

• Reduces  claims  backlog;  increases  collections 

• Flexibility  to  accept  assignments  selectively 


Along  with  Patient/Ledger  Statementthat  provides  up-to-dateaccountsreceivable 
information  and  the  Day  Sheet  that  provides  financial  analysis  by  day  and  month, 
the  Safeguard  Practice  Management  System  is  the  perfect  package  to  run  your 
office  more  efficiently.  Let  your  local  Safeguard  Distributor  show  you  how.  Call  him 
or  mail  in  the  coupon. 


^Safeguard 

BUSINESS  SYSTEMS^ 

470  Maryland  Drive 
Fort  Washington.  PA  19034 

Offices  located  throughout  Pennsylvania. 

(In  PA  call  collect  215-643-4811) 

©1979  Safeguard  Business  Systems,  Inc. 


| I WANT  TO  COLLECT  IT  FASTER. 

| □ Send  information  on  Practice  Management  Systems 

□ Have  my  local  Safeguard  Distributor  call  for  an  appointment 

| Dr.  . 

I Address_ _ 

City/State/Zip — 

I Phone  No.  ( 1 

| Specialty 
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Legal  counsel  reports 


Peer  Review  and  Watergate 


Fred  Speaker,  Esq. 

The  effects  of  Watergate  continue  to 
invade  the  legal  structure  of  our 
nation — this  time  attacking  the  Penn- 
sylvania Peer  Review  Protection  Act.1 

An  opinion  issued  by  the  United 
States  District  Court  for  the  Western 
District  of  Pennsylvania  in  Robinson 
v.  Magovern,2  held  that,  despite  a pow- 
erful social  interest  in  preserving  con- 
fidentiality of  peer  review  deliber- 
ations, the  need  for  evidence  weighed 
in  favor  of  directing  disclosure.  The 
basis  for  this  conclusion  was 
strengthened  by  the  opinion  of  the 
United  States  Supreme  Court  in 
United  States  v.  Nixon,3  when  it  re- 
quired the  President  to  produce  tape 
recordings  and  documents  for  a crimi- 
nal trial.  As  Judge  Daniel  Snyder  said 
about  the  Nixon  case: 

One  ground  argued  by  the  Presi- 
dent was  the  need  for  protection  of 
communications  between  high  gov- 
ernment officials  and  those  who  ad- 
vise and  assist  them.  The  Supreme 
Court  acknowledged  that  "those 
who  expect  public  dissemination  of 
their  remarks  may  well  temper  can- 
dor with  a concern  for  appearances 
and  for  their  own  interests  to  the 
detriment  of  the  decision  making 
process.”  Nevertheless,  the  Court 
held  that  this  "powerful  interest  in 
confidentiality”  must  yield  to  a 
demonstrated  specific  need  for  evi- 
dence.4 

In  the  district  court  case,  a physi- 
cian who  had  been  denied  medical 
staff  privileges  and  is  suing  for  anti- 
trust damages  sought  to  compel  re- 
sponse to  discovery  requests.  The  de- 
fendants, including  the  hospital,  the 
director  of  its  surgery  department,  and 
a professional  corporation  of  car- 
diothoracic  surgeons,  refused  and 
claimed  that  the  information  sought 
was  privileged  under  the  Peer  Review 
Protection  Act  and  under  federal 
common  law. 

The  complaint  charged  basically 
that  there  was  an  agreement  among 
the  director,  the  corporation,  and  the 
hospital  to  deny  medical  staff  privi- 
leges to  all  physicians  who  were  not 
associated  with  the  corporation.  The 


information  sought  dealt  with  what 
had  occurred  at  meetings  of  the  hospi- 
tal’s credentials  and  executive  com- 
mittee that  resulted  in  the  denial  of 
privileges. 

The  Court  noted  that  according  to 
the  Federal  Rules  of  Civil  Procedure: 
"parties  may  obtain  discovery  regard- 
ing any  matter,  not  privileged,  which 
is  relevant.  . . .”5  Because  federal  law 
governed  the  action,  the  defendants 
had  argued  that  the  information 
sought  was  privileged  as  a matter  of 
federal  law  based  on  reasonable  expec- 
tations created  by  state  law,  i.e.,  the 
Peer  Review  Protection  Act.  The 
Court  reviewed  several  cases;  some 
held  that  peer  review  was  protected.6 
The  Court  also  considered  a recent 
United  States  Supreme  Court  deci- 
sion,7 in  addition  to  the  Nixon  case, 
which  stated  that  privileges  against 
disclosure  were  not  favored. 

The  Court  then  stated: 

The  issue  before  us  presents  an 
added  twist  not  before  the  Supreme 
Court.  Pennsylvania  . . . recognizes 
and  affords  protection  to  peer  review 
communications. 

The  Pennsylvania  Peer  Review 
Protection  Act . . . seeks  to  foster  the 
greatest  candor  and  frank  discus- 
sion at  medical  review  committee 
meetings.  Schwartz  v.  Tri-County 
Hospital,  74  D.&C.  2d  52  (C.P.Phila. 
1975).  It  is  apparent  from  the  statu- 
tory definition  of  review  organiza- 
tion, 63  P.S.  §425.2,  that  through 
the  grants  of  immunity  and  confi- 
dentiality the  state  hopes  to  encour- 
age peer  evaluation  of  the  health 
care  provided  so  as  to:  (1)  improve 
the  quality  of  the  care  rendered; 
(2)  reduce  morbidity  and  mortality; 
and  (3)  keep  within  reasonable 
bounds  the  cost  of  health  care.  We 
found  only  two  reported  cases  deal- 
ing with  the  Pennsylvania  Peer  Re- 
view Protection  Act,  both  of  which 
blocked  discovery  of  the  records  and 
minutes  of  review  boards  in  accor- 
dance with  the  Act.  See  Holiday  v. 
Klimoski,  75  D.&C.  2d  408  (C.P. 
Wash.  1976);  Schwartz  v.  Tri- 
County  Hospital,  supra.8 


Nonetheless,  the  Court  concluded: 
The  present  case  presents  a very 
close  question.  On  the  one  hand, 
peer  review  protection  furthers  an 
important  state  interest:  improving 
health  care.  Specifically,  we  think 
the  grant  of  confidentiality  over  the 
proceedings  of  hospital  committees 
reviewing  applications  for  staff 
privileges  facilitates  frank  discus- 
sion of  the  applicant’s  qualifi- 
cations. On  the  other  hand,  the  sub- 
ject matter  of  the  discovery  goes  to 
the  heart  of  the  issues  in  this  case, 
i.e.  why  [the  physician]  was  denied 
staff  privileges.  ...  As  a final  mat- 
ter, the  Court  is  aware  that  within 
the  framework  of  peer  review 
groups,  there  exists  the  potential  for 
doctors  to  use  them  for  anti- 
competitive purposes. 

On  the  balance,  although  there  is 
a "powerful  interest  in  confidential- 
ity,” the  need  for  this  revelant  evi- 
dence requires  disclosure.9 
Thus  the  Court  applies  a balancing 
test  in  its  determination  that  peer  re- 
view proceedings  should  be  disclosed 
in  spite  of  the  statutory  protection.  It 
did  note,  however,  that  the  immunity 
granted  by  the  statute10  was  unaf- 
fected by  its  opinion. 

This  decision  is  the  second  impor- 
tant opinion  issued  in  this  case.  The 
first11  held  that,  although  the  defen- 
dants were  entitled  to  have  the  con- 
stitutional civil  rights  and  federal  con- 
tractual claims  dismissed,  the  federal 
claims  of  violating  the  antitrust  laws 
and  the  state  claims  of  breaching  con- 
tract, tortious  interference  with  con- 
tract, and  restraint  of  trade  were  still 
alive. 

1.1  63  P.S.  §§425.1  et.  seq. 

2.1  Civ.  No.  77-75  (W.D.Pa.,  filed  May  22,  1979). 

3J  418  U.S.  683  (1974). 

4.1  Robinson  v.  Magovern,  supra  at  10. 

5.1  Fed.  R.  Civ.  P 26  (b)  (1). 

6J  Bredice  v.  Doctors  Hospital,  Inc.,  50  F.R.D.  249 
(D.D.C.  1970),  affd  479  F.2d  920  (DC.  Cir.  1973); 
Gillman  v.  United  States,  53  F.R.D.  316  (S.D.N.Y. 
1971);  Banks  v.  Lockheed-GeorgiaCo.,  53  F.R.D  283 
(N.D.Ga.  1971). 

7.1  Herbert  v.  Lando,  47  U.S.L.W.  4401  (1979). 

8.1  Robinson  v.  Magovern.  supra  at  10-11. 

9.1  Id.  at  13-14. 

10.1  63  P.S.  §425.3. 

11.1  Robinson  v.  Magovern,  456  F.  Supp.  1000  (W.D.Pa. 
1978). 


14 


Pennsylvania  Medicine,  December  1979 


Court  takes  unique  position  in  wrongful  birth  case 


Fred  Speaker,  Esq. 

The  parents  of  a child  bom  suffering 
from  a crippling  nerve  disease  have  a 
cause  of  action  against  physicans  who 
negligently  performed  a vasectomy 
and  an  abortion.  This  was  a decision1 
of  the  Pennsylvania  Superior  Court, 
published  in  late  July,  in  the  first  such 
case  to  reach  a Pennsylvania  appellate 
court. 

The  case  involved  an  individual  who 
was  afflicted  with  neurofibromatosis, 
defined  by  the  Court  as  a crippling  dis- 
ease of  the  fibros  structures  of  the 
nerves.  The  individual  fathered  two 
children  who  also  were  victims  of  the 
disease.  The  man  and  his  wife  decided 
to  have  no  more  children  because  of 
their  concern  about  the  recurrence  of 
the  disease. 

Accordingly,  the  father  went  to  a 
urologist  who  performed  a vasectomy. 
The  urologist  assured  him  that  he  had 
been  made  sterile  and  that  he  could 
engage  in  sexual  relations  with  his 
wife  without  contraceptive  devices. 
The  man  followed  this  advice; 
nonetheless,  his  wife  became  preg- 
nant. Thereafter  his  wife  went  to  a 
specialist  in  obstetrics  and  gynecology 
who  performed  an  abortion  and  said 
that  the  pregnancy  had  been  termi- 
nated. Sometime  after  the  operation, 
the  wife  informed  her  specialist  that 
she  felt  her  pregnancy  was  continuing. 
Subsequently,  she  gave  birth  to  a 
daughter  who  had  neurofibromatosis. 

The  plaintiffs  sought  to  recover 
damages  from  the  physicians  for  sev- 
eral reasons,  including: 

• "wrongful  life”  brought  on  behalf 
of  the  infant; 

• emotional,  mental,  and  physical 
injuries  to  the  parents  as  a result  of  the 
infant’s  wrongful  birth; 

• the  cost  to  the  parents  of  care  and 
treatment  of  the  infant;  and 

• the  expenses,  pain  and  suffering, 
and  emotional  distress  of  the  parents 
because  of  the  wrongful  conception  — 
the  negligently  performed  vasectomy 
and  abortion. 

The  lower  court  had  denied  all 
claims  relating  to  the  infant’s  birth 
but  the  Superior  Court  majority  dis- 
agreed: 


We  hold  that  the  lower  court’s 
denial  of  all  damages  arising  out  of 
the  birth  [of  the  infant]  is  untena- 
ble. According  to  the  lower  court,  a 
cloak  of  inviolability  protects  doc- 
tors and  others  in  the  medical  pro- 
fession when  their  acts  of  negli- 
gence relate  to  "wrongful  birth” 
cases  despite  established  principles 
of  law  which  do  not  protect  these 
same  persons  in  other  categories  of 
negligent  care.  Thus,  we  do  not 
agree  with  the  lower  court  in  its 
blanket  protection  of  a tort  feasor  in 
these  cases.2 

The  Court  considered  cases  from 
other  jurisdictions  dealing  generally 
with  claims  for  damages  for  wrongful 
life  and  found  three  separate  applica- 
ble labels:  "wrongful  conception,” 
"wrongful  birth,”  and  "wrongful  life.” 
Starting  with  the  case  of  Christensen 
V.  Thornby,3  decided  in  1934,  the 
majority  opinions  referred  to  the  de- 
veloping trend  throughout  the  United 
States: 

Viewed  in  its  correct  posture,  the 
Christensen  case  stands  solely  for 
the  proposition  that  a cause  of  ac- 
tion exists  for  an  improperly  per- 
formed sterilization.  The  more 
troublesome  question  of  damages, 
once  liability  on  the  part  of  a physi- 
cian is  established,  was  neither 
raised  nor  directly  considered. 
Nevertheless,  the  following  dicta 
from  the  Christensen  opinion  was 
later  relied  on  by  other  courts  to 
preclude  parents  from  recovering 
damages  for  the  economic  costs  of 
an  unplanned  child: 

".  . . [T]he  plaintiff  has  been 
blessed  with  the  fatherhood  of 
another  child.  The  expenses  al- 
leged are  incident  to  the  bearing 
of  a child,  and  their  avoidance  is 
remote  from  the  avowed  purpose 
of  the  operation.  As  well  might 
the  plaintiff  charge  defendant 
with  the  cost  of  nurture  and  edu- 
cation of  the  child  during  its  mi- 
nority.” 192  Minn,  at  126,  255 
N.W.  at  622,  93  A.L.R.  at  572. 
What  the  court  said  in  Christen- 


sen, supra,  was  that  since  the  claim 
of  damages  was  remote  from  the 
avowed  purpose  of  protecting  plain- 
tiffs wife  against  the  dangers  of 
pregnancy,  he  had  suffered  no 
damages  since  his  wife  was  not  in 
any  way  injured  and  gave  birth  to  a 
healthy  child. 

Christensen  is  not  the  same  as 
the  instant  case.  Christensen  is  not 
a case  where  the  parents  did  not 
want  a child,  but  one  that  the  hus- 
band didn’t  want  his  wife’s  life  en- 
dangered by  childbirth.  Since  the 
wife  suffered  no  harm,  a wrongful 
life  claim  was  remote  from  the  pur- 
poses of  the  husband’s  sterilization. 
The  facts  in  our  instant  case  are 
certainly  far  different  from  those  in 
Christensen.  Here  plaintiff-parents 
did  not  want  a child  based  on  their 
deep-rooted  and  inextinguishable 
fear  that  such  a child  would  be  born 
with  the  dreaded  disease  affecting 
its  nervous  system. 

In  the  years  which  followed  the 
Christensen  case,  courts  and  com- 
mentators developed  several 
theories  to  support  the  view  that  as 
a matter  of  public  policy,  parents 
should  not  be  permitted  to  recover 
damages  for  the  birth  of  either  a 
defective  or  a healthy  child,  even 
though  the  infant  may  have  been 
unplanned  or  unwanted  at  the  time 
of  conception.4 

The  majority  opinion  then  turned  to 
the  specific  claims  in  the  case.  It 
should  be  noted  that,  of  the  seven- 
member  court,  two  judges  did  not  par- 
ticipate and  there  were  two  separate 
concurring  and  dissenting  opinions.  In 
each  of  the  claims  for  damages,  how- 
ever, at  least  four  judges  agreed  that: 

• there  could  be  no  recovery  for  the 
claim  brought  by  the  infant; 

• the  parents  could  not  recover  for 
their  emotional,  mental,  and  physical 
injuries  suffered  because  of  the  in- 
fant’s birth; 

• the  parents  could  recover  for  the 
cost  of  the  infant’s  care  and  treatment; 
and 

• the  parents  could  recover  damages 
for  the  negligently  performed  vasec- 
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tomy  and  abortion. 

The  majority  opinion  stated: 

In  the  instant  case,  we  deny 
[the  infant]  Francine’s  claim  to 
be  made  whole.  When  we  exam- 
ine Francine’s  claim,  we  find  re- 
gardless of  whether  her  claim  is 
based  on  "wrongful  life”  or  oth- 
erwise, there  is  a failure  to  state 
a legally  cognizable  cause  of  ac- 
tion even  though,  admittedly, 
the  defendants’  actions  of  negli- 
gence were  the  proximate  cause 
of  her  defective  birth.  Her  claims 
to  be  whole  have  two  fatal 
weaknesses.  First,  there  is  no 
precedent  in  appellate  judicial 
pronouncements  that  holds  a 
child  has  a fundamental  right  to 
be  born  as  a whole,  functional 
human  being.  Whether  it  is  bet- 
ter to  have  never  been  bom  at  all 
rather  than  to  have  been  born 
with  serious  mental  defects  is  a 
mystery  more  properly  left  to 
the  philosophers  and  theolo- 
gians, a mystery  which  would 
lead  us  into  the  field  of  meta- 
physics, beyond  the  realm  of  our 
understanding  or  ability  to 
solve.  The  law  cannot  assert  a 
knowledge  which  can  resolve 
this  inscrutable  and  enigmatic 
issue.  Second,  it  is  not  a matter 
of  taking  into  consideration  the 
various  and  convoluted  degrees 
of  the  imperfection  of  life.  It  is 
rather  the  improbability  of  plac- 
ing the  child  in  a position  she 
would  have  occupied  if  the  de- 
fendants had  not  been  negligent 
when  to  do  so  would  make  her 
nonexistent.  The  remedy  af- 
forded an  injured  party  in  negli- 
gence is  intended  to  place  the 
injured  party  in  the  position  he 
would  have  occupied  but  for  the 
negligence  of  the  defendant. 
Thus,  a cause  of  action  brought 
on  behalf  of  an  infant  seeking 
recovery  for  a "wrongful  life”  on 
grounds  she  should  not  have 
been  bom  demands  a calculation 
of  damages  dependent  on  a com- 
parison between  Hobson’s  choice 
of  life  in  an  impaired  state  and 
nonexistence.  This  the  law  is  in- 
capable of  doing. 

Finally,  we  hold  that  the  im- 
possibility of  this  suit  as  to 
Francine  comes  not  so  much 
from  the  difficulty  in  measuring 


the  alleged  damages  as  from  the 
fact,  unfortunately,  that  this  is 
not  an  action  cognizable  in  law. 
Thus,  the  recognized  principle, 
not  peculiar  to  traditional  tort 
law  alone,  that  it  would  be  a de- 
nial of  justice  to  deny  all  relief 
where  a wrong  is  of  such  a na- 
ture as  to  preclude  certain  ascer- 
tained damages,  is  inapposite 
and  inapplicable  here.  Accord- 
ingly, plaintiffs’  complaint  in- 
sofar as  Francine’s  claim  for 
damages  for  "wrongful  life”  is 
concerned,  does  not  present  a le- 
gally cognizable  action  at  law. 

Although  we  deny  Francine’s 
claim,  we  hold  recovery  is  al- 
lowed in  the  parents’  claim  in 
this  case.  Here  there  is  no  dis- 
pute the  pleadings  allege  the  ex- 
istence of  a duty  flowing  from 
the  defendant-physicians  to 
themselves,  the  breach  of  which 
resulted  in  the  birth  of  Francine. 
The  alleged  negligence  and  mis- 
representations of  both  doctors 
and  by  the  alleged  breach  of  con- 
tract by  Dr.  Finegold  has  also 
been  adequately  pleaded.  Un- 
like Francine’s  claim  based  on 
"wrongful  life,”  plaintiff-par- 
ents’ causes  of  action  alleged  in 
traditional  tort  language  that 
but  for  defendants’  breach  of 
duty  to  properly  treat  and  advise 
plaintiff-parents  they  would  not 
have  been  required  to  undergo 
the  expenditures  alleged.  In 
these  allegations  plaintiff- 
parents  set  forth  a duty  owed  to 
them  by  the  doctors  and 
breached  by  the  doctors  with  re- 
sulting injuries  to  the  plaintiffs. 

As  to  the  emotional  distur- 
bance and  mental  stress  claimed 
by  plaintiff-parents  due  to  the 
fact  of  Francine’s  birth,  we  hold 
these  claims  must  be  denied.5 
Thus,  the  Pennsylvania  Superior 
court  took  a thoughtful  and  unique  po- 
sition, which  may  evoke  considerable 
new  litigation  before  the  issues  are 
settled  finally  and  totally  in  Pennsyl- 
vania. 


11  Speck,  et  al.  v.  Finegold  & Schwartz, Pa.  Super. 

7 Apr.  T.  1977  (July  25,  1979). 

21  Id.  at  7. 

3.1  192  Minn.  123,  255  N.  W.  620  (1934). 

41  Speck,  et  al.  v.  Finegold  & Schwartz,  supra  at  13-14. 
51  Id.  at  19-21. 
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comes  to  professional  lia- 
bility insurance,  doctors  have 
special  needs.  That's  why  there 
is  a special  company  like  us. 

Quite  frankly,  we're  not  in 
business  to  make  money.  We're 
committed  to  zero-profit. 

You  see,  PMSLIC  is  a com- 
pany that  is  wholly  owned  by 
the  Pennsylvania  Medical  So- 
ciety. In  fact,  all  but  two  of  our 
sixteen  member  governing 
board  and  all  members  of 
our  Underwriting  and  Claims 
Committees  are  physicians. 

This  means  we  understand 
what  you  want  in  liability  in- 
surance. It  means  we  provide  both 
claims-made  and  occurrence  policies, 
offer  an  appeal  mechanism  for  premium  and  set- 
tlement disputes  and  accept  quarterly  premiums  on  an- 
nual policies. 

Find  out  how  we  can  fill  your  professional  liability  needs.  Send 
in  the  coupon  today  or  call  (717)  774-4370. 
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Malpractice  insurance — where  we  are  as  crisis  decade  ends 

Irving  Williams,  III,  MD 


The  concept  of  physicians’  profes- 
sional liability  insurance  is  not  new; 
coverage  was  always  optional — until 
Act  111  became  effective  January 
1976,  that  is.  Physicians  practicing 
medicine  in  the  Commonwealth  now 
are  required  by  law  to  carry  profes- 
sional liability  insurance  as  a condi- 
tion to  maintaining  medical  licensure. 

As  a result  of  that  legislative  man- 
date and  an  increased  number  of  com- 
panies willing  to  write  professional  li- 
ability insurance,  physicians  have 
been  bombarded  with  insurance  ter- 
minology. Understandably,  confusion 
has  resulted  as  to  what  is  necessary  to 
comply  with  the  law  and  what  is  ade- 
quate coverage  for  the  typical  medical 
practice. 

Under  Act  111,  physicians  conduct- 
ing the  major  part  of  their  practices  in 
Pennsylvania  must  obey  these  rules. 

1.  Cany  basic  limits  of  $100,000  per 
occurrence/$300,000  annual  aggre- 
gate (the  limits  which  must  be  offered 
by  all  companies  writing  this  physi- 
cian coverage  in  Pennsylvania).  The 
basic  limits  are  satisfied  either  by  an 
occurrence  or  by  a claims-made  policy. 
While  the  two  types  of  coverage  are  in 
effect,  the  physician  is  covered  for  any 


Students  at  Hershey  Medical  School 
have  been  receiving  formal  instruc- 
tion on  the  mechanics  of  medical  or- 
ganizations. The  elective  course  is  of- 
fered to  sophomores  and  is  conducted 
primarily  by  PMS  staff. 

In  its  four  morning  sessions,  the 
course  covers  such  topics  as  PMS  bene- 
fits, communications,  the  county  med- 


claims  reported  arising  from  services 
provided  during  the  policy  period.  A 
company’s  responsibility  with  respect 
to  coverage  for  claims  reported  after 
termination  of  the  policy  differs  with 
the  type  of  policy.  With  the  occurrence 
coverage,  a physician  continues  to  be 
covered  for  any  claims  which  are  the 
result  of  services  provided  during  the 
policy  period  even  if  they  are  reported 
after  cancelling  the  occurrence  policy. 
With  the  claims-made  coverage,  a 
physician  must  purchase  a reporting 
endorsement  ("tail”)  to  be  covered  for 
any  claims  arising  out  of  services  ren- 
dered during  the  policy  period  which 
are  reported  after  cancelling  the 
claims-made  policy.  Physicians  who 
terminate  claims-made  policies  but 
continue  to  practice  medicine  in  Penn- 
sylvania, must  purchase  a Reporting 
Endorsement  to  remain  in  compliance 
with  the  law;  and 

2.  Participate  in  the  Medical  Pro- 
fessional Liability  Catastrophe  Loss 
Fund  (CAT  Fund)  which  provides 
excess  limits  of  $1  million  per  oc- 
currence^ million  annual  aggre- 
gate. The  CAT  Fund  is  maintained  by 
surcharges  levied  upon  all  health  care 
providers,  not  to  exceed  10  percent  of 


ical  society,  health  organizations, 
practice  management,  specialty 
societies,  medical  economics,  legisla- 
tive programs,  and  organized  medi- 
cine. 

Presently,  the  program  is  confined 
to  students  at  Hershey,  but  efforts  are 
being  made  to  carry  the  course  to  stu- 
dents at  other  medical  schools. 


the  premium  paid  by  the  providers  for 
basic  coverage.  Its  director  is  autho- 
rized to  reduce  the  surcharge  if  the 
total  Fund  exceeds  $15  million  and 
after  payment  of  claims  and  expense 
at  the  end  of  a calendar  year.  In  1978 
and  1979,  no  surcharge  was  levied 
since  the  Fund  was  at  a $15  million 
level.  Given  the  increasing  number  of 
claims  flowing  into  the  arbitration 
system,  some  of  which  no  doubt  will 
result  in  payouts  in  excess  of  $100,000, 
it  is  possible  that  the  Fund  will  require 
further  surcharge  contributions  from 
health  care  providers  in  1980.  In  a 
year  that  the  surcharge  is  levied,  each 
company  bills  its  insureds  and  remits 
payment  on  their  behalf  to  the  Fund. 
Your  basic  limits  policy  will  indicate 
that  the  excess  coverage  is  effective  on 
your  behalf. 

Some  physicians  have  asked 
whether  combined  basic  and  excess 
limits  of  $l,100,000/$3,300,000  are 
sufficient.  Although  there  are  no  hard 
data  to  answer  that  question  the  in- 
surance industry,  the  Insurance  De- 
partment, and  others  have  held  that 
purchasing  "excess”  insurance  cover- 
age over  and  above  the  combined 
limits  provided  by  physicians’  basic 
coverage  and  the  Catastrophe  Loss 
Fund  serves  mainly  the  interests  of 
the  plaintiffs’  bar. 

The  rationale  underlying  this  posi- 
tion stems  from  the  belief  that  plain- 
tiffs’ attorneys  tend  to  adjust  their 
sights  to  whatever  the  market  will 
bear.  Because  of  the  limits  prescribed 
by  Act  111,  most  practicing  physicians 
have  eliminated  from  their  individual 
insurance  portfolios  the  "excess”  or 
"umbrella”  policies  which  once  were 
considered  essential.  This  situation 
seems  to  have  had  a moderating  effect 
on  the  amounts  requested  by  plain- 
tiffs’ attorneys  in  malpractice  cases. 

Under  Act  111  it  does  not  appear 
that  trends  are  developing  in  Penn- 
sylvania to  indicate  that  awards  for 
malpractice  cases  are  likely  to  climb 
beyond  the  $1  million  mark. 


Dr.  Williams,  chairman  of  the  PMS 
Commission  on  Professional  Liability 
Insurance  is  from  Lewisburg. 


Medical  students  study  professional  organizations 
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They’re  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 
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It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 
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DESCRIPTION:  Methyltestoslerone  is  1 7/f-Hydroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
slerone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3.  Impotence  due  to 
androgenic  deficiency  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric. 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
eiaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  lor  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  laundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg., 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R.  B 
Greenblatt, M.D  ; R. Witherington.l M.D  ;l. B Sipahioglu, 
M.D.:  Hormones  lor  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy.  Sept.  1976 
SUPPLIED:  5,  10,  25  mg  in  bottles  of  60,  250  Rx  only 


When  - 

impotence 

is  due  to! androgenic  deficiency. 

J\ndroid5I10  25 

Methyltestosterone  U.S.P  Tablets 

A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric  /eunuchoidism,  eunuchism /post-  puberal  cryptorchidism. 


Write  for  new  double-blind  study  reprints  and  samples. 

( BROlVJJI  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


MDs  in  the  news 


Edward  R.  Burka,  MD,  FACP,  has 
been  appointed  deputy  Army  surgeon 
general  for  mobilization  and  promoted 
to  brigadier  general  in  the  United 
States  Army  Reserve.  Dr.  Burka  is  a 
professor  of  medicine  at  Jefferson 
Medical  College  and  director  of  the 
Pennsylvania  State  Comprehensive 
Sickle  Cell  Center  at  that  institution. 

Jan  Schneider,  MD,  chairman  of  the 
department  of  obstetrics  and  gynecol- 
ogy at  the  Medical  College  of  Pennsyl- 
vania, has  been  elected  president  of 
the  Philadelphia  Neonatal  Society. 
Dr.  Schneider  also  is  program  chair- 
man of  the  Obstetrical  Society  of 
Philadelphia. 

Robert  Fuisz,  MD,  Bethlehem, 
earned  an  Emmy  award  for  outstand- 
ing program  achievement  for  the  med- 
ical show,  Lifeline.  Two  years  ago,  Dr. 
Fuisz  won  an  Emmy  for  his  pilot  show 
of  The  Body  Human.  Dr.  Fuisz  and  his 
brother  Richard  Fuisz,  MD,  are  co- 
founders and  owners  of  Medcom  Co., 

; the  firm  that  co-produced  The  Body 
Human  and  Operation  Lifeline. 

Harry  Prystowsky,  MD,  provost  of 
Penn  State’s  Milton  S.  Hershey  Medi- 
cal Center  and  dean  of  the  College  of 
Medicine,  has  been  named  to  a newly 
created  seat  on  the  President’s  Admin- 
istrative Policy  Council,  (PAPC).  The 
group  is  the  top  administrative  advi- 
sory group  to  Dr.  John  W.  Oswald, 
university  president. 


Francis  J.  Trunzo,  MD,  Punxsutaw- 
ney,  was  honored  by  members  of  the 
Princess  Marie  Lodge  at  its  48th  An- 
niversary banquet.  Dr.  Trunzo  re- 
ceived a plaque  in  recognition  of  his 
"devoted  and  loyal  service  toward  the 
betterment  of  our  community  through 
his  practice  of  medicine.”  Dr.  Trunzo 
began  his  medical  practice  in 
Punxsutawney  in  the  1930s  and  ac- 
tively has  been  involved  in  patient 
care  since  that  time. 

Past  president  of  the  American  Medi- 
cal Association,  James  Z.  Appel, 
MD,  has  been  named  a Distinguished 
Pennsylvanian  by  the  William  Penn 
Committee.  The  Committee,  a group 
of  government,  education,  civic,  busi- 
ness, and  industrial  leaders,  selected 
50  Pennsylvanians  for  their  years  of 
outstanding  contributions  to  the 
Commonwealth. 

The  hundreds  of  people  in  Millersville 
and  surrounding  communities  who 
have  benefited  from  the  medical  ex- 
pertise of  Clyde  Musselman,  MD, 
have  declared  a "Dr.  Clyde  Mussel- 
man  Appreciation  Day,”  to  honor  their 
beloved  practitioner.  Dr.  Musselman 
has  been  practicing  in  Millersville  for 
over  40  years. 

Edward  C.  Lutton,  MD,  recently  re- 
ceived a plaque  and  pin  recognizing 
his  50  years  of  service  in  the  medical 
profession.  Dr.  Lutton  was  honored  by 
Butler  County  Memorial  Hospital  and 
the  Pennsylvania  Medical  Society. 


Aging:  Its  history  and  literature  is  a 
newly  published  volume  of  161  pages 
containing  a resume  of  the  history  of 
aging;  a list  of  one  hundred  distin- 
guished works  on  aging,  old  age,  and 
the  aged;  the  historiography  of  the 
subject;  and  a record  of  the  world’s 
journals  on  aging.  Joseph  T.  Free- 
man, MD,  former  chairman  of  the 
PMS  Commission  on  Geriatrics  and 
member  of  the  Commission  on  Scien- 
tific Education,  is  the  author  of  the 
book. 

The  American  Cancer  Society  be- 
stowed its  highest  national  award  for 
division  service  to  J.  Mostyn  Davis, 
MD,  Shamokin.  Dr.  Davis  received 
the  National  Bronze  Medal  for  his 
long-time  involvement  with  the  Soci- 
ety. He  is  currently  chairman  of  the 
Target  Five  Committee  and  a member 
of  the  finance  committee. 

The  Governor’s  Committee  on 
Employment  of  the  Handicapped  has 
named  Phillip  Ashman,  MD,  Physi- 
cian of  the  Year.  Dr.  Ashman  is  a med- 
ical consultant  and  amputee-clinic 
chief  at  the  Hiram  C.  Andrews  Center, 
Johnstown.  Dr.  Ashman’s  innovative 
techniques  and  procedures  have  ad- 
vanced the  state  of  the  art  of  rehabili- 
tation of  the  handicapped. 

Joseph  R.  Sabo,  MD,  has  been 
named  chief  of  the  medical  staff  at 
Miners  Hospital.  Dr.  Sabo  received  his 
medical  degree  from  Hahnemann 
Medical  College  and  Hospital. 


Fredric  D.  Burg,  MD,  has  been  ap- 
pointed associate  dean  for  academic 
programs  at  the  University  of  Penn- 
sylvania School  of  Medicine.  Dr.  Burg 
will  be  responsible  for  the  school’s  ed- 
ucational programs  and  its  research  in 
medical  education. 

Trained  as  a pediatrician,  Dr.  Burg 
brings  extensive  experience  in  medi- 
cal education,  research,  and  clinical 
practice  to  his  new  post.  In  his  early 
medical  career,  Dr.  Burg  focused  on 
preventing  accidents  and  injuries  to 
children.  Also,  he  participated  in  the 


national  Public  Health  Service. 

Dr.  Burg  coordinated  the  develop- 
ment of  "Foundations  for  evaluating 
competency  of  pediatricians.”  This 
document  established  a framework  for 
competency  tests  for  residents  trained 
in  pediatrics  to  merit  Board  certifica- 
tion. Dr.  Burg’s  work  contributed  to 
pediatrics  becoming  one  of  the  first 
specialties  with  these  types  of  stan- 
dards. 

Since  1977  Dr.  Burg  has  served  as 
vice  president  of  the  National  Board  of 
Medical  Examiners. 
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For  years,  you’ve  developed  your  professional 
skills  and  your  practice.  Your  staff  consists  of 
top  professionals.  We  understand. 


We've  worked  with  the  Medical  Profession  in 
many  capacities.  With  this  experience,  we’ve 
developed  a complete  financial  and  patient  care 
computerized  accounting  system. 


We  both  know  there  are  many  similarities  in 
practices.  On  the  other  hand,  no  two  practices 
are  alike. 


Was 


ASSOCIATION  WITH 


THE  ALTERNATIVE  TO 
PRIVATE  PRACTICE 

As  the  largest  contract  emergency  medicine 
group  in  the  Nation,  we  offer  opportunities 
from  coast  to  coast.  Typically,  a physician  as- 
sociated with  PPG  works  approximately  48 
hours  per  week,  is  free  of  on-call  responsi- 
bilities, and  earns  an  attractive  income  based 
on  personal  and  departmental  productivity 
(e.g.  fee  for  service).  A wide  variety  of  practice 
opportunities  in  both  rural  and  urban  loca- 
tions are  presently  available.  Patient  volumes 
range  from  5,000  to  60,000  visits  annually.  To 
discuss  why  an  increasing  number  of  physi- 
cians are  finding  association  with  PPG  a re- 
warding alternative  to  private  practice,  send 
your  credentials  in  complete  confidence  to: 
Mr.  Joseph  Woddail  at  the  address  below  or 
call,  toll  free.  1-800-325-3982. 

PHYSICIAN  PLACEMENT  GROUP 
970  Executive  Parkway 
St.  Louis,  Missouri  63141 


. call,  tol 

PHYS 


Therefore,  our  programs  have  been  designed  to 
permit  tailoring  to  your  specific  needs. 


Sound  unbelievable?  Why  not  call  us  and  see  for 
yourself?  Then  check  our  references. 


Comprehensive  financial  data?  Yes!  Why  not  for 
quality  of  care  too? 


Electronic  Data  Associates,  Inc. 

65  NORTH  5TH  STREET 
LEM0YNE  PA.  17043 
717-761-6752 


Musculoskeletal  diagnostics  & treatment 
towards  a more  rational  perspective 
Palm  Springs,  California 
February  21-23,  1980 

Cosponsored  by 

The  American  Academy  of  Physical  Medicine 
and  Rehabilitation 
and 

The  Eisenhower  Medical  Center 

Approved  for  17  hours  of  Category  I Continuing  Medical 
Education,  CMA  & AMA.  Course  content  will  include: 
soft  tissue  techniques;  joint  mobilization  & manipulation 
techniques;  thermography;  electromyography;  cinear- 
thrography;  and  gravity  lumbar  reduction  traction. 

Workshops  are  scheduled  to  provide  a "hands  on" 
learning  experience. 

Course  Director:  Paul  H.  Goodley,  M.D. 
Faculty 

Dan  Brzusek,  D.O.  John  Mennell,  M.D. 

Paul  H.  Goodley,  M.D.  Michael  Patterson,  Ph.D. 

Ernie  Johnson,  M.D.  Walter  J.  Treanor,  M.D. , F.  A. C.P. 
Ronald  Katz,  M.D.  Arlene  Westley,  M. A.,  F.F.C.C. 
Lillian  Grant,  Nutritionist 

FEE:  $200.00.  Respond  to:  Paul  H.  Goodley,  M.D.,  Pain 
Diagnostics  & Rehabilitation  Institute,  2210  W.  3rd  St., 
Los  Angeles,  CA  90057.  (Early  registration  is  urged. 
Limited  enrollment  due  to  the  height  of  the  Palm 
Springs  season.) 


Sports  injuries  on  the  local  level 


J.  Joseph  Danyo,  MD 

America  is  in  the  midst  of  a sports 
craze.  All  decades  of  citizens  seem  to 
be  caught  up  in  the  mania  and  the 
emergence  of  the  fair  sex  has  in- 
creased the  activist  group.  The 
plethora  of  sports  publications  and  the 
mass  media  exposure  have  furthered 
the  thirst  for  involvement. 

Not  unexpectedly,  local  practition- 
ers are  deluged  with  assorted  sports 
injuries.  Many  sports  elicit  similar 
medical  complaints.  To  be  sure,  each 
activity  may  involve  specific  problems 
and  mechanisms  of  injuries,  but  a de- 
tailed dissection  of  each  type  of  injury 
would  be  beyond  the  scope  of  this 
paper.  This  paper  proposes  to  address 
the  common  manifestations  of  sport- 
ing. 

Overview 

Proper  conditioning  is  the  pre- 
requisite for  maintaining  an  athlete’s 
health.  Too  many  athletes  ignore  this 
aspect.  It  requires  hard  work,  time, 
attention  to  proper  nutrition,  and  it  is 
boring.  Many  post-high-schoolers  drift 
to  athletics  for  more  social  reasons. 
Times,  points,  and  other  parameters  of 
achievement  offer  good  fodder  over  a 
brew  or  two. 

Lower  leg 

One  of  the  most  common  sites  of 
symptomatology  is  the  foot.  Not 
enough  attention  is  afforded  to  proper 
fitting  and  appropriate  shoe  wear. 

The  shoe  industry  is  becoming  ex- 
tremely biomechanically  oriented. 
The  appetite  for  leisure  sports  makes 
it  profitable  to  offer  a variety  of  attrac- 
tive and  beneficial  footwear.  Hereto- 
fore the  financial  incentive  did  not 
exist.  For  joggers  alone,  the  selection 


Dr.  Danyo  is  an  orthopedic  surgeon  in 
York.  An  active  member  of  the  State 
Society  for  many  years,  Dr.  Danyo 
served  as  chairman  of  the  Council  on 
Medical  Economics  until  his  election 
as  trustee  for  the  Fifth  Councilor  Dis- 
trict at  the  recent  meeting  of  the  PMS 
House  of  Delegates. 


is  staggering. 

It  behooves  the  physician  to  become 
acquainted  with  the  offerings.  Many 
nagging  foot  complaints  can  be  treated 
by  addressing  this  aspect. 

Metatarsalgia  is  extremely  com- 
mon. High  arches  often  are  noted. 
Pain  is  present  under  the  middle 
metatarsal  heads.  Clawing  of  the  toes 
accompanies  cavus.  Hard  corns  over 
the  PIP  joints  follow.  Custom  molded 
foot  appliances  are  helpful  in  most  in- 
stances. Pronated  and  "normal”  feet 
are  not  immune  to  metatarsalgia. 

The  polypropylene  molds  add  con- 
siderably to  the  treatment  of  foot  pain. 
This  mechanism  promotes  better  con- 
trol of  heel  pronation. 

Many  buffs  suffer  from  painful 
heels,  plantar  fasciitis,  spring  liga- 
ment strains,  midfoot  and  metatar- 
sophalangeal synovitis,  and  assorted 
pressure  phenomena. 

A careful  history,  physical  exami- 
nation, x-rays,  and  observation  of  the 
patient’s  gait  can  pinpoint  the  etiology 
fairly  accurately.  Unlike  most  other 
devices,  the  plastic  foot  appliances 
need  constant  monitoring  and  weight 
reloading  as  foot  surface  time  in- 
creases. 

Complaints  of  heel  pain  present 
daily.  The  much  heralded  spur  is  not 
the  usual  cause.  A worn  out  heel  cush- 
ion due  to  dissolution  of  the  septae  is 
more  often  the  culprit.  This  calls  for  a 
"heel  relief’  built  into  the  foot  mold  so 
that  weight  is  distributed  to  the 
sides — away  from  the  plantar-most 
aspect  of  the  calcaneus.  Often  a Vz-% 
inch  posterior  heel  wedge  is  added  to 
recalcitrant  cases.  Sometimes,  a long 
acting  steroid  preparation  is  barbit- 
aged  into  the  most  tender  area.  This 
should  be  done  judiciously  and  only 
after  the  other  measures  have  failed. 

Sudden  pain  and  swelling  over  the 
middle  metatarsals  should  suggest  a 
stress  fracture.  Initially  x-rays  will  be 
normal.  A few  weeks  later,  a circle  of 
callus  about  a metatarsal  shaft  con- 
firms a fatigue  break.  Resting  the  part 
suffices. 


An  inversion  thrust  of  an  ankle  can 
cause  a Jones  fracture  (base  of  the  lit- 
tle metatarsal).  A conventional  ban- 
dage wrap  and  walking  with  a flat-foot 
strike  until  tenderness  abates  is  or- 
dinarily adequate  treatment.  Play 
should  not  be  resumed  until  tender- 
ness abates. 

The  same  mechanism  of  inverting 
the  ankle,  overtreading  to  the  athlete, 
may  tear  the  lateral  ligaments. 
Usually  this  amounts  to  swelling  and 
tenderness  about  the  anteromedial 
surface  of  the  fibular  malleolus.  This 
is  the  origin  of  the  anterior  talofibular 
ligament.  Tenderness  at  the  inferior 
tip  of  this  malleolus  relates  to  the  cal- 
caneal fibular  ligament.  Ankle  sta- 
bility must  be  determined  at  the  time 
of  initial  evaluation.  A stress  x-ray  is 
standard  procedure. 

A mild  ankle  sprain  merits  immedi- 
ate ice  application  and  compressive 
wrapping.  The  patient  may  ambulate 
with  full  weight  bearing  on  the  af- 
fected limb.  In  a few  days,  moist  heat 
and  range  of  motion  are  added  to  speed 
the  healing  process.  Here  again,  the 
absence  of  tenderness  signifies  heal- 
ing. Casting  ordinarily  is  not  required 
for  mild  to  moderate  sprains. 

Unstable  sprained  ankles  demand 
orthopedic  evaluation  and  considera- 
tion for  quick  ligamentous  repair. 
Fractured  ankles  need  orthopedic  at- 
tention for  often  times  "simple  breaks” 
can  turn  into  disasters. 

Shin  splints  pose  a painful  and  often 
disabling  problem  to  the  athlete  whose 
legs  are  out  of  shape.  Preseason  gruel- 
ing practices  cause  an  abundance  of 
clientele  with  this  diagnosis.  The 
etiology  is  swelling  of  the  muscles  in 
the  tight  anterior  compartment  of 
the  lower  leg.  Rest,  elevation,  and 
shortened,  less  intense  sessions  allow 
the  athlete  to  overcome  this  problem. 

Failing  to  follow  the  physician’s  ad- 
vice may  result  in  an  anterior  com- 
partment syndrome  with  necrosis  of 
the  muscles  contained  therein.  Then, 
the  physician  must  resort  to  a prompt 
decompressive  fasciotomy. 
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Knee 

Injuries  to  the  knee  can  be  difficult 
to  rectify.  Even  in  the  best  hands,  a 
return  to  normal  function  often  is  not 
possible.  The  mechanism  of  injury  and 
the  biomechanics  of  the  lower  ex- 
tremities are  considered  in  the  diag- 
nosis and  treatment.  Treatment  pro- 
grams are  legion.  A sound  knowledge 
of  anatomy  is  essential. 

Medial  ligament  strains  result 
when  the  foot  is  fixed  and  the  tibia 
rotates  externally  and  is  accompanied 
by  a femur  that  turns  inward.  A "clip” 
in  football  is  classic.  Further  torque 
may  rupture  both  the  superficial  and 
the  deep  components  of  this  ligament. 
Additionally  the  medial  meniscus 
may  tear  loose  from  both  the  coronary 
ligaments  that  attach  it  to  the  tibia 
and  the  medial  ligament  fibers.  Some- 
times the  anterior  cruciate  ligament 
suffers  rupture  via  continuation  of  the 
same  force. 

Quadriceps  tension  and  pain  may 
not  allow  accurate  initial  assessment. 
X-rays  often  are  normal.  Do  not  hesi- 
tate to  examine  under  general  anes- 
thesia and  perform  arthroscopy  to  ar- 
rive at  an  accurate  diagnosis.  Time  is 
an  important  element.  Also,  check  the 
arterial  and  neurological  status  of  the 
limb.  On  occasion,  a dislocated  knee 
can  spontaneously  reduce  hiding  a 
lacerated  popliteal  artery.  Immediate 
arteriography  is  recommended  when 
there  is  any  suspicion  of  arterial  com- 
promise. 

Isolated  tears  of  the  medial  menis- 
cus are  common.  They  predominate 
over  lateral  meniscus  injuries  by  a 
ratio  of  8:1.  Tenderness,  buckling,  and 
clicking  can  be  caused  by  other  en- 
tities as  well.  Before  meniscectomy, 
except  in  cases  of  a locked  knee,  ar- 
thrography or  arthroscopy  should  be 
conducted.  Nationwide  far  too  many 
meniscectomies  are  performed. 

The  meniscus  provides  a valuable 
shock  absorption  mechanism.  Re- 
moval results  in  joint  space  narrow- 
ing; degenerative  arthritis  often  en- 
sues. A small  fibrocartilage  forms 
post-meniscectomy  but  it  is  a minia- 
ture version.  Females  develop  com- 
paratively rapid  degenerative  ar- 
thritis following  meniscectomy;  this 
peculiarity  in  women  is  not  well  un- 
derstood. 

Patellar  dislocations  are  common  in 
young  athletes,  especially  females. 


Women  tend  to  have  smaller  patellae. 
Patellofemoral  tracking  difficulties 
are  probably  the  most  common  cause 
of  knee  pain  in  females.  Quadriceps- 
strengthening exercises  usually  suf- 
fice as  treatment  following  a period  of 
immobilization  for  the  acute  problem. 
Patellar  tendon  relocation  is  used  in 
cases  of  chronic  subluxation  or  dislo- 
cation. 

Anserine  bursitis  is  encountered  in 
the  middle-age  group.  This  refers  to 
point  tenderness  at  the  insertion  of  the 
satorius,  semitendinosis,  and  gracilis 
along  the  upper  medial  tibia. 

Hip 

The  most  common  hip  complaint 
of  an  athlete  is  trochanteric  bursitis. 
This  responds  quite  readily  to  steroid 
injection  into  the  greater  trochanteric 
bursa. 

Adductor  strains  and  hip  pointers, 
tenderness  over  the  anterior  superior 
spine,  are  problems  frequently  en- 
countered. The  growing  athlete  may 
avulse  a portion  of  the  epiphysis  of  the 
ilium.  Rest  for  the  latter  is  the  treat- 
ment of  choice. 

Spine 

Lumbar  strains  remain  high  on  the 
list  of  spinal  complaints  in  any  age 
group.  The  diagnosis  can  be  made  eas- 
ily after  analyzing  the  usual  history, 
physical  examination,  and  x-rays. 
Rest,  mild  analgesia,  and  later  a 
period  of  flexion-extension  exercises 
generally  suffice.  Only  the  unusual 
case  requires  a muscle  relaxant.  Most 
people  with  low  back  pain  do  not  have 
spasm. 

Protracted  and/or  recurrent  lumbar 
pain  should  make  one  consider 
myelography. 

Compression  fractures  of  the  spine 
occur  in  any  age  group.  All  spinal 
problems  should  be  x-rayed.  Often 
trivial  trauma  results  in  fracture.  The 
thoracolumbar  junction  is  the  usual 
site  for  spinal  fractures  in  the  athlete. 
Abstinence  from  activities,  bracing, 
and  serial  follow-up  form  the  regimen 
except  in  the  unusual  case  of  neurolog- 
ical deficit.  Admission  to  the  hospital 
and  close  observation  are  mandatory 
in  these  cases. 

Shoulder 

Blunt  trauma  from  falls  and  direct 
contact  lead  to  contusions  about  the 


shoulder.  This  is  a painful  condition. 
Immediate  use  of  ice,  employment  of  a 
sling  for  a few  days,  appropriate 
analgesic,  and  early  shoulder  motion 
represent  standard  treatment. 

Acromioclavicular  separations  rank 
high  on  the  list  of  acute  shoulder  inju- 
ries. A complete  separation  should  be 
addressed  surgically.  Less  than  com- 
plete disruption  can  be  handled  con- 
servatively. Here  again,  the  absence  of 
pain  and  tenderness  indicate  healing. 

Acute  dislocations  must  be  reduced 
immediately.  Before  reduction,  the 
autonomous  zone  of  the  axillary  nerve 
(located  about  two  inches  below  the 
acromion)  and  the  radial  and  ulnar 
pulses  at  the  wrist  must  be  checked, 
for  axillary  nerve  and  axillary  artery 
injury  can  result  from  a dislocation. 
Following  reduction,  a repeat  ap- 
praisal is  made. 

Shoulder  dislocations  are  immo- 
bilized for  three  weeks.  Three-time 
dislocaters  should  have  surgical  re- 
construction. 

Elbow 

No  discussion  of  sports  trauma  is 
complete  without  reviewing  tennis 
elbow.  Despite  the  fact  that  most  ten- 
nis elbows  occur  in  non-athletic  partic- 
ipants, media  reporting  has  singled 
out  this  condition. 

There  are  various  types  of  tennis 
elbow.  Lateral  epicondylitis  is  the 
most  common.  A combination  of  lat- 
eral epicondylitis  and  radiohumeral 
bursitis  is  the  most  difficult  to  treat. 

Presumably  tennis  elbow  is  a tear  in 
the  fibers  of  origin  of  the  forearm  ex- 
tensor musculature.  In  the  few  cases 
that  go  on  to  surgery,  however,  a tear 
is  rarely  found.  Treatment  includes 
rest  of  the  part,  aspirin,  and  later 
progressive  resistance  exercises  to 
strengthen  the  forearm  muscles.  The 
tennis  player  with  repeat  difficulty 
also  should  consider  outside  analysis 
of  technique  and  changing  rackets. 
Some  cases  merit  infrequent  steroid 
injection  as  well. 

Summary 

Sports  enthusiasm  in  America  is  a 
welcome  form  of  healthy  recreation. 
Yet,  as  popularity  for  sports  increases, 
so  do  sports  injuries. 

A plea  for  better  conditioning  and 
education  of  the  dedicated  athlete  of 
any  age,  as  well  as  the  Sunday  jock, 
will  lead  to  less  insults  to  the  body.  □ 


24 


Pennsylvania  Medicine,  December  1979 


■nqnpjp'  n ijijwb| 

Pediatric  Drops 


100  mg. /ml. 
10-ml.  size 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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PRACTICE  MEDICINE 
NOT  MANAGEMENT 

The  Data-Med  Practice  Management  System  puts  a profes- 
sional partner  in  your  office.  It  is  a complete  means  of  han- 
dling the  clinical  and  financial  records  of  a modern  practice. 

If  your  office  is  victimized  by  slow  cash  flow,  multiple  entries  of 
the  same  information,  slow  turnaround  on  third-party  billing, 
etc.— the  Data-Med  system  is  prescribed.  Data-Med  was  de- 
signed by  a practicing  surgeon,  in  conjunction  with  data- 
processing  professionals.  If  follows  the  normal  work  patterns 
of  your  office. 

Data-Med's  mini-computer  fits  easily  into  your  office.  No  spe- 
cial programming  training  is  reguired  for  your  staff;  the  system 
is  designed  to  guide  your  personnel  through  all  needed  func- 
tions—RESULTS:  timely  completion  ot  all  “paperwork”.  The 
Data-Med  system  automatically  completes  all  ot  the  fol- 
lowing: 


Health  insurance  carrier  billing 
by  forms  or  electronic  media. 
Insurance  carrier  patient  information 
request  forms. 

Patient  receipts. 

Patient  appointment  notices. 

Patient  ledger. 

Patient  statements. 

Statistical  records  of  all  patient 
services. 

Daily  cash  flow  summaries. 

Analyses  of  practice  income. 


In  addition  to  patient  and  statistical 
information,  the  Data-Med  Practice 
Management  System  also  will  handle 
these  functions: 

Doctor's  earnings  records. 

Payroll  records. 

Government  reports. 

Checkbook  register. 

■ All  general  ledger  functions. 

Income  statements. 

Balance  sheets. 


CONTACT1  PROFESSIONAL  MANAGEMENT  SYSTEMS  • 103  Sunset  Avenue  • Harrisburg,  PA  17112 

(717)  652-3152  • (717)  569-8328 
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ZYLOPRIM 

the  original  (allopunnol) 

100  and  300  mg 


Scored  Tablets 


The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Glaucoma:  Up-to-date 

Annual  Conference 

of  the 

Glaucoma  Service  of  the 
Wills  Eye  Hospital 

To  be  held  in  the  new  Wills  Eye  Hospital 
June  6-7,  1980 
Faculty 

Irving  H.  Leopold,  M.D.  Robert  N.  Shaffer,  M.D. 
Peter  G.  Watson,  M.D.  George  L.  Spaeth,  M.D. 

Members  of  the  Glaucoma  Service  Staff  of  the  Wills  Eye 
Hospital 

Dr.  Robert  N.  Shaffer  will  present  the  Edmund  B.  Spaeth 
Lecture 

Reserve  this  date  now. 

For  further  information  please  contact: 

Kenneth  Benjamin,  M.D. 
do  Glaucoma  Service 
Wills  Eye  Hospital 
1601  Spring  Garden  Street 
Philadelphia,  Pa.  19130 
(215)  972-6380 

Cosponsored  by  Jefferson  Medical  College  and  the  Pennsylva- 
nia Academy  of  Ophthalmology  and  Otolaryngology 


Hospice  fills  need  for  care  of  terminally  ill  patients 

Scott  Goodman 


The  hospice  concept  is  the  culmina- 
tion of  efforts,  both  in  the  United 
States  and  Europe,  to  address  the 
issue  of  appropriate  care  for  the  ter- 
minally ill  patient.  The  hospice  adds  a 
new  dimension  to  our  health  care  de- 
livery system  and  the  services  it  offers. 
In  the  past,  the  system  was  oriented  to 
providing  services  to  patients  who 
would  recover  from  disease  when 
treated. 

This  system  and  its  personnel  are  ill 
equipped  to  address  the  needs  of  ter- 
minally ill  patients  in  their  last  stages 
of  life. 

What  does  the  hospice  offer? 

Hospice,  in  general  definitive  form, 
is  a program  of  continuing  home  and 
inpatient  care  for  the  terminally  ill 
patients  and  their  families.  A hospice 
program  provides  palliative  and  sup- 
portive care  to  fulfill  the  special  needs 
accompanying  the  physical,  emo- 
tional, spiritual,  social,  and  economic 
stresses  experienced  during  the  final 
stages  of  illness,  during  dying,  and 
during  bereavement.  This  care  is 
available  24  hours  a day,  seven  days  a 
week,  and  is  provided  on  the  basis  of 
need  regardless  of  ability  to  pay. 

Where  did  the  hospice  originate? 

The  first  hospice  programs  origi- 
nated in  Europe,  primarily  on  the 
British  Isles.  Since  then,  organized 
hospice  programs  have  flourished  in 
England,  to  the  point  where  annual 
budgets  for  some  programs  approach 
$1  million  per  year. 

How  are  hospices  organized? 

Organized  hospice  programs  have 
spread  throughout  the  U.S.  in  various 
forms.  Church  related  groups,  hospi- 
tals and  related  groups,  and  long-term 
care  facilities  have  organized  most  of 
our  hospice  programs.  Each  hospice 
differs  with  regard  to  organization, 
structure,  and  financial  situation.  At 
least  five  basic  types  of  hospice  pro- 
grams can  be  recognized  upon  exami- 
nation of  our  nationwide  programs: 

1.  Free-standing  facility  with  no 


Mr.  Goodman  is  staff  assistant  for  the 
PMS  Council  on  Medical  Economics. 


hospital  affiliation. 

2.  Free-standing  facility  with  a 
hospital  affiliation. 

3.  Special  hospice  unit  within  a 
hospital. 

4.  Hospice  team  operating  within  a 
hospital. 

5.  Home  care  only. 

What  is  the  physician’s  role? 

Basically,  the  physician  in  a hospice 
program  is  a source  of  direction.  Ac- 
tivities of  a participating  physician 
may  include: 

1 . Initial  interview  with  the  family. 

2.  Physical  examination  of  the  pa- 
tient. 

3.  Monitoring  of  symptoms  control. 

4.  Counseling  the  patient  and  fam- 
ily- 

5.  Sharing  medical  information 
with  the  family. 

The  physician-directed,  nurse  coor- 
dinated staff  also  may  include  psychi- 
atrists, social  workers,  and  home 
health  aides.  These  licensed  and  cer- 
tified personnel  usually  are  helped  by 
staff  volunteers  who  are  trained  for 
hospice  work.  These  volunteers  aid  the 
patients  and  their  families  by  per- 

Report  problems  toll-free 

Health  care  professionals  now  can 
dial  a toll-free  telephone  number  to 
report  problems  with  drugs,  medical 
devices  and  in  vitro  diagnostic  prod- 
ucts. The  number  is  800-638-6725  (in 
Maryland,  call  collect  (301)  881-0256). 

The  Food  and  Drug  Administration 
encourages  health  professionals  to  re- 
port: 

• hazardous  or  potentially  hazardous 
products; 

• product  mislabeling  or  improper 
labeling; 

• incomplete  or  confusing  instruc- 
tions; 

• erroneous  information; 

• performance  failures; 

• non-sterile  products; 

• packaging  errors; 

• defective  components; 

• quality  control  proolems;  and 

• any  factor  affecting  the  safety  and 
efficacy  of  a product. 

These  problem  reports  help  FDA 


forming  household  duties  and  helping 
them  adjust  to  their  situations. 

How  is  hospice  financed? 

Financing  hospices  varies  with  the 
location  of  the  programs.  Some  hospice 
programs  are  free  to  the  patient;  they 
operate  on  a completely  volunteer 
basis,  relying  primarily  on  donations 
and  grants  for  operation.  Other  pro- 
grams may  be  reimbursed  by  medicare 
or  Blue  Cross  for  providing  a certain 
level  of  services,  such  as  skilled  nurs- 
ing. Still  others  may  be  reimbursed  as 
any  other  services  in  an  acute  care 
hospital.  Reimbursement  and  funding 
is  as  specialized  to  each  hospice’s 
needs,  as  each  hospice  is  to  the  area  it 
serves. 

Overview 

Specialized  care,  community  in- 
volvement, and  an  attempt  to  provide 
better  quality  of  life  for  the  terminally 
ill  patient  distinguishes  hospice  as  a 
unique  feature  of  the  health  care  de- 
livery system. 

Currently  in  Pennsylvania,  two 
hospices  are  in  operation  and  two  are 
in  the  developing  stages. 


determine  when  a product  poses  a sig- 
nificant potential  hazard  to  health, 
sometimes  necessitating  a recall.  The 
information  also  is  used  to  detect  re- 
curring or  widespread  problems  and  to 
search  out  deficiencies  useful  in  devel- 
oping profiles  and  trends  of  manufac- 
turer and/or  product  problems  that 
might  suggest  needed  amendment  of 
performance  or  good  manufacturing 
standards. 

The  U.S.  Pharmacopeia  operates 
this  program  under  contract  with 
FDA’s  Bureaus  of  Drugs  and  Medical 
Devices.  Callers  should  be  ready  to 
provide:  their  name,  zip  code,  and 
phone  number;  product  name, 
strength,  size,  etc.;  lot  number  and  ex- 
piration date,  if  applicable  and  avail- 
able; date  purchased  and  source,  if 
known;  manufacturer’s  name  and  ad- 
dress; labeler’s  name  and  address,  if 
different  from  the  manufacturer’s;  and 
the  problem  noted. 
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NOW 

YOU  HAVE  A 
CHOICE 


...  in  purchasing  personal  professional  liability  insurance.  And, 
in  the  last  five  months,  nearly  1000  physicians  in  Pennsylvania 
have  chosen  the  Pennsylvania  Casualty  Company  for  their 
protection.  Pennsylvania  Casualty  Company  is  a wholly-owned 
subsidiary  of  the  Pennsylvania  Hospital  Insurance  Company  - 
Pennsylvania’s  largest  medical  malpractice  insurance  carrier. 

With  our  optional  programs,  we  offer  the  broadest 
coverage  available  to  physicians  in  Pennsylvania,  and 
at  competitive  rates. 

We  offer  professional  service  by  a staff  of  special- 
ists with  seasoned  experience  in  the  health  care  and 
professional  liability  insurance  fields. 

We  offer  a corporate  philosophy  that  is  dedicated 
to  the  control  and  reduction  of  the  costs  of  malprac- 
tice insurance,  and  a reduction  in  the  incidence  of 
malpractice  occurrences. 

Don't  take  our  word  for  it.  Ask  your  personal  insurance  broker  to 
advise  you  about  coverage  through  PH1CO  or  Pennsylvania  Cas- 
ualty Company.  PHICO/PCC  insures  over  200  health  care  facilities 
and  over  4,500  physicians  in  Pennsylvania. 

. . . that's  worth  looking  at ! 
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THE  LEADER  IN  PROTECTION  FOR  PENNSYLVANIA'S  HEALTH  CARE  PROVIDERS 


PENNSYLVANIA  HOSPITAL  INSURANCE  COMPANY 
PENNSYLVANIA  CASUALTY  COMPANY 

P O.  BOX  53  CAMP  HILL.  PENNSYLVANIA  17011 
TELEPHONE  (717)  763-1422 


Clinical  study 


Arthroscopy  of  the 

Phillip  J.  Marone,  MD 
David  L.  Cohen,  MD 


In  the  past  60  years,  arthroscopy  has 
developed  into  a valuable  technique 
that  can  be  used  by  any  orthopedic 
surgeon  who  is  willing  to  develop 
skills  to  use  the  arthroscope. 

The  first  endoscopic  examination  of 
the  knee  joint  was  done  by  Professor 
K.  Takagi  ofTokyo,  who  in  1918  used  a 
cystoscope  for  this  procedure.7  He  then 
developed  the  first  instrument  de- 
signed specifically  as  an  arthroscope.7 
This  first  arthroscope,  quite  crude  and 
with  no  lens  system,  presented  a very 
small  visual  field  and  thus  was  dif- 
ficult to  use. 

At  the  same  time,  Professor  E. 
Bircher,  working  in  Switzerland,  de- 
scribed his  experiences  with  "arthro- 
endoscopy”  using  a laparoscope  for  the 
inspection  of  the  knee  joint.7-8 
In  1930  Burmon,  independent  of 
Bircher,  devised  an  arthroscope  and 
used  it  to  examine  cadaver  joints. 
Between  1931  and  1934  Burmon,  Fin- 
kelstein,  and  Mayer  performed  exam- 
inations on  different  joints,  and  con- 
cluded that  the  knee  joint  was  quite 
suited  to  arthroscopic  examination. 

Although  these  early  workers  noted 
many  technical  problems  with  the  use 
and  care  of  the  arthroscope,  they  were 
optimistic  about  the  future  of  this  new 
device.5-8  Burman  even  suggested  that 
an  operative  arthroscope  might  well 
be  a possibility  in  the  future.  ’ 

Despite  the  early  enthusiastic  pub- 
lications, however,  the  level  of  interest 
in  the  western  world  diminished  con- 
siderably in  the  ensuing  years. 

In  Japan,  meanwhile,  perhaps  due 
to  the  prevalence  of  tuberculous  ar- 


Dr. Cohen  is  in  private  practice  in  York 
where  he  serves  on  the  orthopedic 
surgery  staff  of  York  Hospital.  Dr. 
Marone  is  chief  of  the  department  of 
orthopedic  surgery  and  physical  medi- 
cine at  Methodist  Hospital,  Philadel- 
phia. 


knee  joint 


thritis  and  the  severe  social  conse- 
quences of  an  ankalosed  knee  in 
the  oriental  culture,  the  interest  in 
arthroscopy  continued.  Dr.  Masaki 
Watanabe,  Takagi’s  successor,  devel- 
oped, through  trial  and  error,  a vastly 
improved  instrument.  In  1959,  the  No. 
21  arthroscope  was  perfected.  This  de- 
vice permitted  observation  of  most  of 
the  meniscus  through  a single  lateral 
infrapatellar  approach.® 

The  development  of  fiber  optic  sys- 
tems has  rendered  the  arthroscope 
easier  to  use,  and  has  added  to  its 
overall  reliability.  In  the  past  few 
years,  design  modifications  have  al- 
lowed limited  surgical  procedures 
through  the  instrument  without  hav- 
ing to  perform  a formal  arthrotomy. 

The  indications  for  arthroscopy  are 
well  described  by  Jackson  and  Abe, 
but  can  be  summarized  as  the  need  to 
examine  directly  the  interior  of  a knee 
joint  combined  with  the  reluctance  to 
perform  an  arthrotomy.  The  contrain- 
dications are  few.  In  the  case  of  a stiff 
knee  that  prevents  easy  maneuvera- 
bility of  the  arthroscope  within  the 
joint,  this  procedure  is  discouraged.  If 
the  patient  has  suffered  a recent 
hemarthrosis,  a clear  visualization  of 
the  joint  could  be  quite  difficult  and 
should  be  considered  a relative  con- 
traindication.8,9 In  addition,  it  is  ad- 
visable to  wait  at  least  four  days  fol- 
lowing arthrography,  to  insure  that  a 
reactive  synovitis  secondary  to  the 
radiographic  dye  does  not  interefere 
with  a proper  examination.9 

In  this  study  we  have  reviewed  210 
arthroscopies  performed  during  a 
three-year  period. 


Material  and  methods 

We  examined  inpatient  charts  and 
the  preoperative  outpatient  record  of 
210  patients  with  arthroscopies  of  the 
knee.  These  studies  were  performed 


between  May  of  1972  and  June  of 
1976.  The  youngest  patient  was  11, 
the  oldest  was  7 1 . The  average  patient 
age  was  32.  There  were  123  males  and 
86  females  in  the  study  group. 

Medical  records  were  analyzed  for: 
clincial  diagnosis;  surgery  con- 
templated prior  to  arthroscopy;  ar- 
throscopic diagnosis;  operative  proce- 
dure performed;  and  post  arthrotomy 
diagnosis. 

Whenever  arthrotomy  was  per- 
formed, it  was  done  with  the  same 
anesthetic  following  a separate  prep 
and  drape.  The  arthroscopy  was  per- 
formed with  either  a Watanabe  No.  21 
or  a Stortz  instrument.  The  anterolat- 
eral approach  was  routine,  but  occa- 
sionally an  additional  anteromedial 
approach  was  necessitated  by  inade- 
quate visualization  of  the  lateral  joint 
space.  The  specifics  of  the  general 
technique  are  well  described  by  other 
authors.3-7,8 

All  arthroscopies  in  this  study  were 
performed  under  general  anesthesia. 
Arthrotomy  was  performed  only  when 
the  surgeon  believed  that  the  arthro- 
scopic and  clinical  evidence  warranted 
an  open  procedure.  In  those  patients  in 
which  there  was  a history  of  a previous 
meniscal  excision,  a special  effort  was 
made  to  determine  whether  any  actual 
meniscal  regeneration  was  evident. 
Almost  all  patients  who  underwent 
arthroscopy  without  subsequent  ar- 
throtomy were  discharged  from  the 
hospital  either  the  afternoon  of  sur- 
gery or  the  next  morning. 

Results 

Of  the  210  arthroscopies  performed 
between  May  of  1972  and  June  of 
1976,  sufficient  data  for  analysis  were 
available  in  209  cases.  Table  1 shows 
the  analysis  of  the  cases. 

Inspection  of  the  27  joints  that  had  a 
meniscus  excised  previously  revealed 
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TABLE  1 


Diagnosis 

By 

arthroscopy 

(total-209) 

By 

arthrotomy 

(total-87) 

Chondromallacia  patella 

67  (32%) 

9 (10.3%) 

Tear  - medial  meniscus 

59  (28.2%) 

48  (55%) 

Severe  arthritis 

48  (23%) 

N/A 

Previously  excised  meniscus 

27  (12.9%) 

N/A 

Tear  - lateral  meniscus 

14  (6.7%) 

18  (21%) 

Tear  - anterior  cruciate  ligament 

11  (5.3%) 

9 (10.3%) 

Loose  bodies 

8 (3.9%) 

5 (5.7%) 

Discoid  lateral  meniscus 

6 (2.8%) 

torn 

2 (1 .0%) 

2 (2.3%) 

intact 

4 (2.0%) 

N/A 

Osteochondritis  dessicans 

5 (2.3%) 

2 (2.3%) 

Subluxing  patella 

3 (1.4%) 

N/A 

Villonodular  synovitis 

2 (1.0%) 

2 (2.3%) 

Miscellaneous 

9 (4.3%) 

3 (3.4%) 

TABLE  2 


Procedures  performed  (87  arthrotomies) 


Medial  meniscal  excision 

48  (55%) 

Lateral  meniscal  excision 

18  (21%) 

Chondroplasty  of  the  patella 

6 (6.8%) 

shave 

1 (1.1%) 

currett  and  drill 

5 (5.7%) 

Excision  of  anterior  cruciate  ligament 

4 (4.5) 

Loose  body  removal 

5 (5.7%) 

Synovectomy 

4 (4.5%) 

Repair  of  anterior  cruciate  ligament 

1 (1.1%) 

Excision  of  discoid  meniscus 

1 (1.1%) 

Repair  of  osteochondritic  lesion 
of  the  femur 

1 (1.1%) 

Patellar  realignment 

1 (1.1%) 

Fat  pad  excision 

2 (2.3) 

Removal  of  broken  arthroscope  bulb 

2 (2.3%) 

Excision  of  hypermobile  meniscus 

1 (1.1%) 

Arthrotomy  alone 

6 (6.8%) 

no  fully  regenerated  meniscus.  What 
was  often  seen  was  a retained  menis- 
cal  rim  which  had  undergone  attrition 
at  its  exposed  edge. 

For  the  results  of  the  87  patients 
who  underwent  a subsequent  ar- 
throtomy  immediately  following  the 
arthroscopic  examination,  see  Table  2. 

In  analyzing  the  data,  we  found  that 
the  clinical  diagnosis  was  in  strict 
agreement  with  the  arthroscopic 
diagnosis  in  135  of  209  instances,  or 
64.5  percent  of  the  time.  The  preopera- 
tive surgical  plan  agreed  with  the  ac- 
tual procedure  performed  in  110  cases 
of  209,  or  52.6  percent  of  the  time. 

When  arthrotomy  was  performed, 
the  diagnosis  arrived  at  through  ar- 
throscopy agreed  with  the  arthrotomy 
diagnosis  in  75  of  the  87  cases,  86.2 
percent  of  the  time.  Agreement  be- 
tween the  clinical  diagnosis  and  the 
arthrotomy  diagnosis  occurred  66  per- 
cent of  the  time,  with  58  correct  and 
complete  diagnoses  out  of  87  ar- 
throtomies. 

We  noted  that  arthroscopy  had  a 
definite  influence  on  the  turn  of  events 
in  93  of  209  patients.  There  was,  then, 
a positive  influence  in  44.4  percent  of 
the  patients  studied. 

Of  these  93  instances  where  ar- 
throscopy had  a positive  influence,  ar- 
throscopy in  73  instances  indicated 
that  no  surgery  was  necessary  al- 
though surgery  initially  was  con- 
templated (34.9%  of  the  total  arthros- 
copies). In  12  cases  the  arthroscopy 
indicated  that  a procedure  was  neces- 
sary other  than  that  which  initially 
was  planned  (5.7%). 


Three  arthroscopies  showed  that  a 
surgical  procedure  was  indicated 
when  no  plan  was  being  considered 
( 1.5%).  In  two  patients  the  arthroscopy 
resulted  in  an  arthrotomy  when,  in 
fact,  no  surgery  was  planned,  and 
surgery  was  found  to  be  unnecessary 
after  the  joint  was  opened  (1%).  In  116 
patients,  or  55.5  percent  of  the  209 
procedures,  arthroscopy  had  no  influ- 
ence on  the  eventual  outcome  of  the 
case. 

Discussion 

The  overall  usefulness  of  arthros- 
copy of  the  knee  joint  has  been  well 
documented  in  recent  years.3,4,8  Bur- 
man,  as  early  as  1931,  commented 
that  one  should  have  little  hesitation 
in  performing  this  procedure  since  it  is 
relatively  simple  and  is  not  associated 
with  any  significant  morbidity.1  The 
procedure,  when  properly  utilized, 
does  not  replace  a thorough  physical 
examination  and  history,  but  rather 
augments  these  diagnostic  methods. 
The  complications  of  the  procedure  are 
few.  In  our  series,  as  well  as  in  oth- 
ers,3,8 no  infections  were  encountered 
as  a result  of  arthroscopy.  Only  two 
technical  complications  arose  and 
were  obviated  by  switching  to  a fiber 
optic  system. 

Arthrography  was  not  often  em- 
ployed in  this  study.  It  does,  however, 
have  a very  real  place  as  a diagnostic 
tool.  Although  arthrography  report- 
edly is  up  to  90  percent  accurate,  few 
radiologists  are  capable  of  reproduc- 
ing results  of  this  quality.9,11  Jackson 
and  Abe  showed  that  arthrography 


was  associated  with  an  error  rate  in 
the  neighborhood  of  32  percent.8 
Sommer  reports  similar  results.11  In 
their  studies,  as  in  ours,  this  rate  of 
error  is  about  equal  to  the  error  rate  of 
clinical  assessment  alone. 

In  contrast,  the  error  rate  of  ar- 
throscopy in  our  series  was  13.8  per- 
cent when  comparing  the  arthroscopic 
diagnosis  with  the  arthrotomy  diag- 
nosis. Jackson  and  Abe  also  showed  a 
significantly  increased  accuracy  rate 
of  arthroscopy  over  clinical  assess- 
ment.8 DeHaven  and  Collins  also 
observed  that  as  a diagnostic  tool,  ar- 
throscopy held  a considerable  advan- 
tage over  either  arthrography  or  clini- 
cal assessment,  reporting  an  accuracy 
rate  of  94  percent  for  arthroscopy.4 

Jackson  and  Collins,  in  their  study, 
report  that  arthroscopy  was  consid- 
ered "useful”  in  55  percent  of  their 
cases.8  They  included  in  the  "useful” 
category  arthroscopies  that  were  be- 
lieved to  have  a therapeutic  effect  of 
their  own,  resulting  from  joint  irriga- 
tion and  distention.  DeHaven  also  re- 
ported that  arthroscopy  significantly 
influenced  the  surgical  plan  in  about 
55  percent  of  his  patients.4 

Biomechanical  studies  performed 
on  the  knee  joint  in  the  past  few  years 
have  demonstrated  important  func- 
tional aspects  of  the  menisci.12,13  This 
knowledge  underscores  the  impor- 
tance of  being  sure  that  a meniscus  is 
sufficiently  deranged  to  warrant  its 
removal.  We  can  no  longer  think  of 
meniscectomy  as  a benign  procedure  to 
be  performed  on  circumstantial  evi- 
dence. 
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Although  arthroscopy  was  not  em- 
ployed in  the  examination  of  the 
acutely  injured  knee  in  this  study, 
others  have  demonstrated  the  useful- 
ness of  this  procedure.  The  procedure 
can  be  especially  useful  for  diagnosing 
an  isolated  tear  of  the  anterior 
cruciate  ligament  when  faced  with  an 
acute  hemarthrosis  and  a clinically 
stable  knee  joint.910 

In  addition  to  the  diagnostic  advan- 
tages of  arthroscopy,  there  seems  to  be 
a definite  positive  therapeutic  effect  of 
arthroscopy,  resulting  from  the  mere 
mechanical  debridement  of  irrigation. 
This  is  probably  a result  of  joint  dis- 
tention and  the  lysis  of  intra-articular 
adhesions.9  Burman,  Finkelstein,  and 
Mayer  noted  the  therapeutic  effect  of 
arthroscopy  as  early  as  1934.2  It  is  also 
of  interest  that  as  early  as  1934  these 
same  authors  remarked  on  the  poten- 
tial medico-legal  benefits  of  making  a 
definitive  arthroscopic  diagnosis  in 
selected  cases.2 

In  our  study  there  was  a lower  per- 
centage of  patients  in  whom  arthros- 
copy was  shown  to  have  a positive  in- 
fluence on  the  clinical  course4-7-8;  this 
may  result  from  a greater  degree  of 
clinical  accuracy  or,  more  likely,  from 
a greater  tendency  in  this  series  to  per- 


form arthroscopy  to  confirm  a diagnos- 
tic impression.  This  points  to  a real,  if 
intangible  advantage  of  arthroscopy. 
The  advantage  for  the  surgeon  and  the 
patient  of  confirming  a diagnosis  by 
direct  visualization  of  the  intraarticu- 
lar  space  is  considerable  and  may  have 
a very  real,  although  immeasurable, 
beneficial  effect. 

Conclusion 

The  clinical  records  of  209  consecu- 
tive patients  who  underwent  arthros- 
copy were  analyzed.  We  were  able  to 
demonstrate  the  advantage  of  ar- 
throscopy over  clinical  assessment 
alone  of  about  20%. 

Of  those  patients  in  which  arthros- 
copy was  shown  to  have  a positive  in- 
fluence on  the  clinical  course,  78.5%  of 
the  time  arthroscopy  resulted  in  the 
avoidance  of  a formal  arthrotomy,  and 
12.9%  of  the  time  it  resulted  in  the 
performance  of  a different  procedure. 
In  addition,  we  encountered  two  cases 
of  false  positive  arthroscopies  out  of 
209,  which  resulted  in  an  unnecessary 
arthrotomy. 

When  weighing  the  benefit  that  can 
be  realized  from  arthroscopy  against 
the  possible  harm,  it  is  evident  that 
arthroscopy  provides  a significant 


diagnostic  advantage.  The  increased 
diagnostic  accuracy  of  about  20  per- 
cent is  well  worth  the  investment  of 
time  and  effort  to  learn  the  skills  to 
use  the  device.  □ 

REFERENCES 

1.  Burman,  M.S.:  Arthroscopy,  or  the  direct  visualiza- 
tion of  joints.  J.  Bone  and  Joint  Surg.  13:  669-695, 
1931. 

2.  Burman,  M.S.,  Finkelstein,  H.,  Mayrer,  L.:  Ar- 
throscopy of  the  knee  joint.  J.  Bone  and  Joint  Surg., 
16:  255,  1934. 

3.  Casscells,  W.S.:  Arthroscopy  of  the  knee  joint.  J. 
Bone  and  Joint  Surg.,  53-A:  287-298,  1971. 

4.  DeHaven,  K.E.,  Collins.  R.:  Diagnosis  of  internal 
derangements  of  the  knee.  J.  Bone  and  Joint  Surg., 
57 -A:  802-810,  1975. 

5.  Finkelstein,  H.,  Mayer,  L.:  The  arthroscope.  J.  Bone 
and  Joint  Surg.,  13:  583,  1931. 

6.  Helfet,  A.J.:  Disorders  of  the  Knee.  Philadelphia,  J. 
B.  Lippincott  Co.,  pp.  139-149. 

7.  Jackson,  R.W.,  Dandy,  D.J.:  Arthroscopy  of  the 
Knee.  New  York,  Grune  and  Stratton,  1976. 

8.  Jackson,  R.  W.,  Abe  I.:  The  role  of  arthroscopy  in  the 
management  of  disorders  of  the  knee.  J.  Bone  and 
Joint  Surg.,  54-58:  310-322. 

9.  Jackson,  R.W.,  DeHaven,  K.:  Arthroscopy  of  the 
knee.  Clin.  Orth,  and  Related  Research,  107:  87-92, 
1975. 

10.  O’Connor,  R.L.:  Arthroscopy  in  the  diagnosis  and 
treatment  of  acute  ligament  injuries  of  the  knee.  J. 
Bone  and  Joint  Surg.,  56-A:  333-337,  1974. 

11.  Sommer,  J.:  Arthrography  in  meniscal  injuries  of 
the  knee  joint.  Orth.  Scand.,  39:  217-22,  1968. 

12.  Walker,  P.S.,  Erkman,  M.  J.:  The  rule  of  the  menisci 
in  force  transmission  across  the  knee.  Clin.  Orth,  and 
Related  Research  109:  104-192,  1975. 

13.  Wang.  C.,  Walker,  P.S.:  Rotary  laxity  of  the  human 
knee  joint.  J.  Bone  and  Joint  Surg.,  56-A:  161-170, 
1974. 


Hospital  of  University  of 
Pennsylvania 

presents 

Internal  Medicine  Review 
Course 

January  15  to  June  10,  1980 

Course  meets  evecy  Tuesday,  7-9  p.m.  Excellent 
review  for  the  ABIM  Boards,  or  for  the  practicing 
physician,  earning  44  hours  CME  credit. 

Fee:  $100  Residents/Fellows,  $200  all  others. 

Mail  check  to:  HUP  Board  Review  Course,  3400 
Spruce  St.,  Philadelphia  PA  19104.  Deadline  De- 
cember 31 . 


Advertisers'  index 


Brown  Pharmaceutical  Co 20,  38,  39 

Burroughs  Wellcome  Co 26 

Electronic  Data  Associates  22 

Eli  Lilly  & Co 25 

Emergency  Medical  Specialty  Services,  Inc 32 

Geisinger  Medical  Center  37 

Gross  & Scharf,  Financial  Consultants  Ltd 34 

Gulf  Science  & Technology  Co 32 

Hospital  of  University  of  Pennsylvania  31 

Marriage  Council  of  Philadelphia,  Inc 32 

Mead  Johnson  9,10 

Medical  Protective  Co 41 

Merck,  Sharp,  & Dohme  16 

Pain  Diagnostics  and  Rehabilitation  Institute  22 

Pennsylvania  Hospital  Insurance  Co 28 

Pennsylvania  Medical  Society  Liability 

Insurance  Co 17 

Physician  Placement  Group  22 

Professional  Management  Systems  26 

Roche  Laboratories  3rd,  4th  Covers 

Safeguard  Business  Systems  13 

Sandoz  Pharmaceuticals  19 

Smith,  Kline,  & French  2nd  Cover 

Thomas  Jefferson  University  Hospital  32 

Wills  Eye  Hospital  26 


Pennsylvania  Medicine,  December  1979 


31 


Regional  Medical 
Director 

Major  Corporation  seeks  Regional  Medical  Director  for 
Greater  Pittsburgh,  PA,  area.  Board  Eligible  or  Board 
Certified  in  Occupational  Medicine  preferred.  Position 
will  include  administrative  duties  as  well  as  occupational 
medicine  and  clinical  work.  Some  domestic  travel 
involved.  Attractive  compensation  and  benefit  package. 

Please  send  resume  to: 


Mr.  B.E.  Pearson 
Gulf  Science  & Technology  Co. 
P.O.  Box  2038 
Pittsburgh,  PA  15230 


An  Equal  Opportunity  Employer  M/F 


Emergency  Medicine 
Practice  Tract  Program 


New  opportunity  to  combine  FFS  clinical  activity  and  for- 
malization of  continuing  education: 

Career  oriented  emergency  physicians  combine  FFS  clinical 
activities  in  the  Philadelphia  area  with  documented  CME 
credits  via  the  Practice  Tract  Program.  Also  receive  ACLS 
certification  of  procedures  leading  to  application  for  board 
examination  in  emergency  medicine.  Competitive 
minimum  guarantee  and  potential  clinical  medical  school 
faculty  appointments  available.  Continuing  education 
credits  awarded  through  the  Emergency  Medicine  Resi- 
dency Program  at  Medical  College  of  Pennsylvania. 


Contact  EMSS,  Inc.,  (215)  242-4707,  or  send  CV  to  Richard 
J.  Murphy,  M.D.,  or  David  K.  Wagner,  M.D.,  Emergency 
Medical  Specialty  Services,  Inc.,  PO  Box  192,  Flourtown, 
PA  19031. 


TRAINING  IN  MARRIAGE  AND  SEX 
COUNSELING 

Harold  I.  Lief,  Professor  of  Psychiatry,  University 
of  Pennsylvania  School  of  Medicine,  and  Director  of 
Marriage  Council  of  Philadelphia,  Inc.,  offers  an 
NIMH  sponsored  Training  Program  for  non- 
psychiatric physician  educators,  and  residents  in 
obstetrics/gynecology,  urology  and  family  practice. 
This  full-time,  1 1 month  program  is  designed  to 
train  physicians  to  do  sex  therapy  and  marital  ther- 
apy and  to  teach  human  sexuality  in  an  academic 
setting.  It  offers  comprehensive  coursework  as  well 
as  intensively  supervised  clinical  work.  For  medical 
school  faculty  and  physicians  in  practice,  stipends 
of  approximately  $1, 100/month  are  available. 
Resident  stipends  range  from  $900  to  1 ,000/month, 
depending  on  year  of  residency.  The  program  runs 
from  September  through  July.  For  further  informa- 
tion write: 

Ellen  M.  Berman,  MD/Director  of  Clinical  Training/Associate 

Professor  of  Psychiatry/Marriage  Council  of  Philadelphia, 
lnc./4025  Chestnut  Street/Philadelphia,  PA 
19104/215-382-6680 


Residency 

in 

physical  medicine 
and 

rehabilitation 

Dynamic,  young  program  with  balanced  aca- 
demic and  clinical  emphasis  under  the  super- 
vision of  ten  physiatrists.  Three  year  program  and 
integrated  internship  residency  with  opportunity 
for  research  and  pursuit  of  special  interests  both 
in  medical  school  and  private  hospital  settings. 
One  year’s  credit  for  four  years  of  general  prac- 
tice experience  or  training  in  another  specialty. 
Stipends  from  $14,900  to  $17,000  depending  on 
qualifications.  We  will  pay  for  visits  in  selected 
cases. 

Equal  Opportunity/Affirmative  Action  employer. 

Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
11th  and  Walnut  Streets 
Philadelphia,  PA  19107 
Telephone:  (215)  829-6573 


32 


Pennsylvania  Medicine,  December  1979 


Case  report 


Eaton-Lambert  syndrome  with  breast  carcinoma 

Herbert  A.  Ecker,  Jr.,  MD 
Philip  P.  Metzger,  MD 
Henry  E.  Milford,  MD 
Joseph  A.  Ricci,  MD 


The  Eaton-Lambert  syndrome,  or 
myasthenic  syndrome  sometimes 
associated  with  bronchogenic  car- 
cinoma is  a rare  disorder  due  to  a de- 
fect in  neuromuscular  transmission. 
Of  the  cases  followed,  almost  75  per- 
cent had  a malignant  intrathoracic 
neoplasm,  primarily  anaplastic  small 
cell  bronchogenic  carcinoma  at  the 
initial  examination  or  on  follow-up. 1 

The  following  case  involves  an 
Eaton-Lambert  syndrome  patient  who 
developed  a breast  carcinoma  instead 
of  an  intrathoracic  neoplasm.  Al- 
though Brain  and  Henson  report  the 
breast  as  a rare  site  for  the  primary 
cancer  in  patients  with  carcinomatous 
neuromyopathies,2  its  association 
with  the  myasthenic  syndrome  has  not 
been  noted  previously. 

Case  report 

A 62-year-old  white  female  was  ad- 
mitted to  our  institution  with  a small 
palpable  right  breast  mass.  Mammog- 
raphy suggested  suspicion  of  breast 
carcinoma.  The  patient  was  15  years 
post-menopause  and  totally  asymp- 
tomatic for  any  breast  disease  or 


Dr.  Ecker  is  chief  resident  in  surgery  in 
the  department  of  general  surgery  at 
the  Polyclinic  Medical  Center,  Harris- 
burg. Dr.  Metzger,  former  chief  resi- 
dent in  surgery,  now  is  with  Sacred 
Heart  Hospital,  Allentown.  Dr.  Milford 
is  chief  of  the  division  of  general 
surgery;  and  Dr.  Ricci  is  chief  of  the 
division  of  medical  oncology  at  the 
center. 


malignancy  in  the  past.  She  denied 
any  systemic  symptoms  such  as  fever, 
chills,  night  sweats,  or  bone  pain.  She 
also  had  no  weight  loss  in  the  past  and 
no  family  history  of  breast  carcinoma. 

Four  years  prior  to  this  admission 
she  had  developed  the  rather  sudden 
onset  of  diplopia  with  excessive  exer- 
cise. She  also  was  noted  to  have  muscle 
weakness  and  dull  aching  pain  of  the 
calves  and  the  girdle  muscles  in  the 
shoulders  and  pelvis.  At  that  time  the 
patient  was  referred  to  the  National 
Institute  of  Health’s  neurology  ser- 
vice, where  a diagnosis  of  Eaton- 
Lambert  syndrome  was  made  by  ex- 
amination and  EMG.  As  predicted, 
guanidine  adequately  controlled  the 
symptoms.  When  the  patient  devel- 
oped a dermatitis,  Mestinon  (pyridos- 
tigmine) was  administered  60  mg  5-6 
times  daily  with  poor  to  fair  results. 
Routine  follow-up  by  a local  neu- 
rologist and  oncologist  failed  to 
produce  any  radiographic  or  clinical 
evidence  of  an  intrathoracic  tumor. 

Significantly  the  patient  had 
smoked  forty-two  packs  of  cigarettes 
per  year.  The  family  history  indicated 
that  her  mother  had  had  vaginal  car- 
cinoma and  a maternal  uncle  had  lung 
carcinoma. 

Physical  exam  revealed  a firm,  mo- 
bile 2 cm  in  diameter  mass  of  the  right 
breast  in  the  upper  outer  quadrant 
near  the  areolar  margin.  No  skin  or 
nipple  changes  or  lymphadenopathy 
was  noted.  A neurologic  exam  demon- 
strated proximal  hip  girdle  muscle 


weakness  with  absent  to  sluggish  deep 
tendon  reflexes,  and  distal  lower  ex- 
tremity loss  of  touch  and  pain  sensa- 
tion. 

Laboratory  studies  demonstrated  a 
normal  CBC,  urinalysis,  and  SMA-12. 
EMG  findings  were  described  as  being 
compatible  with  a neuromyositis  or 
polymyositis.  The  chest  roentgeno- 
gram showed  no  infiltrates  or  masses. 

An  excisional  biopsy  of  the  right 
breast  mass  with  a frozen  section  con- 
firmed carcinoma.  A modified  radical 
mastectomy  was  performed.  His- 
tologic sections  of  the  tissue  showed 
a multicentric  diffuse  infiltrating, 
poorly  differentiated  breast  carcinoma 
with  no  evidence  of  regional  lymph 
node  involvement. 

An  estrogen  receptors  test  was  not 
available  at  that  time.  A metastatic 
work-up  consisting  of  a liver/spleen 
scan,  bone  scan,  and  bone  survey  was 
negative.  The  patient  had  a subsequent 
uneventful  postoperative  course.  At 
the  present  time,  she  is  three  years 
post-mastectomy  and  has  remained 
free  of  any  evidence  of  metastases. 

Discussion 

The  myasthenia-like  syndrome 
often  associated  with  bronchogenic 
carcinoma  originally  was  charac- 
terized by  Eaton  and  Lambert.3  The 
clinical  features  include:  proximal 
muscle  weakness,  usually  of  the  pelvic 
girdle;  temporary  increase  in  muscle 
strength  after  a few  seconds  of  volun- 
tary exercise;  absent  or  decreased  deep 
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tendon  reflexes;  sensitivity  to  curare 
but  poor  response  to  neostigmine;  and 
associated  peripheral  paresthesias. 

Electromyograph  shows  that  the  ac- 
tion potential  of  the  motor  unit  is  re- 
duced in  the  resting  state  after  a single 
stimulus,  but  the  potential  increases 
with  exercise  or  tetanic  stimulation.1,4 
The  clinical  and  elctromyographic 
character  of  Eaton-Lambert  syndrome 
is  diagnostically  quite  different  from 
myasthenia  gravis.  Furthermore,  the 
defect  of  neuromuscular  transmission 
is  related  to  a faulty  acetylcholine  re- 
lease, and  thus  favors  guanidine  as  the 
most  effective  drug. 

An  explanation  for  the  apparent 
relationship  between  the  Eaton- 
Lambert  syndrome  and  an  intra- 
thoracic  tumor  has  not  been  devel- 
oped. Many  have  been  suggested  but 
the  evidence  never  consistently  fits 
the  problem.1 

This  proven  case  of  Eaton-Lambert 
syndrome  was  watched  carefully  for 
evidence  of  a bronchogenic  tumor  and 
subsequently  developed  breast  car- 
cinoma. The  multicentric  character  of 
the  tumor  plus  the  history  of  cigarette 
use  might  suggest  the  breast  as  a 
metastatic  focus  for  a bronchogenic 
tumor.  This  is  not  supported;  the  chest 
has  remained  radiographically  free  of 
any  demonstrable  neoplastic  disease 
for  three  years. 

Either  the  case  is  an  Eaton-Lambert 
syndrome  and  an  incidental  breast 
carcinoma;  or  the  breast,  in  addition  to 
the  lung,  is  a possible  neoplastic  site 
associated  with  this  disorder.  If  the 
breast  is  an  additional  site  of  neo- 
plasia in  patients  with  Eaton-Lambert 
syndrome,  then  these  patients  should 
be  followed  closely  for  any  suspicious 
lesions  that  occur  in  their  breasts  as 
they  may  stand  at  higher  risk  for 
breast  carcinoma  than  the  general 
population.  □ 
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Group  therapy  in  rheumatoid  arthritis 


Mark  Krawitz 
Thomas  Wolman,  MD 

Group  therapy  has  been  used  in 
treating  many  chronic  diseases 
but  only  recently  has  it  been  used  in 
rheumatoid  arthritis. 

Physicians  recognized  the  need  for  a 
group  therapy  approach  when  they 
saw  the  rheumatoid  arthritis  patient 
being  maintained  on  a medical  service 
almost  exclusively  oriented  toward 
somatic  symptoms  and  treatments.  In- 
troducing a group  therapy  program 
and  changing  the  focus  of  treatment  to 
include  the  psychological  implications 
of  rheumatoid  disease  perhaps  would 
do  more  for  the  patient.  What  exactly 
would  be  the  purpose  of  this  new  or- 
ganization? 

The  meetings  could  be  used  to  clar- 
ify organic  psychiatric  factors  affect- 
ing the  patient’s  physical  status.  Thus 
they  would  allow  more  complete  pa- 
tient care  and  facilitate  convalescence 
by  communicating  what  one  author 
called  both  somatopsychic  and 
psychosomatic  issues.1 

One  particular  group  researched  at 
the  Phoenix  Arthritis  Center  involved 
169  patients  over  a one-year  study.1 
The  therapists  found  much  to  work 
with  secondary  to  the  organic  and  psy- 
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chological  impact  of  the  disease.  Like 
any  other  acute  illness,  rheumatoid 
arthritis  represented  a crisis  requir- 
ing adaptations  to  regress,  to  regain 
independence,  and  to  accept  illness. 
This  particular  study  showed  the 
major  areas  of  impact  to  be  self  image, 
body  image,  job  status,  family  re- 
lationships, and  coping  mechanisms. 
In  addition  to  the  changes  caused  by 
the  acute  aspects  of  the  disease,  the 
initial  impact  of  comprehending  and 
accepting  the  diagnosis  of  arthritis 
could  also  be  managed.  These  and 
other  problems  could  be  addressed  in 
the  group. 

The  Phoenix  group  was  designed  to 
function  on  four  specific  levels:  (1)  an 
educative  level  dealing  with  facts 
about  rheumatologic  disease,  its 
course  and  treatment;  (2)  a social  in- 
tegrative level  permitting  partici- 
pants to  maintain  an  identity  inde- 
pendent of  that  of  a patient;  (3)  a sup- 
portive and  ventilative  level  to  allow 
expression  of  anxiety,  frustration,  and 
rage  within  a structured  setting;  (4)  as 
an  exploratory  and  then  dynamic  level 
to  probe  conflicts  and  coping  mecha- 
nisms.1 The  goals  of  another  charac- 
teristic group  were:  (1)  to  encourage 
communication  among  patients,  their 
families,  and  their  physicians;  (2)  to 
improve  education  of  physicians  con- 
cerning the  emotional  impact  of 
chronic  disease;  (3)  to  present  factual 
material  about  rheumatoid  arthritis 
to  patients  and  their  families;  (4)  to 
enable  the  patients  to  live  with  their 
disease  more  realistically  and  com- 
fortably.2 

In  the  original  structure,  a 
rheumatologist  or  primary  physician 
and  a psychiatrist  were  considered 
critical  parts  of  the  therapy  group.  The 


primary  care  physician  who  could 
function  as  the  patient’s  arthritis  care 
physician  was  a natural  group  leader. 
He  knew  each  patient’s  medical  his- 
tory and  could  explain  in  confidence 
significant  details  to  the  other  group 
members.  Also  he  could  identify  dis- 
crepancies between  the  patient’s  sub- 
jective evaluation  of  disability  and  the 
objective  data  from  examinations  and 
tests.  As  Schwartz,  et.  al.  stated:  "The 
rheumatologist  could  better  evaluate 
flare-ups  of  disease  activity  as  seen  in 
clinics  after  hearing  patients  admit  to 
misuse  of  therapeutic  measures,  abuse 
of  joints,  and  emotional  stresses. 
These  were  subjects  that  had  often 
been  kept  secret  by  the  patients  dur- 
ing the  routine  visits  to  their  clinics.”2 

The  psychiatrist  overviewed  the 
group’s  dynamics  and  commented  on 
issues  of  group  concern.  He  instructed 
other  group  leaders  on  how  to  deal 
with  silent  periods,  problems  like  par- 
ticular patients  monopolizing  speak- 
ing time,  and  observing  body 
mechanics.  He  also  would  provide 
feedback  to  the  other  leaders  on  coping 
maneuvers  of  individual  members.2 
The  psychiatrist  might  show  how  one 
group  member  worked  to  get  attention 
from  the  physician  and  might  then 
alert  the  co-therapist  as  to  the  pa- 
tient’s underlying  dependency  needs. 

Theoretically,  the  psychiatrist  could 
explore  unconscious  material  without 
overtly  challenging  patients  by  direct 
confrontation  and  uncovering  tech- 
niques. The  psychiatrist  was  also  to 
supply  background  from  his  previous 
experiences  in  group  therapy  ap- 
proaches to  other  chronic  physically 
disabling  diseases. 

An  occasional  problem  was  resis- 
tance to  joining  the  group.  Certain  pa- 
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TABLE  1 

Group  therapy  in  patients  with  rheumatoid  arthritis 

Problem 

Group  technique 

Therapeutic  goal 

Ignorance  about  illness 

Education 

Familiarity  with  illness 

Emotional  reactions 

Ventilation  of  emotions; 

Reduce  tension 

Specific  neurotic 

role  playing 
Exploration  without 

Maintain  healthy 

conflicts 

overt  challenges 

psychological  coping 

Isolation  of  patient 

Communication  between 

style 

Improve  patient 

patient,  physician, 

support  system 

Doctor’s  misunderstanding 

and  family 
Education 

Aid  doctor's  alliance 

of  psychological  impact 

with  patient 

on  patient 
Denial  of  illness 

Education,  exploration, 

Accept  disability 

Negative  self  and 

group  support 
Support,  ventilation 

Elevate  mood,  acquire 

body  image 

positive  attitude  toward 

self  and  future 

tients  objected  to  the  psychiatrist’s 
presence  and  actually  would  not  join 
the  group.  It  was  believed  that  these 
patients  were  concerned  about  the 
psychiatrist’s  evaluations  of  them. 
They  had  been  frustrated  in  the  medi- 
cal and  rehabilitative  aspects  of  their 
arthritis  treatments  and  thus  were  re- 
luctant to  risk  the  group  experience 
which  they  considered  another  poten- 
tial source  of  frustration. 

In  trying  to  explain  to  participants 
why  some  patients  would  not  join  the 
group,  members  surprisingly  under- 
stood the  explanation  based  on  the  loss 
of  self-esteem  secondary  to  the  chronic 
illness.  Rheumatologic  disorders  fre- 
quently produce  denial  as  the  initial 
defense  mechanism.  With  remission 
some  patients  put  forth  the  exagger- 
ated claim  that  their  illness  with  all 
its  attendant  problems  had  been  over- 
come. Despite  educative  efforts,  these 
rheumatoid  patients’  use  of  denial  and 
rationalization  would  limit  participa- 
tion in  the  therapeutic  regimen.  With 
exacerbation  and  progression,  how- 
ever, healthy  coping  would  encourage 
them  to  assess  the  situation  more 
realistically,  accommodate  their  limi- 
tations, and  rely  on  others,  especially 
group  therapy  members. 

One  patient,  as  reported  in 
Schwartz,  et  al.,1  clearly  demon- 
strated the  above  problem.  This  pa- 
tient was  in  the  early  stages  of  ar- 
thritis, and  attended  only  two  sessions 
of  her  group.  From  clinical  encounters 
later,  it  became  evident  that  she  had 
not  accepted  her  arthritis  as  a chronic 


disease  and  therefore  saw  no  benefit 
from  the  group.  Other  patients  not 
willing  to  comply  probably  had  not  en- 
countered enough  frustration  in 
treatment  failure  to  motivate  group 
attendance. 

Many  patients  welcomed  this  differ- 
ent approach;  they  had  tried  so  many 
medications  and  physical  therapies 
that  they  might  as  well  try  the  group 
idea.  Even  chronically  disabled  pa- 
tients attended  with  the  attitude  that 
possibly  they  could  help  someone  else. 
They  felt  good  talking  with  others  who 
understood  their  situation.  This  ac- 
tually appears  to  be  a major  motiva- 
tion of  members.  The  group  was  a dis- 
cussion place  where  patients  and 
physicians  understood  the  pain  and 
frustration  of  arthritis. 

Dealing  with  pain  became  a central 
theme  of  the  group’s  study.  Pain  was 
described  as  a constant  enemy.  To 
quote  one  of  the  patients,  "Although  it 
won’t  kill  you,  the  pain  will  make  you 
wish  that  it  did.” 

Patients  frequently  complained  of 
the  frustration  of  experiencing  pain 
without  gross  deformity  of  joints.  Ex- 
pressing their  feelings  to  family  and 
friends  who  could  not  see  any  evidence 
of  pain  frustrated  the  patients.  Family 
questions  regarding  pain  were  found 
to  be  either  quizzical  or  accusatory, 
the  result  often  being  anger  and  guilt. 
Patients  were  relieved  with  the  onset 
of  swollen  joints  because  the  swelling 
justified  their  pain. 

The  only  visible  signs  of  illness  were 
prevention  of  activity  which  presented 


other  problems.  The  patient  per- 
formed less  effectively  or  sometimes 
totally  avoided  former  activities. 

Through  group  discussion,  patients 
could  come  to  understand  that  they 
could  live  a productive  life  for  many 
years  despite  the  chronic  pain,  but 
that  the  progression  of  the  illness 
necessitated  relinquishing  responsi- 
bilities to  cope  with  the  weakness  and 
problems  of  mobility.1 

In  one  group  the  co-therapist  intro- 
duced new  subjects  and  seldom  waited 
for  issues  to  emerge.  This  method  al- 
lowed individual  members  the  oppor- 
tunity to  give  feedback  on  the  ideas 
and  feelings  of  others  in  the  group. 

Role-playing  also  was  used  as  a 
method  of  learning  alternative  ways  of 
dealing  with  situations  or  feelings. 
During  some  sessions,  children  or 
spouses  attended,  providing  addi- 
tional perspectives  on  the  effects 
of  rheumatoid  arthritis  on  the  family. 
Patients  themselves  felt  group  ther- 
apy was  an  integral  part  of  the  total 
management  of  arthritis  and  that  this 
treatment  was  as  important  as  taking 
medicine. 

One  of  the  many  findings  of  the 
group  experience  was  improved  com- 
munications. Patient-physician  in- 
teraction time  increased  and  en- 
hanced better  developed  relation- 
ships. Thus,  the  typically  too  limited 
time  of  the  usual  office  visit  was  over- 
come. Clinic  attendance  and  com- 
pliance with  medical  regiments  also 
improved  during  and  following  the 
time  the  group  met,  probably  because 
of  the  deeper  patient-physician  re- 
lationship. 

Improved  communication  also  was 
observed  between  patients  and  their 
families.  Patients  received  both  en- 
couragement by  the  group  and  under- 
standing of  the  family  through  their 
participation  within  the  group.  Seeing 
other  patients  with  difficulties  similar 
to  their  loved  ones,  families  were  able 
to  view  their  relatives  in  a better 
perspective. 

Also,  group  communication  enabled 
patients  to  discuss  their  frustrations 
with  people  in  similar  circumstances. 
They  were  able  to  help  one  another 
learn  physical  maneuvers  and  ways  of 
expressing  themselves  to  others. 

Physicians,  too,  benefited  from  the 
group  sessions.  The  attending  physi- 
cians witnessed  the  arthritis  patient’s 
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deep  frustrations.  In  a setting  differ- 
ent from  the  normal  clinical  practice, 
these  frustrations  were  exposed  more 
openly.  There  was  also  time  to  con- 
sider the  psychosocial  aspects  of  the 
disease.  Too  often,  these  had  been 
passed  over  by  the  treatment  team  for 
lack  of  time  or  experience. 

Various  psychological  issues  were 
discussed  in  the  group  concerning 
physical  appearance  and  the  useful- 
ness of  surgical  improvement.  Self-pity, 
depression,  anxiety,  along  with  accep- 
tance, occurred  concurrently  with 
physical  change.  These  and  associated 
! changes  in  body  image  reflecting  a loss 
of  attractiveness  required  the  group’s 
reassurance,  support,  and  continuing 
interest.  Determining  the  underlying 
cause  and  educating  the  patient  re- 
garding the  changes  in  physical  or 
emotional  states  or  both  were  helpful 
in  providing  relief.  Also  the  fear  of  be- 
coming dependent  on  others  fre- 
quently was  noted  as  were  productive 
and  deleterious  coping  mechanisms. 

As  the  groups  developed  a sense  of 
cohesiveness  and  trust,  additional 
themes  emerged  such  as  the  relation- 
ship between  physical  symptoms  and 


personal  feelings.  One  patient  recog- 
nized how  anxiety  had  often  led  to  a 
flare-up  in  the  past;  she  benefited  by 
having  an  opportunity  to  verbalize  her 
feelings  and  family  concerns. 

Among  the  more  interesting  find- 
ings of  the  group  therapy  included  job 
and  family  relationships.  Hard  driv- 
ing patients  functioned  more  effec- 
tively over  the  years  and  showed  a 
slower  disease  progression  than  more 
passive  patients.  The  independent 
status  afforded  by  work  tended  to 
combat  the  lowering  self-esteem  asso- 
ciated with  the  illness,  regression,  and 
dependency. 

Family  relationships  underwent 
changes  to  various  degrees,  too.  Role 
changes  occurred  as  an  outgrowth  of 
financial  requirements.  Frequently 
the  husband  would  care  for  the  home 
and  the  wife  would  begin  to  work. 
Children  also  had  to  help  with  added 
responsibilities.  Such  changes  could 
lead  to  shame,  rage,  or  manipulation, 
but  with  group  help,  would  lead  to- 
ward healthy  adaptation. 

During  the  first  year’s  experience  of 
the  Phoenix  group  mentioned  earlier, 
qualitative  improvement  in  mood 


compliance  with  the  primary  care 
physician,  adaptation  to  hospitaliza- 
tion, communication  with  family  and 
convalescence  were  noted.  Thus, 
through  the  group  method,  "Many  pa- 
tients were  able  to  modify  their  life- 
styles, improve  meaningful  communi- 
cations with  family,  friends,  and 
physicians,  increase  compliance  with 
physical  therapy  and  medical  reg- 
imens, and  in  general,  learn  to  live 
better  with  themselves  and  their  ar- 
thritis.”2 □ 
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Riboflavin 2 mg. 

Pyridoxine  HCL 3 mg 


AVAILABLE:  Bottles  100,  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 
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new  members 


BEAVER  COUNTY: 

Jickoo  V.  Cherian,  MD,  Family  Practice,  Med.  Ctr.  of  Beaver  Co..  Inc.,  Rochester  1 5074 
Michael  J.  Culyba,  MD,  Internal  Medicine,  244  College  Ave.,  Beaver  15009 
William  L.  Fink,  MD,  Psychiatry,  445  State  Ave.,  Beaver  15009 
Albert  C.  Parulis,  MD,  Internal  Medicine,  955  Wyoming  Ave.,  Exeter  18643 
Prakash  Phulwani,  MD,  Family  Practice,  Med.  Ctr.  of  Beaver  Co  , Inc.,  Rochester  15074 
David  M Rafalko.  MD,  Otolaryngology,  890  Beaver  Grade  Rd..  Coraopolis  15108 

BERKS  COUNTY: 

Rocco  F.  Chirieleison,  MD,  Internal  Medicine,  301  S.  7th  Ave.,  West  Reading  19611 
Stephen  D.  Kohl,  MD,  Obstetrics/Gynecology,  620  Walnut  St.,  Reading  19601 

BLAIR  COUNTY: 

Americo  B Anton,  MD,  Pathology,  Box  15,  Overlook  Dr.,  Hollidaysburg  16648 
Richard  Sandler,  MD,  Internal  Medicine,  501  Howard  Ave.,  Altoona  16601 

CAMBRIA  COUNTY: 

C.  Rolando  Arellano,  MD,  General  Surgery,  1709  Sunshine  Ave.,  Johnstown  15905 
Dennis  L.  Eckels.  DO,  Family  Practice,  RD  #1,  Box  79,  Bolivar  15923 
Rudolph  Schilli,  MD,  Internal  Medicine,  1111  Franklin  St..  Johnstown  15905 

COLUMBIA  COUNTY: 

Timothy  B Eckel,  MD.  Family  Practice,  1410  Bloom  Rd  , Danville  17821 
Harriet  E Parker,  DO,  Psychiatry,  RD  #5.  Box  179,  Danville  17821 

CUMBERLAND  COUNTY: 

Chang  B Lee.  MD,  Obstetrics/Gynecology,  218  York  Rd  , Carlisle  17013 

DAUPHIN  COUNTY: 

Johanna  G.  Moskowitz,  MD,  Pediatrics,  1082  Sand  Hill.  Hershey  17033 
Reinhard  H.  Wagner,  MD,  Anesthesiology,  500  University  Dr.,  Hershey  17033 

ERIE  COUNTY: 

Jeffrey  J Bednarski,  MD,  General  Surgery.  238  W 22nd  St.,  Erie  16502 
William  B.  Buege,  MD,  Family  Practice,  104  E.  Second  St.,  Erie  16507 
Ranjit  S.  Dhaliwal.  MD,  Radiology,  104  E.  Second  St.,  Erie  16507 
Richard  H.  Heibel,  MD.  Internal  Medicine,  225  W 25th  St. , #410.  Erie  16502 
William  H.  Hughes,  MD,  Urology,  2949  Willowood  Dr.,  Erie  16506 

FAYETTE  COUNTY: 

Carey  L.  McMonagle,  MD,  Internal  Medicine,  500  W Berkeley  St  , Uniontown  15401 

HUNTINGDON  COUNTY: 

Frederick  L.  Jones,  MD,  Orthopedic  Surgery.  J C Blair  Physicians  Office  Bldg..  Hun- 
tingdon 16652 

INDIANA  COUNTY: 

Jose  E Demenezes,  MD,  Family  Practice,  Indiana  Hosp  . Indiana  15701 

JEFFERSON  COUNTY: 

John  L Deboer,  MD,  General  Surgery,  525  E Sheridan  Ave  , Dubois  15801 
H.  Donald  Price,  MD.  Psychiatry,  RD  #4,  TL  Box  317,  Dubois  15801 
Thomas  W Smith,  MD.  Ophthalmology,  Box  394,  Dubois  15801 

LANCASTER  COUNTY: 

Richard  S Altman,  Jr..  MD.  Internal  Medicine,  512  N Duke  St  Lancaster  17602 
James  P O'Neill,  DO,  Orthopedic  Surgery,  527  N Lime,  Lancaster  17602 

LEBANON  COUNTY: 

Thaddeus  R Szydlowski.  MD,  Internal  Medicine,  618  Cornwall  Rd  , Lebanon  17042 

LEHIGH  COUNTY: 

Mithlesh  G Asnani,  MD,  Pediatrics,  1408  White  Oak  Rd  . Allentown  18104 
Jerome  R.  Collier,  MD,  Family  Practice.  1010  Lincoln  Ave  , Northampton  18067 
Theodore  H.  Gaylor,  MD,  Otolaryngology,  1251  S Cedar  Crest  Blvd.,  202A,  Allentown 
18103 

Michael  C Sinclair,  MD.  Thoracic  Surgery.  1251  Cedar  Crest  Blvd  , 107A,  Allentown 
18103 

LUZERNE  COUNTY: 

Louis  C.  Blaum,  Jr..  MD,  Thoracic  Surgery,  33  Wilcox  Dr , Wilkes-Barre  18702 
John  W Frye,  MD,  Obstetrics/Gynecology,  447  N.  Gates  Ave.,  Apt.  12,  Kingston  18704 
Jang-Huei  Jang.  MD,  Otolaryngology,  Northeast  Bldg  , 225-226,  Hazleton  18201 
Charles  M Manganiello.  MD.  Family  Practice,  49  S Main  St..  Lippi  Blvd  , Pittston  18640 
Julio  R Rojas,  MD,  Ophthalmology,  Hazleton  Nat  l Bank,  Hazleton  18201 
Sureshchandra  Shah,  MD,  Anesthesiology.  55  B Husz  St  Gtwy  Man  . Edwardsville 
18704 
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Jose  V.  Villasin,  MD,  Pathology.  Retreat  Start  Hosp.,  Hunlock  Creek  18621 
Sung-Hoon  Yang.  MD.  Obstetrics/Gynecology,  1754  Christopher  Rd  . Hazleton  18201 

LYCOMING  COUNTY: 

Virgil  H.  Wynia,  MD,  Internal  Medicine,  Williamsport  Hosp..  Williamsport  17701 

MONROE  COUNTY: 

William  K Daiber.  DO.  Family  Practice,  4113  M Beechwood  Ln  . Harrisburg  17112 

MONTOUR  COUNTY: 

Barbara  A.  Johns,  MD,  Family  Practice.  Geisinger  Med  Ctr.,  Danville  17821 

William  D.  Kent,  MD,  Family  Practice.  Ill  E.  Market  St..  Danville  17821 

Fred  G McMurry,  MD.  Neurological  Surgery,  Geisinger  Med.  Ctr.,  Danville  17821 

MONTGOMERY  COUNTY: 

Robert  K.  Brookland,  MD,  Internal  Medicine,  1228  Barrowdale  Rd  , Rydal  19046 
Ghodratallah  Heidary,  MD,  Anesthesiology.  Lankenau  Hosp,  Ste.  31,  Philadelphia 
19151 

William  J.  Hyde,  MD,  General  Surgery,  1308  DeKalb  St. , Norristown  19401 
Michael  F.  Moore.  MD,  General  Surgery,  S.  Broad  St.  & Allentown  Rd  , Lansdale  19446 
Richard  J Pierotti,  MD,  Family  Practice,  484  Maple  Ave.,  Box  286.  Harleysville  19438 
Drew  P Ronnermann,  MD,  Internal  Medicine,  Coventry  E Apts.  #D-9,  Pottstown  19464 
Gerald  S.  Smyser,  MD.  Radiology,  4 Pacer  Ln.,  Norristown  19401 
In  Min  Young,  MD.  Family  Practice,  1430  DeKalb  St.,  Norristown  19401 

PERRY  COUNTY: 

Kim  A.  Hatcher,  MD,  Family  Practice,  Box  70A,  RD  #1,  Landisburg  17040 

PHILADELPHIA  COUNTY: 

William  B.  Abrams,  MD,  Internal  Medicine.  220  Spruce  Tree  Rd.,  Radnor  19087 
Alan  G Adler.  MD,  Internal  Medicine,  Thomas  Jefferson  Hosp.,  Philadelphia  19107 
Mark  E.  Beaugard,  MD,  Otolaryngology.  1110  Lombard  St  , #23,  Philadelphia  19147 
Frederic  L Cohen,  MD,  Obstetrics/Gynecology,  602  Washington  St.,  S . Philadelphia 
19106 

Roger  F.  Crake.  MD,  General  Surgery,  3120  W.  School  House  Lane,  JB8,  Philadelphia 
19144 

Olivia  T DiMaggio,  MD,  Pediatrics,  202  Copley  Rd  , Upper  Darby  19082 
Bradley  D.  Evans,  MD,  Psychiatry,  125  Walnut  St..  Philadelphia  19147 
Alan  T.  Forstater,  MD,  Family  Practice,  400  Gypsy  Lane,  #318,  Philadelphia  19144 
Warren  S Kurnick,  MD,  Dermatology,  2200  Ben  Franklin  Pkwy  , #507,  Philadelphia 
19130 

James  L.  Lear,  MD,  Radiology,  4521  Spruce  St.,  Philadelphia  19139 
Andre  J.  Lebrun.  MD.  Administrative  Medicine,  2000  Market  St,,  Philadelphia  19103 
Matthew  E Levison,  MD.  Internal  Medicine,  3300  Henry  Ave.,  Philadelphia  19129 
Bruce  E Lockman,  MD.  Pediatrics,  3901  Conshohocken  Ave  . 216,  Philadelphia  19131 
Herbert  E Mandell,  MD,  Psychiatry,  4000  Gypsy  Lane,  340,  Philadelphia  19144 
Antonio  Martinez-Hernandez.  MD,  Pathology,  Hahnemann  Hosp.,  Dept,  of  Pathology, 
Philadelphia  19102 

Sandra  W.  McGruder,  MD.  Internal  Medicine.  Albert  Einstein  Med  Ctr  , Philadelphia 
19141 

Krishna  K Mohan,  MD,  Internal  Medicine.  151  Bishop  Ave  . Secane  19018 
Anthony  J.  Perri.  Jr.,  MD.  Urology,  1519  S Broad  St.,  Philadelphia  19147 
Carl  S.  Rubin,  DO,  Radiology,  45  Lakeview  Dr.,  Cherry  Hill,  NJ  08003 
Fredric  M.  Shecter,  DO,  Psychiatry,  1349  Overbrook  Rd  , Merion  19151 
Stuart  Snyder,  MD,  Internal  Medicine,  203  N Broad  St. , Philadelphia  19102 
Marie  R Steppacher,  MD.  Psychiatry,  2200  Pky  Pk  Twn  PI  E , 104,  Philadelphia  19130 
Ranjan  Stokes,  MD,  Radiology,  1122  Penshurst  Ln.,  Narberth  19072 
Bruce  J.  Stratt,  MD.  Radiology.  104  Knollwood  Dr  . Cherry  Hill.  NJ  08034 
Pushpa  Thakarar,  MD,  Physical  Medicine  & Rehabilitation,  1230  Victoria  Ln..  West 
Chester  19380 

David  L.  Weiss,  MD,  Radiology,  1133  Lombard  St. , Philadelphia  19147 
A,  Hertsel  Zackai,  MD,  Family  Practice.  8350  Roosevelt  Blvd.,  Philadelphia  19152 

SCHUYLKILL  COUNTY: 

Sarah  J.  Fernsler,  MD,  Pediatrics,  1965  Howard  Ave.,  Pottsville  17901 
Charles  R.  Reina,  MD,  Orthopedic  Surgery.  309  Market  St.,  Pottsville  17901 

UNION  COUNTY: 

George  B Mallory,  Jr.,  MD,  Pediatrics,  548  Fairfield  Rd  , Lewisburg  17837 

WESTMORELAND  COUNTY: 

Charles  K.  Graff.  MD,  General  Surgery,  534  5th  Ave  , New  Kensington  15068 

YORK  COUNTY: 

David  C.  Franklin,  MD,  General  Surgery,  1927  Oueenswood  Dr.,  G302.  York  17405 
Stephen  B Ganderson,  MD,  Obstetrics/Gynecology,  249  Allegheny  Ave  . Hanover 
17331 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPONICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains:  %Br 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO  NICIN®  100 
mg.  or  250  mo.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 
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classifieds 


PHYSICIANS  WANTED 


Physicians  — Progressive  community  hospital  is  seeking  to  aug- 
ment a professional  staff  that  will  ultimately  provide  a full  range 
of  comprehensive  medical  services  to  a two  county  area.  Excel- 
lent opportunity  to  establish  a successful  practice  in  Ophthal- 
mology, Otolaryngology,  or  Primary  Care.  Options  available  for 
financial  assistance,  office  space,  staffing,  etc.  Located  in  a 
beautiful  Northwestern  Pennsylvania  Community  near  Interstate 
80.  Call  collect:  Administrator,  Andrew  Kaul  Memorial  Hospital, 
St.  Marys,  PA  15857  (814)  781-7500  Ext.  250. 

Family  Practitioners  — to  join  six  physician  corporate  group 
practice  in  Northeastern  Pennsylvania.  Excellent  salary  and  ben- 
efits. Send  inquiries  to:  E.J.  Notari,  MD,  Lackawanna  Medical 
Group,  P.C.,  493  Morgan  Highway,  Scranton,  PA  18508. 

Physician  — during  July  and  August,  1980  for  children  s camp 
located  at  Beach  Lake,  PA,  accommodates  350  campers,  ages 
6-16:  complete  modern  Health  Center;  2 R.N.'s  in  attendance;  will 
accept  one  M.D.  for  each  month;  no  children  accepted  who  are  of 
camp  age.  Camp  opens  June  27  and  closes  August  22.  Private 
room  and  facilities.  Write  to  Trail's  End  Camp,  c/o  Beach  Lake, 
Inc.,  215  Adams  Street,  Brooklyn,  NY  11201,  and  include  your 
phone  number. 

Emergency  Room  Physician  — Six  year  old,  212  bed  community 
hospital,  Western  Pennsylvania.  Full-time  position  available. 
Physician  participates  in  all  hospital  benefit  programs  including 
liability  insurance.  In  addition  to  3 weeks  paid  vacation,  an 
additional  5 days  is  made  available  for  continuing  education  in 
Emergency  Medicine  each  year.  Write  or  call:  F.O.  Robertson, 
MD,  Director,  Emergency  Medical  Services,  Armstrong  County 
Memorial  Hospital,  Kittanning,  PA  16201.  (412)  543-8404  Collect. 

Physicians  — for  clients  in  Pennsylvania,  Massachusetts,  and 
Michigan.  Specialists  in  family  practice,  obstetrics/gynecology, 
pediatrics,  neurosurgery,  d.  rad.,  ENT,  psychiatry,  indust,  and 
phys.  medicine.  Fee  Paid.  Call  E.J.  Mowry  (215)  348-8700. 

Staff  Physicians  — State  geriatric  center.  South  Central  Pennsyl- 
vania. Easily  accessible  to  Washington,  DC,  Baltimore,  Philadel- 
phia, Harrisburg.  Good  salary  with  exceptional  benefits,  retire- 
ment plan,  and  professional  liability.  37.5  hour  work  week.  Penn- 
sylvania license  required.  Contact  Robert  T.  Gray,  MD,  South 
Mountain  Restoration  Center,  South  Mountain,  PA  17261;  (717) 
749-3121. 

Staff  Psychiatrists  — Full  or  Part  Time  positions  immediately 
available.  Our  hospital  is  looking  for  psychiatrists  with  fresh  ideas 
and  strong  convictions  on  public  sector  mental  health  care.  We 
are  located  in  pleasant,  residential  Northeast  Philadelphia  and 
can  offer  the  area's  unparalleled  opportunities  for  professional 
growth  and  development.  Good  salary  and  benefits.  Require- 
ments are  PA  State  license  and  board  certification  or  eligibility. 
Contact,  in  strict  confidence:  Franklyn  R.  Clarke,  M.D.,  14000 
Roosevelt  Blvd.,  Phila.,  PA  19114,  (215)  671-4101. 

OB/GYN  Specialist — Hospital  located  in  recreational  heart-lands 
of  Northwestern  Pennsylvania  has  immediate  need  for  physicians 
in  order  to  continue  and  expand  its  health  care  delivery  to  the 
people  in  its  service  area.  It  is  our  concern  to  attract  someone 
who  is  concerned  with  both  the  quality  of  medical  practice  and 
the  quality  of  life  both  his  self  and  family  would  want  to  lead. 
Contact  Administrator,  B.J.  Carotenuto,  Port  Allegany  Commu- 
nity Hospital,  Port  Allegany,  PA  collect  1-814-642-2541. 


Emergency  Physicians — A multi-hospital  group  of  emergency 
physicians  seeks  members  for  full-time  positions  at  major  hospi- 
tal emergency  departments  in  Philadelphia  and  other  areas  of 
Pennsylvania.  In  addition  to  full-time  emergency  physicians,  a 
physician  director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  autonomy  in 
its  member  physicians.  Financial  arrangements  are  fee-for- 
service  with  minimum  guarantee.  Emergency-oriented  edu- 
cational programs  for  physicians  are  maintained  by  the  group  at 
no  charge  to  its  members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Department  650, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

House  Staff  Physician  — Excellent  opportunity  for  a Pennsylva- 
nia licensed  physician  to  serve  in  a responsible  position  of  a 
modern  suburban  Philadelphia,  286  bed  hospital.  JCAH  accred- 
ited. $40,000  peryear  plus  vacation,  sick  leave,  paid  pension  plan, 
hospitalization,  malpractice  insurance,  and  disability  insurance. 
Some  evening  and  night  duty  required.  For  further  information, 
contact  John  F.  Dunleavy,  Assistant  Executive  Director,  Holy  Re- 
deemer Hospital,  Meadowbrook,  PA  19046;  telephone  (215)  947- 
3000. 

NEEMA  Emergency  Medical — a professional  association — 
Emergency  medicine  positions  available  with  emergency  physi- 
cian groups  throughout  Pennsylvania,  N.Y.,  N.J.,  Michigan,  and 
Southeastern  U.S.,  including  all  suburban,  rural,  and  metropoli- 
tan areas.  Fee-for-service  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward  board  certification. 
Physician  department  directors  also  desired.  Please  send  resume 
to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  St., 
Philadelphia,  PA  19106,  or  telephone  (215)  925-3511. 

New  Jersey  — Ancora.  Im med  iate  openi  ngs  for  staff  psych iatrists 
and  staff  physicians  in  1000-bed  JCAH  and  AMA  accredited 
psychiatric  hospital  with  4 years  approved  residency  training. 
Affiliated  with  Temple  University  Hospital,  department  of 
psychiatry.  Located  30  miles  from  Atlantic  City  and  Philadelphia. 
Salary:  $31 ,457  to  $44,888.  Private  practice  after  duty  hours  per- 
mitted. Liberal  fringe  benefits  include  professional  liability,  Blue 
Cross,  Blue  Shield,  and  life  insurance.  Write  Max  C.  Pepernik, 
MD,  Medical  Director,  Ancora  Psychiatric  Hospital,  Box-A,  Ham- 
monton,  New  Jersey  08037,  or  call  (609)  561-1700. 

Emergency  medicine  practice — Available  at  180  bed  hospital 
near  Pittsburgh  in  45,000  population  community.  Fast  paced  E D. 
with  quality  nursing  staff.  Group  benefits  include  paid  liability  in- 
surance plus  $50,000  annual  guarantee.  Opportunities  for 
additional  income  if  desired.  Send  CV  to  Tom  Cooper,  MD,  931 
Chatham  Lane,  Suite  306,  Columbus,  Ohio  43221 , or  call  toll  free 
1-800-325-3982,  extension  225  for  interview  details. 

Family  Medicine-Internal  Medicine  — Hospital  located  in  recre- 
ational heart-lands  of  Northwestern  Pennsylvania  has  immediate 
need  for  physicians  in  order  to  continue  and  expand  its  health 
care  delivery  to  the  people  in  its  service  area.  It  is  our  concern  to 
attract  someone  who  is  concerned  both  with  the  quality  of  medi- 
cal practice  and  with  the  quality  of  life  both  his  self  and  family 
would  want  to  lead.  Contact  Administrator,  B.J.  Carotenuto,  Port 
Allegany  Community  Hospital,  Port  Allegany,  PA  collect  1-814- 
642-2541. 

Orthopedic  Surgeon  Wanted — Associate  for  well  established  Or- 
thopedic Clinic  in  Eastern  Pennsylvania.  First  year,  salary  plus 
percentage.  Partnership  after  oneyear.  Board  eligibility  required. 
No  investment  needed.  Write  Department  709,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 
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Pennsylvania  emergency  physician  system  — Needs  several- 
fulltime emergency  physicians,  for  Western  Pennsylvania  area 
emergency  departments.  Independent  contractor  arrangements. 
Eligible  for  corporate  membership  within  two  years.  The  system 
is  on  a "fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

Family  practice  southeast  — Private  practice  opportunity  group 
or  solo  in  medium  size  city  with  new  150  bed  hospital.  Present 
medical  staff  of  24  with  three  FPs  age  64.  Attractive  office  space 
and  complete  financial  assistance  package.  Family  oriented  sta- 
ble community.  Send  curriculum  vitae  in  confidence  to  Mr. 
William  Anderson,  Search  Director,  4470  Chamblee  Dunwoody 
Road,  Suite  350,  Atlanta,  Georgia  30338. 

Otorhinolaryngologist  — Position  available,  and  demand  for 
board  certified  or  eligible,  89  bed  hospital  in  Western  Pennsylva- 
nia. Excellent  growth  potential  for  practice  in  community  and 
surrounding  area.  Send  curriculum  vitae  or  call  Punxsutawney 
Area  Hospital,  Punxsutawney,  PA  15767;  (814)  938-4500,  Joseph 
O.  Yesh,  President. 

Emergency  Physicians — Suburban  Philadelphia  hospitals.  FFS 
with  minimum  guarantee,  42  hours  per  week  average.  Experience 
; preferred  but  will  consider  all  applicants.  Contact  Teddy  Trout 
(215)  242-4707  for  further  details  or  send  CV  to  P 0.  Box  192, 
Flourtown,  PA  19031. 

Psychiatrist — board-certified  or  board  eligible.  Mental  hospital 
in  metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with  excellent  fringe 
and  retirement  benefits.  Residence  available.  Pennsylvania 
license  required.  Contact  George  E.  Gittens,  MD,  Acting  Super- 
intendent, Clarks  Summit  State  Hospital,  Clarks  Summit,  PA 
18411,  (717)  586-2011. 

Family  Physician  — to  join  staff  of  progressive,  rural,  JCAH  hos- 
pital. Guaranteed  yearly  income  plus  attractive  benefit  package 
which  includes  rent  free  office  space.  PA  licensure  required. 
Send  resume  to  E.F.  Hunter,  Executive  Director,  Barnes-Kasson 
Hospital,  400  Turnpike  St.,  Susquehanna,  PA  18847. 


POSITIONS  WANTED 

Radiologist — would  like  to  open  a radiology  office  in  Pennsylva- 
nia for  private  practice.  Information  on  any  location  needing  such 
services  would  be  appreciated.  Call  717-286-7586. 

FOR  SALE 

Hamilton  pediatric  table  — built-in  scale  and  measure,  two 
drawers  and  double  cupboard.  Walnut  grained  Formica  with  tan 
upholstery.  Used  only  6 months,  new  condition,  $600.  Contact 
John  Caruno,  D.O.,  82  Willow  La.,  Warrington,  PA  18976;  (215) 
343-9080. 

FOR  RENT 

To  Rent  — three  new  beach  cottages.  Long  fall  and  winter  and 
spring  weekends  (or  weeks).  Oceanfront,  magnificent  view  sea  to 
sound.  Open  beach  for  miles.  Isolated.  Superb  surf  fishing.  Heat 
and  air  conditioning.  Four  to  five  bedrooms,  sleeping  10  to  12. 
Superbly  furnished,  except  linens.  Located  Avon,  North  Carolina, 
3V2  miles  north  of  Cape  Hatteras  Light.  Contact  V.  Cofer,  MD, 
5326  Edgewater  Dr.,  Norfolk,  VA  23508. 

Caribbean  Condo  — Deluxe  3 bedroom  Coakley  Bay  Condo  lo- 
cated on  St.  Croix.  Available  for  weekly  or  longer  rentals.  Save  up 
to  50%  of  hotel  rates.  Contact  A.  Apter,  (215)  643-5128  evenings. 

MISCELLANEOUS 

Physicians  and  hospital  administrators  — signature  loans  by 
mail.  $5,000  to  $50,000.  Immediate  service.  No  collateral  or  co- 
signers required.  Privacy  respected.  No  interviews.  Flexible 
terms.  Reasonable  rates.  No  early  pre-payment  penalty.  For  in- 
formation write:  Northeastern  Financial  Consultants,  P.O.  Box 
7724,  Philadelphia,  PA  19101. 

Physician’s  assistants  — Become  a warrant  officer  in  the  Penn- 
sylvania Army  National  Guard  in  a unit  near  your  home.  Serve  one 
weekend  a month  and  a fifteen  (15)  day  annual  training  period 
each  year.  You  will  be  eligible  for  continuing  professional  educa- 
tion, monthly  pay,  and  a substantial  non-contributory  retirement 
plan.  Enjoy  the  personal  satisfaction  of  doing  an  important  job  for 
your  state  and  nation.  For  further  information  contact  Major 
Eugene  P.  Klynoot,  Department  of  Military  Affairs,  Pennsylvania 
Army  National  Guard,  Annville,  PA  17003.  Telephone  (717)  783- 
3430. 
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obituaries 

• Indicates  membership  in  the  Pennsylvania  Society  at  time  of  death 


• Theodore  A.  Beck,  II,  Greentown;  Hahnemann  Medical  Col- 
lege, 1947;  age  57,  died  October  11,  1979.  Dr.  Beck  was  a general 
practitioner  in  Lehigh  County  for  25  years  before  retiring  in  1972. 

• Benjamin  T.  Bell,  Chalfont;  Jefferson  Medical  College,  1927; 
age  76,  died  October  22,  1979.  Dr.  Bell  was  an  orthopedic  surgeon 
and  former  chief  of  orthopedics  at  Bryn  Mawr  and  Abington  Me- 
morial hospitals. 

• Abraham  Bernstein,  Pottstown;  Temple  University  School  of 
Medicine,  1932;  age  72,  died  September  22,  1979.  Dr.  Bernstein 
practiced  ophthalmology  in  his  hometown  for  47  years. 

• James  Bloom,  Harrisburg;  Temple  University  School  of  Medi- 
cine, 1933;  age  79,  died  October  25,  1979.  Dr.  Bloom  founded  the 
Pennsylvania  Junior  College  of  Medical  Arts  where  he  was  presi- 
dent for  36  years. 

• William  D.  Chamblin,  Jr.,  Philadelphia;  Tulane  University 
School  of  Medicine,  1947;  age  55,  died  October  18,  1979.  Dr. 
Chamblin  was  director  of  obstetrics  and  gynecology  for  the  past  13 
years  at  Presby  terian-Uni  versity  of  Pennsylvania  Medical  Center, 
Philadelphia. 

• Joseph  A.  Diorio,  Maple  Glen;  Jefferson  Medical  College, 
1947;  age  57,  died  September  23,  1979.  Dr.  Diorio  was  chief  of 
anesthesiology  at  Allentown  Hospital. 

• Sylvan  M.  Fish,  Philadelphia;  Jefferson  Medical  College,  1924; 
age  82,  died  October  5,  1979.  Dr.  Fish  had  been  an  expert  on 
communicable  diseases  for  the  Philadelphia  Department  of 
Health. 

• A.  Cornelius  Gallagher,  Allentown;  Temple  University  School 
of  Medicine,  1932;  age  82,  died  October  19,  1979.  Dr.  Gallagher  had 
practiced  in  Allentown  for  more  than  40  years  before  his  retire- 
ment in  1974. 

• George  R.  Greenwood,  Bethlehem;  University  of  Pennsylva- 
nia School  of  Medicine,  1940;  age  64,  died  September  23, 1979.  Dr. 
Greenwood  was  assistant  chief  of  surgery  at  St.  Luke’s  Hospital. 

• Edgar  S.  Highberger,  Greensburg;  Johns  Hopkins  University 
School  of  Medicine,  1939;  age  69,  died  September  29,  1979.  Dr. 
Highberger  had  been  on  the  staff  of  Torrance  State  Hospital. 

• Kelse  M.  Hoffman,  Butler;  University  of  Pittsburgh  School  of 
Medicine,  1928;  age  77,  died  May,  1979. 

• John  E.  Holt,  Stuart,  Florida;  University  of  Pittsburgh  School 
of  Medicine,  1924;  age  79,  died  October  12, 1979.  Dr.  Holt  had  been 
a staff  physician  at  Columbia  Hospital  for  45  years  before  he 
retired  in  1973. 


• Jesse  R.  Johnson,  Lewistown;  University  of  Maryland  School 
of  Medicine,  1927;  age  76,  died  June  15,  1979.  Dr.  Johnson  had 
practiced  medicine  for  53  years. 

• Paul  Karlik,  Jr.,  Duncannon;  Jefferson  Medical  College,  1944; 
age  60,  died  October  17,  1979.  Dr.  Karlik  practiced  medicine  in 
Duncannon  since  1948  and  was  a physician  for  the  Susquenita 
school  district. 

• Lemuel  A.  Lasher,  Erie;  University  of  Maryland  School  of 
Medicine,  1917;  age  90,  died  October  4,  1979. 


• Frank  E.  Leivy,  Philadelphia;  Jefferson  Medical  College,  1924; 
age  54,  died  October  13,  1979.  Dr.  Leivy  had  been  chief  of  medicine 
at  John  F.  Kennedy  Medical  Center  from  1963  until  1975. 

• Charles  T.  Michele,  Drexel  Hill;  University  of  Virginia  School 
of  Medicine,  1947;  age  57,  died  October  8,  1979.  Dr.  Michele  had 
been  on  the  staffs  of  Delaware  County  Memorial  Hospital  and 
Presbyterian-University  of  Pennsylvania  Medical  Center. 

• Lytle  J.  Powell,  Connellsville;  University  of  Pittsburgh  School 
of  Medicine,  1934;  age  69,  died  October  1,  1979. 

• Lauren  H.  Smith,  Bryn  Mawr;  State  University  of  Iowa,  1925; 
age  78,  died  October  14,  1979.  Dr.  Smith,  a nationally  prominent 
psychiatrist  associated  with  the  Institute  of  Pennsylvania  Hospi- 
tal, pioneered  ways  of  treating  mental  illness. 

• Linton  W.  Turner,  Ocean  City,  New  Jersey;  Temple  University 
School  of  Medicine,  1946;  age  58,  died  October  19, 1979.  Dr.  Turner 
was  chief  of  medicine  at  Roxborough  Memorial  Hospital. 

• Joseph  J.  Voytek,  Greensburg;  New  York  Medical  College, 
1949;  age  56,  died  September  24,  1979.  Dr.  Voytek  had  been  a 
surgeon  and  emergency  room  physician  at  Latrobe  Area  Hospital 
since  1966. 

Donald  E.  Fetter,  Mahanoy  City;  Jefferson  Medical  College, 
1941;  age  70,  died  October  11,  1979.  Dr.  Fetter  practiced  general 
medicine  in  his  hometown  beginning  in  1943. 

Edward  C.  Meyer,  Villanova;  Yale  University  School  of  Medi- 
cine, 1956;  age  48,  died  October  11, 1979.  Dr.  Meyer  was  director  of 
surgery  at  Mercy  Catholic  Medical  Center. 

Fred  Pavlikowski,  Jr.,  Ligonier;  Jefferson  Medical  College, 
1978;  age  26,  died  September  23,  1979.  Dr.  Pavlikowski  had  been 
serving  with  family  practice  at  Latrobe  Area  Hospital. 


42 


Pennsylvania  Medicine,  December  1979 


roche)  For  recurrent  attacks  of 

urinary  tract  infection  in  women 


Bactrim  DSSr 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in, patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older: 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 Vz  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE)  Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Her  next  attack  of  cystitis  may  require 

1 the  Bactrim" 
3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

k The  probability  of  recurrent  urinary  tract  infection 
Appears  to  be  enhanced  by  the  establishment  of  large 
htimbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 1 
trations,  thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entera 
bacteriaceae  in  the  bowel  without  the  emergence  of  res 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introi 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora,  i 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  trac 


Please  see  reverse  side  for  summary  of  product  information. 
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